DIVISION OF HEALTH OUF MISOUUR

. Mo, 300 pee . ]
- ou20 F"-EU U 1949 STANDARD CERTIFICATE OF DEATH s o 2RAYT
4' BIRTH NO. REC. DIST. NO. _ﬁ__ PRIMARY REC. DIST. NO. _&_!_'_i. Kegistrar's No..% 45‘4
1, PLACE OF DEATH 2. USUAL. RESIDENCE (Whate g d lived, If inett T remidenos before
. COUNTY . STATE admbaiont
/1= BATES > AT MISSOURT b COUNTY BATES Ao
/ b. CITY (I outslde corpurate limite, writs m.uul.. and ::M , gT AIVETEE: £F, . c. ng {11 outaids corporats lmits, write RURAL aod give township) )
TSN BOTEERTLL L days |- TN RICH HILL . ?’_
. FULL NAME OF (If not in hoapital or Insiltation. give stract addrese or losation) /d. STREET, (Uf raral, give bocation) ’ j
HOSPITAL OR { ADDRESS (2
WSTTOTON  BIITLERT MIMORTALTHOSPITAY 417 SPRUCE ST. /
33&%%5%% - & (First} b. (Middle) c. {Last) 4 DGTE (Month}  (Day) (Yur)':;
(Typeor Print) WRANCES ELIZIBETH PARSONS -1 DEATRY ULy =~ 31-1949
5, SEX l 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH o | 9 AGE tIoyean| ¥ mom | YU | ¥ WeKR 4 W,
WIDOWED, DIVORCED" (Bedlty) Last birthday) Momh-l Days | Hours | Min.
FEMALE' | WHITE WIDOWED ~ Jem—| MARCH=/=1870 79 7 |
102, USUAL OCCUPATION (Qive kisd ofwork | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Btate or torelyn ecuntry) 12, CITIZEN OF WHAT
done during mowt of working Ufe. even if retired) . DUSTRY / COUNTRY?
housewife ——Dmma—ww DECATUR ILLINOIS UsSA
13a. FATHER'S NAME 13k. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
WILLIAM T .HALL 1 MARY JAMES : \ £
I5. WAS DECEASED EVER IN U.5.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT S SIGNATURE OR NAME ADDRESS
(Yes, Bo, or unknown) | (I yes, ghve war or dates of sarvice) NO.
S ~————— —— MRS.MINNIE PERBKINS**RICH HILL,MO,
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
| Enteronly cneceussper | I. DISEASE OR CONDITION : ‘ ONSET AND DEATH

DIRECTLY LEADING TO DEATH® ()

line for (a), (b}, and {c)

oThis dots mot meon | ANTECEDENT CAUSES
the mode of dying, such | Morbld conditions, if ang, gising DUE TO (B

as beart failure, axthenia, | Tite £5 the above cause (o) slating . . .- . . (f g
ete. It meons the dis- the underiying cauae last. 70
ease, injury, or complica- DUE TO ©) _ = =2
tion which coused death. | 11. OTHER SIGNIFICANT CONDITIONS ~ : - ) [)
Conditions contributing to the death bus not ?j
related to the disease or condition cousing death.
13a. DATE OF OP'FIROAN- 19b. MAJOR FINDINGS OF OPERATION . - i . 20. AUTOPSY?
- | w0 w0
21a. %CIPDEET {Bpacily) 21b. PLACEOF INJURY mhw-bﬁ 2fe. (Cm TOWN, OR TOWNSHIP) {COUNTY), (SI'ATE)
2 bome, tarm, streat, bldg.. e
© HOMICIDE ccadind mﬂu M /,d-o& M
214. TIME (Month) (Day) (Year) (Hour) 21a. INJURY OCCURRED Z‘lf HOW DIP INJURY OCCUR?
ar ) WHILEAT[—] NOT WHILE, =@ ., ﬁ
INJURY mo | woRK AT WORK oy N

A .
2. 1 hereby certify that ] altended the deceased fr o_Fo47, 10 % 2/ ,193{:2:@: I last saw the deceated
alive / Qﬂ, and that A rredat 5O m., ﬁ/om the causes and on the date stated above.

2. s:suyrivn . (Degree or title) | 23b. ADDRESS Z3c. DATE SIGNED
N 7oL ot |For e
auauu. cazm\ ub DATE ~_}-24c. NAME OF CEMETERY OR CREMATORY | 24d. LOCATION 10Oity, tewn, o1 connty) (State) -

TION REMOVALMI . -
RIBIAL AlIG.3,1949 | ADA CFWETERY - ADA KANSAS

WRITE PLAINLY—USING UNFADING BLACK INKE—MARKE A PERMANENT RECORD

DATE REC'D BY LOCAL | REG 55 //’ =. ERAL DALRECTOR'S SIGMATURE ‘ARORESS
. REG. . [
MZM//? s g

i d E—L fn on Reverse Side)

“rnd -




RECEIVED
Distriot Health Officer No. 7,
Digtrict Flla Mumber 7 - i - FE 5

o Date Filed ._._____ &£ Loz

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed byme, or by ...

..... ety Student Embalmer No.

working under my personal supervision.

..... eeervnaaeaann Signe(;}\) _,_M&é .
Studmt Elbalmr .

Student c.iveconsens
Licensed F.mbalrner No ‘l(( \{7

; ‘ P. O. Address_EA-Jan- Weg.

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

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




