THE DIVISION OF HEALTH OF MISSOURI

i, Mo, 300 3
vo-200 l FLED AUG 12 1943  STANDARD CERTIFICATE OF DEATH Stete F,g:,,, . .
/ ! BIRTH NO.____ REG. DIST. NO, _\__. PRIMARY REG. DIST. m.'_a,Q_Q_Q_. Registrar’s No
1. PLACE. OF DEATH ) 2. USUAL RESIDENCE (Where d d lived., If fnati 3d
2. COUNTY  pdpir. . SE  Miggourt b CONYSY111vansise:
b. CITY (If cutside corpurate limite, write RURAL and give ¢. LENGTH OF || c. CITY (If cutside carporate Limity, write RURAL acd ghve townabip) / 0 5
. . township) | STAY. h\ﬁplln) OR .
TOWN Kirksville 1 TOWN  Green City
v g d. FULL NAME OF (If not in houpital or institation, give street address or losation) d. STREET (If raral, gve location) 6
=] HOSPITAL OR ADDRESS
3 sTiTuTion  Stickler Hospital () f
) E 3. NAME OF a. (First) ) b. (Middle} o (Last) 4. DATE (Month)  (Day) (Year)
H f’]‘rpeorPrlﬂt} John Hayden Chapman DEATH  Aug 5, 1949
" g O 6, COLOR OR RACE { 7. w&RIED EIEJCE)R ESRR] 8. DATE OF BIRTH- T - 9. AGE (lnn)-n l: LR | TEAR ; DWGER 34
1= Mia
voE Male White " RAT a“j“ Nov 28, 1878 | “Y&“" ["B™| B |™|
a 'IOI USUAL OCCUPATION (Glnkindohrork 10b. KIND OF BUSINES OR IN- 11. BIRTHPLACE (Biata or forslsn oountiy) 12. CITIZEN OF WHAT
newt of working "thvﬂndt DUSTRY - O [as] YT
A NBUrance Agen Ingurance . Missouri
< 13a. FATHER'S NAME ‘135. MOTHER"S MAIDEN NAME 14. MAME OF HUSBAND OR WIFE
g [-Thomas Jefferson Chapnan Mary Shevrherd | Nettie Chapman
) 15. WAS DECEASED EVER !N U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATHRE OR NAME ADDRESS
(Yes.n0, 0r unknowa) | {1f yes, eive war or dates o{u_t_ﬂf.) a% by N -
L S0 | e e | 495-30-2999 T2
| 18. CAUSE OF DEATH MEDICAL CERTIFICATION g;ssnmil.m TW
= . Enter anly onecsussper | . " DISEASE OR CONDITION . TH
& | upetor (a), (t), and (e} ..D'RECT LY LEADING TO DEATH" () wgiam_mm_ A day
= = ) k
% |l 752 does vat mean | ANTECEDENT CAUSES surgical nec
O || tae mode of dping, such | Adortid conditions, if any, gising DUE TO (b) _.Qérdl_ac_dvsconnensatlon _ 6 months )
j o heart faflure, asthenia, rise to the above cause (o) stating . N
B | e It meons the g | e underlying couae last. :
case, infurp, or compli , DUE TO () . Nephr:.tls . chronlc 10 years
g tion which coused death. | 11. OTHER SIGNIFICANT CONDITIONS R A
= Conditions eontributing to the desth but not : g %ﬂ?’ [/
g reloted to the di: of g death .
I=y 19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
> TION
= e . . ) YES D NO D .
) 2ia. ACCIDENT (Bpecily) 21b, PLACEOF INJURY (ex. lnorabomt | 2lc. (CITY. TOWN, OR TOWNSHIF (COUNTY) . (STATE)
SUICIDE home, farm, fastory, strest, offics bldg., s50.} . . -
z HOMICIDE A ~cident Home - Green City, Sullivan Mo,
g 21d. TIME (Month) (Day) (Tewr) (Hoar) 21s. INJURY OCCURRED | 214, HOW DID INJURY OCCUR? / O ‘5
b[' WURY  8.h-)y9 Vaork | "AT WoRK Fell
E 2. I hereby certify that I atlended the deceased from May 19115 1o “Aug. 5, 19 19, that I last sow the deceased
o} olive on _Ang, 5 L1919 | and that death occurred at S_J_QQ_A , from the causzes and on the dale stated above.
ﬁ 2. suem Miﬂ» 23b. ADDRESS Z3. DATE SIGNED
v - - Kirksville, Migsouri - 5-h9
E 2Ua. BURIAL . CREMA] 24, DATE " NAME OF CEMETERY OR CREMATORY _ | 24d. Zrzou (Olty; town,or connty) (Btata)
(Bpweify) -
§ \HBuz. 2 /777 M,Z [7£7 ///" el . A
DATE REC'D BY LocAL frsum.ma -/ %ﬁu W 5/ boRESS
LG, g5 Y \ﬁcfﬁlba w}vjﬂ » £

s S on Reverse Side)”




<

N RECEIVED AUs 1018
' ,,,g’ District Health Officer N

3 f@ : District File Number __ég_.. L2
Oste Filed ___AUG.1 0 f349_

STATEMENT BY LICENSED EMBALMER

s J-...‘.a-'_ - [ . -

I hereby certify that the body whose name is rccorded on the reverse side of this certificate was cmbalmcd by‘,mc. or by.._... ................ "

_____________________________ . Student Embalmer No. ._

‘ Signed..M.‘x._.-..M 2‘/ 4&.

Student Embaimer * Licenzed Embalmer No Cfc’/" 3/7
u

P. O. Address_ =7 N _’g_

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.)

If this body is not embalmed, fact should be 20 stated above,

’



