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as - STANDARD CERTIFICATE OF DEATH State File No
SIATH MO, REG. DIST, m.ﬁa’ PRIMARY REG. DIST. KO. éZ_?_.L Rzgmraum.zz.éﬁ......_._.._.
’ 1. PLACE OF DEATH 2 USUAL RESIDENCE (Whare deveassd lived. If instiution: reidencs befors
/ a. COUNTY a. STATE b. COUNTY sduwislon)s
7} Butler Missouri Botler [ )’
’ b, CITY m u%ﬂrpunu i, wite RUp.AL.nd;in =] ¢. LENGTH OF c. CITY (u onul* corporata limite, write nURALw cive townably) §- - T
O towzahip) | STAY (inkhie place) pl e SN \. &
TOMF1sle- sRural  ASh Hilil Infe TOWR 54 sk -+ Ruzal JE&LHlIlJBﬂLL;¥§
g d. BULL NAME OF (I not in hoapizal or insthution. givj strest addrom or losstian} & Fi{“) (n rural, igve loeation)
o) HOSPITAL OR . ADD i
o INSTITUTION - o Jlfd .1 ol O
E 3. gg%’éﬁs%% a. (Fin'n)_ ( .b. (Middle} _ c. (Last) # 4. DSI_E (Month)  (Day)  (Year)
= (Typeor Pint)  Lutiney . Ann - Ssltzman DEATH  TJiine 23 19049
g 5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8, DATE OF BIRTH 9. AGE (In years| ¥ MOER 1 YEAR | & MO &4 W,
= ‘ o WIDOWED, DIVORCED (Specity) |~ Last birthday) | Montha ] Days | Hours | Min.
5 |-Pemalell wnite | _yidowed “d—|March 4, 1877 72 |
10a. USUAL OCCUPATION (Ghvekindof woek | 10b. KIND OF BUSINESS OR IN- | 11, BIRTHPLACE (Site or foreiss country) 12, CITIZEN OF WHAT
[ done diring most of working iy, sves if retired) DUSTRY . i ‘O COUNTRY?
H House wife | House work sk, Missouri U.S.4.
13a. FATHER'S NAME 13b. MOTHER'™S MAIDEN MAME 14. NAME OF WUSBAND OR WIFE
Charles Haves . - Husband dead
15, WAS DECEASED EVER IR U.S. ARMED FORCES? | 16, SOCIAL SECURITY | 17. INFORMANT" S SIGNATURE CR NAME ADDRESS
(Y'ws. Do, or unkpowsn) (Ifr. aive war or dates of servies} NO.
‘ na Farl Saltzmnan 8t, Louis. Mo
18. CAUSE OF GEATH : MEDICAL CERTAHFICATLGN ONSEY A e

 Enter only onscammper | |. DISEASE OR CONDITION
Lo for (2), (b), and (@) § DIRECTLY LEADING TO DEATH® (a)
1

‘ﬁr\ “Thiz doer not mean ANTECEDENT CAUSES . , i .

the mode of dying, ruch | Morbid conditions, if ang, giving DUE TO (b) - —
-\ as heart foilure, asthenia, | .rise to the nbove cause (a) stating- _ .. . L B T LT S €.
dc. It means the dhs. | the underlying couse last.
case, injury, or complico- DUE TO .(c.} — - -
tion which caused death, | 1). OTHER SIGNIFICANT CONDITIONS : y
Conditions contributing to the death but not - 5])\
velated t0 the diseaze or condition causing desth. ) ]
~ || 19a. DATE OF OPERA- | 19b. MAIOR FINDINGS OF OPERATION T - e ' 20, AUTOPSY?
TION
. o - _ _ L . ves L] wo [
21a. ACCIDENT (Bpacity) 21b. PLACEOF INJURY ag..incrabous | 2. (CITY, TOWN. OR TOWNSHIPY- - .  {COUNTY) _ (STATE)
SUICIDE home, farm, fastory. strest. office bldg., eto) Tt - v . coee
HOMICIDE : . S
21d..TIME (Moeth) (Day} (Yew) (Houw) | 2im. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
ek OF 0 YT | WHILEAT ] NOT WHILE e ) .
. INJURY = | work L) AT worx - ‘

-that I aumdcd the deceased from 19.%2 to . that I last saw the deceased
and lhal 'om the causes and ¢ date slated above.

[z, SIGNATU N mm ﬁ‘ M
|l 21a. BURIAL, CREMA- m DATE ‘ NAME OF CEMETERY OR CREMATORY- ] 24d. LOCATION (Olty, town, or

TION, REHO‘VN- (Bpesitr) 3
Rurial 6-24-49 Vale Cemeterv .- Mek - Moo “BRfd.. 1"

DATE RECD BY LOCAL | REGISTRAR'S SIGNATURE f % |z FUMERAL DImECTOR'S sTowaTURE - ADORESS

%&,/—2/7?7" Zém/ﬁkw | Watkdns Funeral Ser, Dexter Mg
Y/

WRITE PLAINLY—USING UNFADING Bi'.ACK INKE—MAEKE A P

7 y (Licensed Embuimet’s Ststement on Reverse Side)
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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.

s Y40

hcensed Embalmer No

’ P. O Addressm.w

Note: The zbove MUST BE SIGNED BY _THE LICENSED EMBALM@ in his OWN HANDWRITING. (inlm to comiply w
the cbove constitutes grounds for revocation of In:ense.)

“If this body is not embalx;:ed. fact should be so stated above. -

working under my personal supervision.

Student seeencccavonansnaa cemsssssnmesssass
Studmt Embalimer

-




