. No.300

. 10.48

=L
-
)

\

USING UNFADING BLACK INKE—MAEKE A PERMANENT RECO_RD\r\

-

WRITE PLAINLY-

i

THE DIVISION OF HEALTH OF MISSOURI

ALED JUL 1 1949

STANDARD CERTIFICATE OF DEATH

State Filc No. ..1.9999

BLRTH NO. REG. DIST. NO. _1_5__5_,_,___ PRIMARY REG. DIST. NO. 3_'21 Registrar's No...............!.!..u............-...
1. PLACE OF DEATH 2 USUAL RESIDENCE (Whers d d llved. If inetitution: resic befora
a. COUNTY a, STATE . b. COUNTY addinbutan).
Jagper: Missoury ' “~Jasper 7
b. CITY (¥ outride corpurate timits, write RURAL and ghve ¢. LENGTH OF ¢. CITY (If ousida corporats limita, write RURAL and give towaship) (f
OR townahip)] STAY (in thie place) 2
TOWN Webb City Oyr Town Ylebb City, a .
d. FH(’)'SLP?‘P;:_E OF (If oot 1o hoapitat o Eowtivation. gve streot sddres or looation} d.ASDrgggs {1 rural, give location) —
INSTITUTION Jane Chi a7 223 West lst. St /f
SDNEACNéESOEFD g. (First) b. {(Middle} c. (Last) 4, DATE (Mmlh) (Day) (Year)
(Typeor Print) TT MARTHA' SETISTR _ GRAHAM oAmJune: 265, 1949
5. SEX 6. COLOR OR RACE | 7. MARRIED. NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (In years| o uaoeR I vEm | o owoen o oems.
\ WIDOWED, DIVORCED (Bn-ul!y) ‘ . last birthday) Monl.h-l Houra | Min.
Female\ | vhite Widowed Jan. 16, 1869 (80 gl |
108, USUAL OCCUPATION (Giwe kind of work 10b. KIND OF BUSINESS QR IN- | 11. BIHI'HPLACI!'(Buu or foreign country} 12. CITIZEN OF WHAT
done during mast of working life, even if retired) DUSTRY ; COUNTRY?
_at home at _home i ssourt ( UsSede
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Jessie Cherry _Golden | _
IS5, WAS DECEASED EVER IN U.S.ARMED FORCB1 16. SOCIAL SECURITY | 17. INFORMANT S SIGNATURE OR NAME ADDRESS
(Yea. no, ot unknown} | (1f yes, aive war or dates of servies) [ RO, .
No- FarT Oreham Webh City, Misgoupi |

. Enter only Goecaitse per

.|| a» beart faflure, asthenia,

18, CAUSE OF DEATH
1. DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH® ¢y

MED CERTIFICATION

INTERVAL

Rye =

line tor {a), (b), aand (c)

*This does nol mean ANTECEDENT CAUSES

the mode of dying, such

T

! v

Morbid conditions, if any, giving DUE TO ()
rize to the above cause {a) stating . )

dc. [t means the dis- ths underlying cause last. -

DUE 10O (o)
It, OTHER SIGNIFICANT CONDITIONS- i

Conditions contributing to the death but nol
related Lo the dizegse or condition cauting death.

eare, injury, or complica-
tion which caused death.

53X

19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION - 1 20. AUTOPSY?
TION
: ves [ 1 wo X
21a. ACCIDENT (Bpacity) 215, PLACE OF INJURY {ea.. Inorabous | 21, {CITY. TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE boms, tarm, fastory, strest, office bldg..ee.) - R *
HOMICIDE -
214. TIME (Hmh) (Pay)  (Feur)- (Hour) 2ie. INJURY OCCURRED | 21. HOW DID INJURY OCCUR?
. . WHILEAT ] NOT WHILE|
INJURY WORK AT WORK , :
2 I hereby cert y tha: I atlendedt eceased from _LO_i IQ‘Q fo €2 AN GRS , 1927 that I last saw the deceased
alive on . 7 and that death occurred at m Jrom the causes ,qnd on the dale stated above,

m.smuxruz? M %’? { /(BWE

242, BURIAL, CREMA- | 24b. DATE 4c NAME OF CEMETERY OR cnsmxroav 24d. LOCAI'IGN (City, town, of county) 7 (5tatl)
TION. REMOVAL (Spwdity)
Tial’ 6=2Ted CartG’I‘V“ 11 P CP'mP'f'nTwr Cartearyl 'l la Missouri.
DATE RECD BY LOCAL | REGIST w&s_ OR 8.8 ¥ ADORESS
JWNe 253 KJQ}‘ % ﬁ el F oy ¢ -"""W- ebb_City, Ma.

{Licensed Embalmer’s Suwncnt on Reverse Side)




RECEIVED 6-27-49
Jasper County Health Office

County File Number-.[tg_".é"._égl__--_--
Date Filed 6-39-49 -

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, of bymcecerreeeceens

—_— Student Embalwer No.

working under my personal supervision.

StUdOnt eocisscrsrrerarrrsonsstassirnss vaes Si w

Student E-balur

Licensed Embalmer, Noj.~

P. O. Address = NP /. f

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING.
the above constitutes grounds for revocation of lLicense.)

If ¢his body is not embalmed, fact should be so stated above. .- : L= -




