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HILED MAY 3

BIRTH RO,

1, PLACE OF DEATH

THE DIVISION OF HEALTH OF MISSOURI

1949 STANDARD CERTIFICATE OF DEATH

12184

Stote File No......lvumiiiminiista

aee. oist. wo. [ D I PRIMARY REG. DIST. m.M Registrar's Ned O

2. USUAL RESIDENCE {Wbers dacessed lived. If ingtituticn: residenos befors

e
QO J

—

a. COUNTY Hem.y ) a. STATE Mi SS o-‘lri b. COUNTY Johns o .‘;gl‘i;,
b. CITY (H cuteide corporate limite, write RURAL and give c. LENGTH OF || c. CITY (I oureds oorporate limits, writs RURAL and give townehip) Lo
. townabip)| STAY (in claes) ‘ o
oW Big Greek TWD. AL LT 9% Rosehill Twp,, 5
d. FULL NAME OF 1f aot ia hoapital or institution. give street addrem or tosation) d. STREET {1f rural, give location) . gl
HOSPITAL ADDRESS
INSTITUTION. Rural Blairstown /
3':’)‘1—:%%%5%’; a. (First) : b, (Mladle) [ (yaxt) 4. DSE‘-E (Month) (Dsy} (Yean
( Twpe or Prinit) Ben&?min, Franklin Wall DEATH April 26, 1949
5. SEX 6. COLOR RACE | 7. MARRIED, NEVER MARRIED, . | 8. DATE OF BIRTH 9, AGE (o years| I tioen o ruu ” (noeR 4 R,
69 WIDOWED, DIVORCED (Bpecity . Last birthday) Monun, Hours | Min.
Male white ar Apri1 13 18861 83 3 |
10a. USUAL OCCUPATION (Qivekindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Btate or Lorelgn couniry) 12. CITIZEN OF WHAT
dooe during most of working Lite, even if nur-rn W f DUSTRY COUNTRY?
Farmar : P Johngon Co., Mo, ¥ T.S. A,
13a. FATHER"S NAME 13b, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Adrin Wwall Miltidas C. Hupt | Hall
I15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY { 17. INFORMANT' 5 SIGNATURE OR NAME ADDRESS
{Yeu, 0o, or unknown) | (If yew, xive war or dates of servica) NO.
No .4 X Mra, Martha Wail 1, Blgirgtouwn
18. CAUSE OF DEATH . MEDI CERTIFICATION INTERVAL BEIWE
e X T L it
line for (a), (b), and (2) @ — =

*This doezs not mean
the mode of dying, such
as heart faflure, axthenia,
. It meana the dis-
case, injury, or complica-

- (1

ANTECEDENT CAUSES oo . )
Morbid conditiens, if any, pleing DUE TO (b} 2 S

rise to the qbove cause (a) ating B . .-
the underlying couse lost,
DUE TO (c)

Ga® Y | _

tion which coused death,

1. OTHER SIGNIFICANT CONDITIONS

Cinditions contributing to the death bul not —
related to the disease or condition causing death.

ANkE

20. AUTOPSY?

WRITE PLAINLY-—USING UNFADING BLACK INK--MAKE A PERMANENT RECORD

(Licensed Embalmer's Staternent ’ de )

19a. DATE OF OP_ll;:IEgN 19b: MAJOR FINDINGS OF OPERATION
| L | ves (1 5 K
21a. ACCIDENT (Bpeclfz) 21b. PLACE OF INJURY {ag..loorabout | 21c. {CITY, TOWN, OR TOWNSHIP) (COUNTY) | [(STATE)
SUICIDE Home, lerm, lagtory, strest, officos bidg., ave.} ? r -
HOMICIDE ﬂ—wc"‘}r - L Neaang  Iyid
214. ngt—: (Mopth) (Day) (Year} ﬂ,g’b 21s. INJURY OCCURR 211. HOW DID JNJURY OCCUR? P
; " — -— oT .
INJURY 1e-J7 0 Wﬁg’:&'{{j "n::nr;'(!, ¢ _&_ ; M Oz }frél( M
2. I hereby mégfy that I ailended the ------ d from , 19 , lo , 18 , that I lasi saw the deceased
alive on , 19 and that death occurred at _________ m., from the causes tmd on the date stated above.
Zia. SIGNATURE 3 {Degree or title) | 23b. ADDR 5, 2%. DATE SIGN
D, DL Eorieg 2 4’-1?~/
Tldﬂa ggul OA VLA'LC A- | 24b. DATE 24z, NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Oity, town, or county) -  (State
! (Speetty} . ‘s
4/29/49 Wall Cefe, . Near Blalrstown, Mo,
'—%&'&&M D BY ". REGYSTRAR'S SIGNATURE Y X Ok DIRECTOR" 81 CHATURE \ . pONE
4-2¢, 4? 9] . __._________'.s-.--_dh___“ ”oz_.__. 5



ks

RECEIVED
Di&‘fl'.!{',.[ Pyl
Dlstri, > Offiosr No,

. . . i fbt ", 3 '-‘ nbor
. B -—f-.lz
Date Filed - s

_________ Enml 7

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, ot by e

Student Eabalmer Ro,

working under my personal supervision. )

Signed

S51gNed ceeenacrnncrutassosssssansnccnnscscsarcsns Licensed Emmbalmer No....."..
Student Embaluer

P. O. Address.

Note: The shove MUST BE SIGNED BY THE LICENSELR} EMBALMER in his OWN HANDWRITING. (Fadure to comply wit
the above constitutes grounds for revocation of license.)

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




