No. 300 F".EB ﬂPR i4 194 THE DIVISION OF HEALTH OF MISSOURI - ‘
0. s
4% N33 STANDARD CERTIFICATE OF DEATH . i rie o .. D03030)
7g/!.mm'no'.' R " Res. pIST. MO, 2 "L 14 PRIMARY REG. DIST. NO. 45 ¢ Regittrar's No, s Coreoneasssseesmnea
o> 1. PLACE OF DEATH = = , Z. USUAL RESIDENCE (Where d t lived. If institation: residence before
~'a, COUNTY ) N a. STATE b. COUNTY i I3
0 . New Madrid Mo. New Madri® 5’22
’ ! “b. CITY (11 outaide sorpurats limits, write RURAL and give c. LENGTH OF || . CITY (If outslde corporate limita, write RURAL asd glve townahin) /
i : township) | STAY (in thie place) QR Morehouse 3
TOWN_Morehouse 1 year TOWN : A
d. FULL NAME OF (If not in hospital or institution. give streot address or locgtion) d. STREET (If ryrl, glve location) .
HOSPITAL OR ADDRESS . A
INSTITUTION .
36‘2‘2}2% 5%73 a. (First) b. (Middle) | ¢. (Last) ry Ds}-E (Meonth)  (Day)  (Yeor)
(Typeor Prine; William MeGuire peatH Mareh., 31 1949
5. SEX 0 6. COLOR OR RACE | 7. #ﬁb%ﬂvzgg. ig!lsvgn Eg [ED, | 8. DATE OF BIRTH 9.&65{;::;:.;.-. o o YEAR' | F wotr o i,
. pecify) t ¥, an Days | Hao Bin.
male \ white marrfeﬁc_ April 2 1881 67 11, s0| |
10a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN- { 11. BIRTHPLACE (8tate or foreian ooun 12, CITIZEN OF WHAT
done during most of working Life, sven if retired) Ret . Farmer DUSTRY Lhyrield Ky. 7 UNTRY?
13a. 'S N 13b. MOTHER'S MAIDEN NAME 14. NAME OF Hu;‘.amn OR WIFE =
' ATTian MeGuire Katy
13. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SQCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
{Yes, 0o, or unknown} | {If yes, rive war or dates of service) KN NO. Noble Mc uire Dextor Mo
L]
18. CAUSE OF DEATH MERACAL CERTIFICATKSN INTERVAL BETWEEN
. Enter only onemsuseper | I DISEASE OR CONPITION . nsnw-u%
Line tor (ay, (b), and (¢ | DIRECTLY LEADING TO DEATH® (g) /
*This doey not mean ANTECEDENT CAUSES /

1h¢ mode of dying, such |  Aforbld conditions, if any, giring DUE TO {b)
as begrt foflure, axthenta, | Tite f0 the above cause-(a) stating . . e et ; . T = - e -
de. It means the dis- the underlping cause last. o
care, infury, or complica- DUE TO (¢} - . v
tion whick cavsed death, | 1I. OTHER SIGNIFICANT CONDITIONS - ) l‘} 3 ‘

H

Conditions contributing to the death but not
related Lo the disease or condition causing death.

19a. DATE OF OP_FIROAN— 15b. MAJOR FINDINGS OF OPERATION ' ’ 20, AUTOPSY?

L . YES D NO
21a. ACCIDENT {Bpacily) 21b, PLACE OF INJURY (e.e..inorabont | 2lc. (CITY, TOWN, ORAOWNSHIP) {COUNTY) (STATE)
SUICIDE boms, tarm, factory, strest, ofice bldg., ete.) 2“'/ h
foMICIDE M4

2id. TIME (Month) (Day) (Year) (Hour} 2le. INJURY OCCURRED 211. HOW DID INJURY OCCUR?
. WHILE AT ] NOT WHILE
INJURY = | WORK AT WORK

2, T hereby certify that I'atlended the deceased from o ﬁ, lo _LL, 194, that I las? saw (he deceased
alive on _i‘;_ig, 1 and that death occurred ot 2D 'm., from the causes and on/the date slaled above.

)
Za. SIGNATU 7] 7 (Dregroe or tﬁ.li) 23b. AQDRESS | ? DATE SIGNED
[P = .- )'*-»-" - y g /)‘-—‘, .3/"%7

24a. BURIAL YCREMA- | 24b. DATE . 24c. 'A%OF CEME!’f%Y OR CREMATORY 24d. LOCATION (Clty, town, cr county) (Smt(
TION, REMOVAL (Brecify) ar y
_&AIML ¢ = ‘/? a7 -| -.-Dexter Mo,

WRITE' PLAINLY—USING UNFADING BLACK INK—MAEKE A PERMANENT RECORD

‘ADDRE$S

R'S %TURE | J‘? yNERAL yECTOR 8 SIGHNATURE -—_' mo

s Ag =

] (Ticensed Embalmer's Statement on Reverse Side)




RECEIVED
District Heafth Offloe No. 2,

District File Number &£/ - 475" ¢
Cabe Fﬂod-_.._--__--g.:_/ﬂl‘.f'/j_

= STATEMENT BY LICENSED EMBALMER

——

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by ..

—

........ . Student Embalamer No.

working under my persona! supervision,

Signe

Stgned.cineans ewsesassssassdtEEE ISR anannnn v aeen L. Licensed Embalmer No 3’/(7

Student Embalwmer
' P. 0. Addressw 227

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revocation of License.)

H this body is not embalmed, fact should be so stated above.




