Mo, 300

10.48

/3

o

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

DIVISION OF HEALTH OF MISSOUKS
ST ANDARD CERTIFICATE OF DEATH

ALED JUN 27 1343

22403

State File N’a H——

TR TP ——

aiaTH uo.3 ?é‘; / 7*““ 4%:5. oisv. w0. 378/ _ eriuasy res. oisy. mMLs. Registrar's No. o d &,

1. PLACE OF DEATH

2. USUAL BES|DENCE (Where decessed lived. If instityiion: residence befors

a. COUNTY a. STA b. COUNTY siliaigslon).
orth - _ "Moo . Wortk ;73
b. CITY (I outclds corpotate Imita, wtita RURAL ard give | ¢. LENGTH OF . ClTY (11 ol sorporate limits, write RURAL and eive towrahio ’
OR s ayrapiz)| STAY fin thia piace) g
Town Rorsl=Fletchell Towuaﬂf' TOWN mral—notchau' 'Dwnahip —
. FULL NAME OF (if oot in hospital or izstivution, give strect addross of losation) d. STREET TS . give loeatlot) d
HOSPITAL OR ADDRESS
INSTITUTION- . ) 0
3. NAME OF B. {First b. {(Middle; c. (Last)
DECEASED (First) ) - { ! 4 DS}’E, (Month}  (Day)  (Year)
{ Twpe or Print) . Jnfent Maxwell peAatTH. .- .6 . 10 1949
5, SEX / 6. CO]:OR\'OR RACE | 7. \"‘}IAD%QAIIEID’ EWEECIEBRRIED. 8, DATE OF BIRTH . 9.:.(‘5E In ":”_Il: :::a ID;“: o OLX B HYS.
} ED (Bpagity) ™ birthday) |Mo | Min
fexale white J 16 10 .1§.49,_ e e i N Tg' l .

10a. USUAL OCCUPATION (Givekind of wotk
retired)

10b. KIND OF BUSINESS OR IN-
dooa during most of working kife, evan if . DUSTRY

11. BIRTHPLACE (gute nrla;-dn ..,.;;.;,; 5N

Grant Git;,ﬂo. i e

12, CITIZEN OF WHAT
" COUNTRY?

|

13a. FATHER'S MAME 13b. MOTHER"S MAIDEN NAME - 14 NAME OF HUSBAND OR WIFE
. John Kaxwell | 5aeie Senders Maxwell
1S WAS DECEASED EVER IN U.S5.ARMED FORCES? | 16. SOCIAL SECURITY | 17. TNFORMANT 5 SI1GNATURE OR NAME ADDRESS
(Yes. 00, or unknown) | {If yes. give war or dates of service) 3
A John Ihxwall Grmt city,no.
18. CAUSE OF DPATH o g INTERVAL BETWEEN
1. DISEASE OR CONDITION ONSET AND DEATH

. Enter only onecanse per
line for (8}, (b), and (c)

DIRECTLY LEADING TO DEATH" (5)

*Thia dpes not mean ANTECEDENT CAUSES

DICAL CERT|F|cA!u_'QN %

Morbid conditions, if any, pising DUE TO (b)
rise to the abooe cause (o) stating
the underiping cauae lost.

the mode of dring, such
ox hearl fallure, asthenda,
ete. It means the dis-

eate, fnfury, or complica- DUE TO (e}

I1. OTHER SIGNIFICANT CONDITIONS

" Conditions contributing to the death but not
related to the disease or condition causing death.

tion which caused death.

7°EX

19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION ‘| 20. AUTOPSY?
TION D
. . . ) YES NO
21a. ACCIDENT (Bpecify) 21b. PLACEOF INJURY {e.g..incrabow | 21c. {CITY, TOWN, OR TOWNSHIP), (COUNTY) (STATE) *
SUICIDE home, farm, fastery, strest, offics bldg., eve) - '
HOMICIDE
21d. TIME (Momth) (Day} (Year) (Houn) | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
F WHILE AT NOT WHILE
INJURY WORK AT WORK

22, I hereby

'19y q to?m, 19_‘:{7, Umtrf last zaw the deceased

cirz'éy 'lhat I altended the deceased from lo-tO
alive on -/ 0 , 19 , and tha! death occurred at

m., from the causes and on the date slated above.

2. SI / (D%tt:'z

23b. ADDR| @ DA}; smg;%

24a. BURJAL, CREMA-
Tl {Bpeally

24c. NAME OF CEMETERY OR CREMATORY

Grapt City Cemetery. .

{Btate)

. LOCATION (Oity, town, or county)

Grant . C’.t"w’o
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DATE REC'D BY LOCAL
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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

.......... . " Student Embalmer No. .

-

_ <t Ao _,...C!"m.......bz’/ ‘
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fail to comply wi
the above constitutes grounds for revocation of license.)

If this body is not-embah'ned: fact should be so stated above.



