THE DIVISION OF HEALTH OF MISSOURI

Mg . 300 .
FILED MAY 13 1949  STANDARD CERTIFICATE OF DEATH swce Fie vo.. F R L2
_ | imTH wo. REG. DIST. NO. _\__’_/_ priMary REc. 01sT. w0. _BOUQAD. Registrar's No.. |36 ‘
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deconssd lived. If Logtitution: reside befors
' a. COUNTY Adair a. STATE msso“ri b, COUNTY Macon A 3 ’-iﬂnl-
, b. CATY (I outeids corporate Umits, write RURAL and give . . AI;IENEI' H OF c. ng (It outalde corporate limite, write RURAL asJd give townahip) a
-m ) ( )
5 Town Kirksville L7 RY, oW Ethel “
FHOLEPNTAMEOOF (If not in hoapital or institution, givu sirect Addrul or location) d.AsDT[;‘REEE'irS (It rural, givs location)
INSTITUTION Grim=Smith Memorial Hospital . /
3DNEAC'EES%FD a. (First) b. (Mliddle) c. (Last) 4. DSFE (Month) (Day) (Year)
{ Type or Print) Gus Cerl Larson DEATH May 10 194%
5. SEX 6. COLOR OR RACE [ 7. MARRIEB lgj:vgn Eékﬁ% 8. DATE OF BIRTH 9. AGE (Inr-’.n 7 woen » YR | & Oogn u RES.
. (8, 3 g Hours | Min
Male W¥hite rrie Mar. 5, 1881 . "84 5 5 |
10a. USUAL OCCUPATION (Giwekind of work | 10b, KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Btste orlord.n oountry) 12, CITIZEN OF WHAT
%ﬁl ost of working lifs, svan if retired) DUSTRY O ' COUNTRY?
roing Farm Migsouri USA
13a. FATHER'S WAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
L. F. Larson , Hannah Swanson : Mrs Gus larson
i5. WAS DECEASED EVER-IN U,5:ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S S ATURE OR NAME ADDRESS
(Yes, no. or unknown} |. (Il yeu, givé war or dates of service) NO. . )
. R . ., ] . 4
g 18."CAUSE OF DEATH oL MEDICAL CERTIFICATION INTERVAL BETWEEN
| Enter only ciessuseper. | |- DISEASE OR CONDITION _ : ' ONSET AND DEATH
- .“na for (s), (b; aid © ‘_DIREC':TL_‘( LEADINGTO DEATH () -

k-

$This does gt ican |+ ANTECEDENT CAUSES

the niiode of dying, such gorbidtumdb“iﬁm i ?m; gmg DUE TO (b)
ar hegrd fallure, asthenda, ¢ Lo the above cause (a) stat . - f Y Ona —
‘de. It means the dia- | b6 underlying cause last. o o c X
ease, Infury, or complica- | _ _ DUE TO (c.) . i . - 58,;‘
tion twhieh cased death, | 1. OTHER SIGNIFICANT CONDITIONS 5 ' :

354
i

r
-

WRITE PLAINLY—USING UNFAD.IlNG B_I;A.C.I‘{ INK—MAKE A PERMANENT RECORD

- Conditions contributi tamd thbut gt~ — : ’
related to the diseate or condition causing death. /J,a/va,(/m 4’//3 /ﬁ 4
OF OP_FI%?‘ 19b. MAJO| FINDINGS OF OPERATION - . 20. AUTOPSY?
"13)4g Ly B o T lii? D) ]
2la, ACCIDENT {Bpecify) 21b. PLACEOFINJURY te.x.. inorabont | 21¢. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
home, farm, fastory, sireat, offios bldg., o1e.) - .
HDM]CIDE
214. TIME (Month) (Dey) (Year) (Hous) 2le. INJURY OCCURRFD 2)f. HOW DID INJURY OCCUR?
aF WHILEAT (] NOT WHILE .
INJURY & AT WORK ,
22. I hereby certify that I atlended the deceased from __.‘L 1949 10 _'ZIO— 19ﬁ that I last saw the deceased
alive on , 19. , and that death occurred al Q_-J.ﬂ.ﬂ-m from the causes and on thé date stated above.
23, SIGNATURE - ' (Degros of titlpy, | 23b. ADDRESS ) Z3c. DATE SIGNED
L > . sy ‘ﬁ . ) -
- O B S | 4 b7
24a. BYRT c»';“A.Lcne‘_m\- 24b. DATE Z4c. NAME OF CEMETERY, GF CREMATORY | 24d. TION {Dity, tows, or connty) (Bl
77 gl 4 /A S %'f-o/ . , Mf -
DATE RECD BY LOCAL |/ﬁ£msmins SIGNATURE ! 2. FURPRAL DIRECTOR' 8 S1GNATURE 1
Y ]




'RECEIVED |
“District Health Offioer No. 18
wber oo L

District File N
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, or by — oo}

Student Embalmer No.

the above constitutes grounds for revocation of license.)

Signed......... E A A Licensed Embalmer No oo 7
uden m . L )
P. o_ Addr'“ M%
Note: The zbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failufe to comply wit

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




