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WRITE PLAINLY—USING UNFADING BLACK INKE—MAKE A PERMANENT RE

HILED JUN 7 1949

. THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

) ?‘ s:;r. Filg Naisi:"}q“

line for {a), {(b), and {c) DIRECTLY LEADING TO DEATH-(a)

ANTECEDENT CAUSES
Morbld conditions, if any, gim'ng DUE TO (b)

*This does not mean
the mode of dying, such

{AIRTH NO. REG. DiIST. NO. _5_3._ PRIMARY REG. DIST. NO. _M Registrar's No, / 7 g
1. PLACE OF DEATH 2. USUAL RESIDEMNCE (Whers deceased lived. [f institution: residence befors
a. COUNTY : a. STATE b. COUNTY adigision)”
Cape Girardeau Missocuri Cape Gir./é
b. CITY (I outsida corporate limits, write BUHAL and give ¢. LENGTH OF ¢. CITY (I outaide corporate limite, write RURAL and eive township) .
OR CGAPE &R @ jormabin)| STAY | place) OR . g 3
_Tovm_—@ad_?.e Girsrdean 'Y T0 r u ™~
d. FULL NAME (If not in boapital or lnstisution. give ptrect add locatlon) d. STREETY (If rural. give [ocation) S
~— HOSPITAL OR ) ADDRESS
INSTITUTION. Cape Rt # o Cape Rt # 2
SDNEACMEESOE% a.\{(First} b. (Midﬂl?) €. (Laat) 4. DSFE (Month) (Day) (Year)
(Typeor Print) Al bert Allen Pack DEATH-May 29, 1949
5. SEX 6. COLOR CR RACE | 7. MARRIED, NEVER MARRIED., 8. DATE OF BIRTH 9, AGE (In years| IF UNDER 1 TEAR | & OWOER 1 Wny.
D WIDOWED, DIVORCED . (Bpeaify) : laxt birthday} Monlhll Days | Houzw | Min.
_Male/ 1 __White Widewed “J_ | July 10, 1871 77 |
102, USUAL OCCUPATION (Giwekindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (State or forlgn sountry) 12. CITIZEN OF WHAT
done during most of worklog Uile, even If retired) DUSTRY CQOUNTRY?
Nene None St. Clair County, ssoyrl 3.
130, FATHER'S NAME 13b.. MOTHER' S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
George W, Pack Arlene F. Cere ] . e
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17 [ B
(Yeu. 0o, or unknown) | (If yes, eive war or dates of sarvice) NO. ¥ 7 /7 17 .
Ne None / 0L A R~
18. CAUSE OF DEATH MEDICAL CEthFlCAT!ON N 1 8
Enter only onecausspéz | |, DISEASE OR CONDITION - 1/ W ~ONSET AND DEATH

rise (o the above couse (aJ stating
the underlying cause laat,

as heart fallure, asthenia,
ete. It means the dis-

eqse, infurt, or complica- -DUETO {e) -~

11. OTHER SIGNIFICANT CONDITIONS

Conditions contribuling to the death but not
related to the dizense or condition causing death.

tion which caured deaih.

7834

196, MAJOR FINDINGS OF OPERATION

19a. DATE OF OPERA-
TION |

20, AUTOPSY?

.. R .l ves [ wo (3

21a. ACCIDENT 21b. PLACE OF INJURY {e.x.. lnorabout
SUICIDE

(Bpaeity) 21c, (CITY. TOWN, OR TOWNSHIP) . -[(COUNTY) .- - . [(STATE). -
1CI . horoe, larm, factory, strest, office bldg., st0.) v
HOMICIDE " ‘ .
21d. TIME (Mouth) (Day) (Year) (Hour) 21e. INJURY OCCURRED F118 W DID [NJURY QCCUR?
WY R 20, Lo 3 | R
2. ] hereby certify that I attended thé déceased from L 18 to , 189____, that I last saw the deceased

alive on 19

and that death occurred an? « £ m, , from the causes and on the date stated above.

A

a, SIGNATURE

{Degres or title)
C:;}/’J_WM

3

23b ADDRESS. 23¢; DATE SIGNED

b AL, '/Mﬂ‘ﬁq/; LAY 0}7;7/7?

24a. BUR[AL CREMA.
TION. REMOVAL (Boeity)

Bunial

;171‘5 24c. NAME OF CEMETERY OR CREMATORY
v 20,1040 Failymant Cempetery

? fﬁ LOCATION (0}:{ town.or% / (State)
eau, Misseuri

DATE RECD BY LOCAL

S ~3//9%4

REGISTRAR'S SEGNATURE %‘f-
,_——---——'——-----_tt =

?ﬁﬂ. DIIE;TOI 8 S GMATURE ;ADDRESS

(Licensed Embalmer’s Statemnent on Reverse Side}




2 SEWVED
Lrurvien Health Officer Ko, V
Poreviern File Number__(.ﬂ.y_.a- 35

’ T < ) .] ﬁd""‘"“““ﬂnuﬂnr— -\.L..-r’“.n-c?—:_-sx -

STATEMENT BY LICENSED EMBALMER

) | h%;mfy that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by.

W%{LMﬁ ,  Student Embslmer No.

working under personal supervision.

StuUdent vesevcnsnsessssrreaans resannes canens Signed
Student Embalmer

Licensed Embalmer No

T s
P. O. Address

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

Ifthisﬁodyilnotemba!med,fmnhnlddbewmtedabove.




