. No. 300
. 10.48

<< 8T

THE DIVISION OF HEALTH OF MISSOUR!
l FILEB-JUN 28 1943 sTANDARD CERTIFICATE OF DEATH State File m...........ig,sgg

{BIRTH %0. REG. DIST. NO. 15 PRIMARY REG. DIST. KO. _5—.071 Regisirar's No
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deccassd lived, If ilostisution: residence befors
a. COUNTY a. STATE b. COUNTY adiotsalon?,
BARTON MISSOURT BARTON ¥
b, CITY (I ogtaide corpurate Umits, writs RURAL and give c. LENGTH OF c. CITY (1t ourside sorporate limits, write RURAL and dive townahip) e
OR township}| STAY (in this plate) OR " O
TOWN RURAL NASHVILLE TWSP / 70 TOWN RURAL MA-SHVILLE TWSP ot
d. FULL NAME OF (1 not ta borpial or fmattation. e 7;,.,‘ direm orlomtion) || d. STREET  af runl.'cve loatlons . -
INSTITUTION AT HOME €L NN v
. N -
3 NAME OF a. (First) b. (Middle) ¢. {Last) . | 4 OATE  (Moatt) (Dep) (Yemw
(Type ot Print) IDA ANN PIERCE DEATH JUNE 14 1949
5. SEX 6. COLOR OR RACE | 7. xl.ARRIED. NEVERchéSRRIED' 8. DATE OF BIRTH 9.:.?5;‘? years| o UNDER 1 YEAR | r UNOER u mus.
(Bpaciiy) day) |Montha| Dy H Mia,
FEMALE [ | WHITE CRCRAARD) “* | NOVEMBER 5,1865| g3 | o e
10a. USUAL OC(:'.'UPATION {Ghekind of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Stata or forelgn sountry) 12, C]TIZENOFWHAT
domduﬂnﬁmmcl working Life, sven If retired) DUSTRY UNTR
HOUBEWIFE POINT PLEASANT, W, VIRGIN DA,
13a. FATHER'S NAME 13b. 'MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
W.Y, STAATS MATTIE STAATS | FRANK A, PIERCE
15, WAS DECEASED EVER IN U.5 ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
{Yes, o, ot tknown) | (If yes, Klve war or dates of servios) NO.
NO e »s FRANK A. PIERCE
18, CAUSE OF DEATH ’ MEDICAL CERTIFICATION INTERVAL BETWEEN
| Enter anly onecousper | | DISEASE OR CONDITION _ W ONSET AND DEATH
line fer (a), (b), and () DIRECTLY LEADING TO DEATH () t JWM
*This does not mean ANTECEDENT CAUSES ('-
the mode of dying, such | Morbid conditions, if any, giving DUE TO (b)
as heart follure, asthenia, | riee to.the above cauae (a) stating. . Lo - .- s 7 . N -t -
dc. It means the dis- the underlying cause last.
ease, infury, of complica- _ BUE TO {c)
tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS
Conditions contributing to the death but not ¢ ;1 /] (
related to the disease or condition cousing death.
‘19a. DATE OF bP_lE_lF:(!}Ari 1955, MAJOR FINDINGS OF OPERATION o : - 20. AUTOPSY?
Q. . _ - D NN ves [ wo [
21a. ACCIDENT {Specity) 21b. PLACE OF INJURY te.x.. lnorabout | 21c. (CITY, TOWN, OR TOWNSHIP (COUNTY) (STATE)
SUICIDE boms, fare, factory, strest, ofbos bidyg..ete.) . .
HOMICIDE o o A 0
21d. TlPéE (Meoath) (Day) (Year) {(Hour) 2le. INJURY OCCURRED | 211. HOW DID INJURY OCCUR?
WHILE AT NOT WHILE
TNJURY © WORK AT WORK

2.7 hérrcby certify that T attended the deceased Jrom 1‘8&9 _KLL that I last saw the deceased
;i — 0 *.,

alive on 19_0_ ond tha! death occurfed at = ¥~ =~ Jrom the causes and on the date stated above.

23a. SIGNATl@ (Degmeor titla) 23b. ADDRESS 23:. DATE SIGNED
{ & : ) pasl 0l 6-16-49
24a. BURIAL, CREMA- | 24b. DATE 24¢, NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Clty, tdﬁ or county) - (Btate}
TION, REMDVAL (Bpecily)
AL 6-16-49 TAKE CEMETERY LAMAR, MISSOURI

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

25. FUNERAL DIRECTOR'S $1GMATURE ADDRESS

DATE |£:AL REGISTRAR'S SIGNATURE /
Rfcg s 7%% 7@25 KOHANTZ, FUNERAL HOME , LAMAR, MO.
(licensed Embalmer's}Statement on Reverse §5i n'm&i?

)



"‘{-?qu’.
- ' Offfcg,
lfoo 2 '&)-‘éqq ?- No. 8'.
----- 2 Il
—— 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, or by i

Walter :‘I. Konantz Student Embalasr No. 21

sk wm

45681

W orkmg tunder my personal supervision.

won el | [orse

Studeni/Embalimer

o Licenzed Embalmer No

P. O. Address Lamar, Missouri

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

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

T+



