THE DIVISION OF HEALTH OF MISSOURI

. No.300 i
o3 FILED MAY 11 1843 STANDARD CERTIFICATE OF DEATH State Fite Nowr ol flizof
ey - 14505
(’/‘} BIRTH NO. REG. DIST. HO.B_EL_ PRIMARY REG. D1ST. NO. / Registyar's No.
% T PLAGE OF DEATH 2 USUAL RESIDENCE (Where decsased lived. If lostitatlon: residence before
. COUNTY a. STATE b. COUNTY admimionl.
. Shelby county Missourl Shelby /o o4
b. %1’;‘1’ (It outeids corpurate limits, write RURAL and give g_r LENGTH £F. ¢. Cg’g {If outaide porporats limits, write RURAL and give towpshin) v
township} {| ') -
a TOWN Hunnewell / ) 57 &rs. - TOWN Hunnewell, Mo, J
[+ d. FH&SLPE"FAT.EO%F {If not in hoapital or inatftution. kive streot addres or location} GA%TDRFE% (11 rurs!, gve locstion) ' O
8 INSTITUTION . None None
E 31;&?:%55%':3 a, (First) ’ b. (Middle) ¢. {Last) 4. Dé}.E (Month) (Day) (Year)
= (Type or Print) Cora Bell Easdale i DEATH  4.1=1949.
F',’g 5. SEX 6. COLOR OR RACE_| 7. vr.}IARa“trE% NEVER 'E'BR:’;ES: , 8. DATE OF BIRTH 5. AGE da vl v oo | Dnm., £ e .
$ 4 £
= Female| White arried J a-26-1872 | %8 I'TT1 "B 1™
§ 10a. USUAL OCCUPATION (Giwekind ot work | 10b. KIND OF BUSINESS on iN- | 11. BIRTHPLACE (8tate or foreizn sountry) 12_CITIZEN OF WHAT
[+ 4 don.dmmmd-ot Lif, mn!lr'tlr-d) ' DUSTRY i COUNTRY?
g © Same Marion Co. Man. '
< 13a. FATHER'S NAME 13b. HQTHER S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
% John F, Kincade _~ "Mary Ran
® 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL' SECURITY | 17. INFORMANT' 5 SI1GNATLURE OR NAME ADDRESS
< (Yes,no0.gruoknown) | (If yes, xive was pr dates of sarvice) NO
=

R - X Andrew Fasdale, Hunnewell M%
18. CAUSE-OF DEATH ’ MEDICAL CERTIFICATION l0 .‘A‘L m
‘ catlmn] 1. DISEASE on ooNnmon . . . . £ NSET
- ter only ODOCRUSSOET |- o P ETLY LEADING TO DEATHS (g \.LJ‘L« S ﬂ VB iy O /«—-A-Lf‘; £f. ,29..1,_/

} ILqe'for (a)_, (_bl. and (c)

*This does not mean “ANTECEDENT CAUSES ‘( 7 z E%fx g M""" A v

the mode of dying, auch | Morbid conditions, if ang, gicing DUE TO (b)

.
'

"

- ar heart fofluse, axthenia,>| rise to the above cause (o) stating
de. It means the dis. | the underlying canae last, ol b_v_w i N
case, infury, or complica- DUE TO (c) | l ’W\—c—o./

tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS ﬁ__,.__ DI ._f—u-:%;._.‘_.
’ Oonditions contributing to the death but not e g M-—L?a—-w [ 9.4){
related to the disease or condition cansing death Ll Vaa st j rA

Ea DATS c;; OPERA- {19b. MAJOR FINDINGS OF OPERATIQ) W e e, ’ 2. AUTOPSY?
-1 - g .
9= WW_.W = EaF s ey i BT Y 7

Z21a. ACCIDENT (Bpwcity) 21b. PLACEOF INJURY (es..bnorabost | 21¢, (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE “home, farm, [astory, strest, ofSios bldg.,ete)
HOMICIDE
21d. TIME (Mcnth) (Day) (Year) (Hour) 2le. INJURY OCCURRED | 2f. KOW DID IRJURY OCCUR?
- | wHiLEAT[—] NOTWHILE
INJURY = | woRK AT WORK (19 ¥g) .
2. I hereby certify that I attended the deceased fromz_%_&(____ JQ_Z lo M’__ 1929 that T laat saw the deceased
alive on 2/ , 19 v 7 and that death oceurred at & P m., from the causes and on the date stated above.

Z3¢. DATE SIGNED

”‘S'G"“/“WVAM I " e 0 M |55 57

a. BURIAL. CREMA- | 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Olty, town, or county) . (Btate)

m"]ézmo{&f”” 431949 o-F Hunnewell, Mn

DATE REC'D BY L%('éAGL REGISTRAR'S SIGNATYRE 4, 7 zzsﬁ{tfiTL DIMECTOR' $ &1 GMATURE® " RDDRE 48
Dnad F-¢ ¢ Q i! %j A : ' on & Barkelew, Shelbina, Mo.

WRITE PLAINLY—USING UNFADING BLACK INK

Pl - (Ticensed Embalmet’s Stl(zmtut on Reverse Side)




HEE ¥

\ : >

o o - RECEIVED
District Health Offlcer No
District File Number.=3 £7 -

Duie paed . MY 1 0 0

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this ccr_tiﬁcate was embalmed by me, or by — .o

Student Embaimer Mo.

working under my personal supervision.

Student .oicerenssnusroavetsnsratsroassanna
Student Enbalnor

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his QWN HANDWRITING. (F:ulure to comply wit}
the above constitutes grounds for revocation of license.)

If this body is not emb‘almed, fact should be so stated above. S- -




