THE:
N FILED APR 5 1949 STANDARD CERTIFICATE OF DEATH shete Fite Now,
BIRATH NO. RETIJIST .NO iﬁ: PRIMARY REG. DIST. NO. _LZ& Regi.rlr;r':‘—x;\’n‘ﬁ—

DIVISION OF HEALTRH OUF MISOUK . 11, 3 5:;

,, 1. PLACE OF DEATH } 2. USUAL RESIDENCE (Where deceassd lived. If lmdlul.h:n residence befors
a. COUNTY a. STATE b. COUNTY sdigizsion).
Wr Ig hts” € bl Mo Virie (S
b. %1’;\! {H autride corpurats linilta, it BURAL .mx;:;i{:.m‘w %T Al‘FFva.TJ: DE::} e Cg’Y (IF outeids corporate licaita, write BURAL and tive tewasbip) 7
TOWN _Rural Union 96 oW Riural  Union Q
d. FHO%P#AT.EO%F (If not ia h'nonh&l or institution, give streat addrees or looa) n-) d ASJgéEEEI'SS"' - (U rorul, give lomfnn) . t . 9
INSTITUTION 1) Miles North of Harsvilie 10 miles north Hartville
3.515%!:5 5 8, (First) b. (Middle) c. (Last) v .4. DSE_'E . {(Month} (Day) (Year) -
(Trpeor i) Matilda Jane Hudson DEATH 3 20 49
5. SEX 6. COLOR QR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (Io.years| Ir twoen » mn o UNDER W HES.
WIDOWED, DIVORCED (Bpecify) . } last birthday) Mnnnul Hours | Min.
F | v W n | aoril 22 1852] 96 |
10a. USUAL OCCUPATION (Giweklad of work | 10b. KIND OF BUSINE‘;S OR IN- | 11. BIRTHPLACE (Btate o7 forelzn oountry)} 12 CITIZENOFWHAT
done during most of working 1ifs, even if retired) DUSTRY . 3 COUNTRY?
Housewife Wright County Mo US A
IIISa. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Williams 4 Mary Knabb ,
I15. WAS DECEASED EVER N U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17, INFORMANT' 5 SIGNATURE OR NAME ADDRESS
(Yeu, o, ot usknown) | (If yes, xive war or dates of servies) (/ NO. .
Wakter Hndson Seringfield Mo

18, CAUSE OF .DEATH MEDICAL CERTIFICATIO ' ™ lgrsnv.:l. BETWEEN
 Enter only cnecamseper | 1. DISEASE OR CONDITION M DEATH
ine for (a3, (b, and (¢ | DVRECTLY LEABING TO DEATH* q) :'77 | I-L:AA_ O

“Ths does not mean ANTECEDENT CAUSES
the mode of dying, tuch | Adorbid conditions, if ony, giring DUE TO (b)

s heart failure, asthenia, |~ rise to the above cause fa)dating _ o o~ e 0 et . R P L R o
ee. It megns the dis- the underlying couae last. D
caze, infury, or li DUE TO (¢} _ _ ”)
tion which coused death. | 1. OTHER SIGNIFICANT CONDITIONS CT Y ;f v /A
Cuonditions contributing to the death but nol C g
related to the disense or condition cansing death. 2 L
‘ ; ¥

9. DATE OF OPERA. | 190. MAJOR FINDINGS OF OPERATION  * " U R A - 2. AUTOPSY?

- : . - . . < . ves [ nom

2la. ACCIDENT (Bpectty) 215, PLACE OF INJURY te., Inorabout | 2lc. (CITY. TOWN, OR TOWNSHIP) . (STATE) /
SUICIDE Lforme, yerg, factory, street, office bids..et0.) o l ]
HOMICIDE vt eh WUatonry
219, Tcl)ME (Month) 'ED:':)" c!-:i . (Hoar ~]'21e. INJURY OCCURRED 2If W DIDINJURY occum ﬂ
‘WHILEAT NOT WHIL
INJURY M J a -d f}l‘ ‘ia— WORK AT WORK

2. I hereby cerhfy that I zﬂended the deceased from Mllb_, Iﬁfﬁ_ LO Af,_i, that I last saw the deceased
alive W BN [0~ and thal death occurred at,{L._'LﬁA m., from the causes and on the dale stated above.

23a. SIGNATU T (Deg:reeortitl 23b. ADDRW *[ 23. DATESIGNED
) p@ﬂl}uﬁ DM Y sUAA Ao BY7L /49

24a, BURIAL, EMh 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Olty, town, of countg)? - j(sr.ar.e)
TION, REMOV. )
Buris 321 49 Shaddy , 5 - - Grovesnrin Mo .

DATE REC'D BY LOCAL | REGISFRAR; IGNATURE S E = ’
J § EEM b A O

{Licensed Embalmer's Statement on Reverse Side)

WRITE PLAINLY—USING TUNFADING BLACK INE—MARKE A PERMANENT RECORD 'QD€>‘F

£ ~ o - —
=] ADDRESS




RECEIVED
Jistrict Health Officer No. 6]
Qistrict File Numbor_.(é_@__?‘ 25"

- iy

STATEMENT BY LICENSED EMBALMER

- -

I hereby certify that the body whose name is recarded on the reverse side of this certificate was embalmed by me, or by i

-,

U . Student Embalmer No.

working under my personal supervision,

Student coeeenuaes citraaenirennans crsnnanns Sme@eéaﬂ-.é ..... %

Student E-I;alu..r
Licensed Embalmer Nn3 f é S

P. 0. Address 2= e W A

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

If this body is not embalmed, fact should be o stated above.




