WRITE ' PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

FLED MAY 11 1949

BIRTH NO.

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

110 08

State File No o .

REG. DIST. NO. S PRIMARY REG. DIST. m.&s—]_. Hegistrar's No. [1’5-

1. PLACE OF DEATH 2. USUAL. RESIDENCE (Where d d lived. If institulon: resict before
a. COUNTY Boone . a. STATEMY gsourid b. CONTBoone ;;"”"“’"‘-
b. %TY {If outnside corpurats limits, write RURAL and give g:rAl"{ENGTH OoF ¢, CITY (i1 ouwide oorporats limits, writse RURAL and give townahip) 5
oW Hallsville b)) STAY el town  Hallsville o
d. FULL NAME OF (If not in hospital or inssltation, give stroot addrass or location) d. STREET { tocation) . O
HOSPITAL OR ADDRESS X |
insTrruTion  Rocky Fork Tovmship ROCk.Ymi‘I'OI‘ Township |
3. NAME. OF . (Fimsty b. (Middle) c. (Last) 2. DATE (Month) (Day) . (Yea)
DECEASED
{T¥pe or Print) WILLTAM JEREMIAH LOREN oAk May 1,
5, SEX 0 6. COLOR OR RACE | 7. MARRIED, g*levgscngsnmm. 8. DATE OF BIRTH 5. AGE da yesn] T ooe | Dr:mu 7 o u .
, (Epedily ' v oo vurs . ;
Male White HAdGved 3¢| Sept. 30, 186k gL f |

10a. USUAL OCCUPATION (Give kind of work

getired Herehame 1=

10b. KIND OF BUSINESS OR IN-
DUSTRY

11, BIRTHPLACE (Stats or forelen souatry)

Clark County, Missouri &

12, CITIZEN OF WHAT
UNTRY?

{Yes, B0, of unknown) | (If yes, wive war or detes of sorvice)

ate
13a. FATHER'S NAME 13b. ugmen's MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Peter D, Loren | Elizabeth Perry Ida Loren
i5. WAS DECEASED EVER IN U.S, ARMED FORCES? | 16. SOCIAL SECURITY 1. INFORMANT S SIGNATURE OR NAME ADDRESS

tAe mode of difing, such
o4 beart fallure, asthenia,
etc. It meana the dis-
care, infury, or complica-

Morbid conditions, {if any, giving
rise to the above cause (o) slating
the underlying couvae last,

- ‘"LM»/ [
DUE TO (¢} .

No None Mrs, F. E. Powell, Hallsville, Missouri.
18. CAUSE OF DEATH MEDICAL CERpIFICAT INTERVAL BETYEES
| Enteronly onecauseper | |- DISEASE OR CONDITION _ VL
Haetos (o), (o, end (&) | P'RECTLY LEADING TO DEATH® o) AU I & 7 >
«This docs mot mean | ANTECEDENT CAUSES W W K
DUE TO ()

1f. OTHER SIGNIFICANT_CONDITIONS

Conditions eontributing to the death but not
rdaud to the disease or condition causing dedh

tions which caused death.

33 A

19a. DATE OF OP‘FI%A 19b. MAJOR FINDINGS OPERATIO

VA

et

T 20. AUTOPSY?

,.sz/

CEOF INJURY {v.x..ln or about

21¢. (CITY, TOWN, OR TOWNSHIP)

21a. ACCIDENT (Bpecify) 21b . {COUNTY)
SUICIDE hondd, farm, Tactory, sirest, offioe bldg. a0
HOMICIDE N
21d. TIME (Montd) (Day) (Year) (Hour) 21e. INJURY OCCURRED | 2tf, ROW DID INJURY OCCUR? ’ )
- . WHILE AT NOT WHILE -
INJURY WORK AT WDRK

hat I last saio the deceased
dale stated above.

QM/ i @ (Degee or title)
5‘

2. [ hereby cer! yHJ I auended the decéased from M, 19!;(2 lo Iﬂ?_f__—
alive on ,.and that death occurred at ,9_6_ m., from thelcauses pnd on tHe
W

2Z3. DATE SIGNED

ol |55 <%q

23b. R!

DATE

M L, 1949

24c, NAME OF CEMETERY OR CREMATORY
Salt River Cemetery

24d. LOCATION (dity, town, or county) - (5tate)/

Audrain County, Mo,

DATE REC'D BY LOCAL

REGISTRAR'S SIGNATURE é /

Mﬁa__g&mg.zz_,_

25 FUMERAL DIRECTOR'S Mjﬂuag TADORE$S

@W!/u Ftereralk.

ey & 1654

Embaltmer’s Statermnent on Reverse. Side)

’ b’o'
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STATEMENT BY LICENSED EMBALMER
N i
I hereby certify that the body whose name is recarded on the reverse side of this certificate was embalmed by me, or by .

A Y .
CACTRT.. , ¥ -Student Bavalaer No.

W orkmg g der my personal supervision.

NN
SEUAENT wveisossnsamssscannnstanaasnnsrnsss Signed...........LZ_d_o-.._ZA_‘@A.‘Lfm....___.__.,.....___..,...,_..

Student Enbalrnr -,
-4.3'- Vooeouay N L:censed Embalmer No... =/ £ 3 ;/

A vy vr-\-'. :
Address A—&m‘é(,‘/ ........ 2

Note: The sbove MUST BE SIGNED BY THE LICENSED EM%LMER in l:u OWN, HANDWRI’I']NG (Fa:lure to comply wath
the above constitutes grounds for revocation of l:cense.)

o

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




