No . 300
10.48

oo

WRITE PLAINLY-—USING UNFADING BI:_ACK INK—MAKE A PERMANENT RECORD

(alb

;

FLED JUL 18 1949

BiRTH RO.

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

RES. DIsT. No. /45 / _ priMaRY REG. arsy, %o éi‘s_./_ Registrar's No. _..7 @

State File No

a. COUNTY

1. PLACE OF DEATH

Howell

2. USUAL RES|IDENCE (Whers decessed ltved. I institution: residence before
a. STATE Misgouri b. COUNTY Howe 11 sdigimign).

-~

b. CITY (If outside corpornte timits, write RURAL and give

¢, LENGTH CF

<. CITY (If outalds corporate limits, write RURAL asd give township)

OR wighip) | ST& Ydln wbi OR
Towy RURAL Howell TWD 3 3 isn yth“) TOWN LLLILAJ( PM WWM, /)
d. F['l'i"(ils- FT#AT_E OF (if not in hoapital or fzstivution, glve streat address of focation, d‘ASDTDRHEEESrS ‘ (1! rural, give location) o
iNSHTiTIoN West Plains , Mo. Rt. 1
3. NAME OF - a. (First) b. (Middle} ¥ ¢ (Last) 4. DATE (Menth)  (Da
DECEASED . : 7) _ (Year)
. (TypeorPiny Samuel Joseph Tiner ‘ oean July » 1949
5. SEX 0 6. COLOR OR RACE | 7. MI.?J%RHIIE?) %]E\,YggchngmED' 8. DATE OF BIRTH Q.I:GIE&&::;).N ;Ir I-I::.BI 1| YEAR | IF UNDER 14 mms.
; . {Bpecify) t on Days | Hours | Min,
male (/| white married sept. 27, 1873| %5 A
10a. USUAL QCCUPATION (Givekind of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (State or forelgn sountry) !2 CITIZEN OF WHAT
done dgring most of working 1He, even if retired) . DUSTRY UNIRY
armer farm Pocahontas, Arkangas / 'i‘}.’g.L.

13a. FATHER'S NAME

James Burke Tiner

13b. MOTHER"S MAIDEN

[Cynthia Ellen Alphin

15. WAS DECEASED EVER IN U.5. ARMED FORCES?

{If yes, give war or daiea of sarvice)

(Yos. no, ar unknowa)

16. SOCIAL SECURkT(;(
none '

14. NAME OF HUSBAND OR WIFE
Kansas Victoria Summers
17. INFORMANT'S SIGNATURE OR NAME ADDRESS

Mrs.il.M.Adams, West Plains, Mo. Rt.

NAME

. Enter only ongcaussper

18. CAUSE OF DEATH

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

*This doer not mean
the mode of dying, such
as heart fatlure, asthenia,
etc. It means the dis-

I. DISEASE OR CONDITION

DIRECTLY LEADING TO DEATH (59

ANTECEDENT CAUSES

Morbid condilions, if any, giving DUE TO (b)

MEDICAL CERZWOL“‘_
W &2"“'/?{ -

ﬂ N INTE%? A

rize to the above cause (a) stating

the underlping coude last.

. DUE TO (g}

& 925y

eare, infury, or complica-
tion which caused death,

Il. OTHER SIGNIFICANT CONDITIONS

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

3

19a. DATE OF OPERA- | i9b. MAJOR FINDINGS OF OPERATION " °| 20. AUTOPSY?
e
TS L e . LD 4/ L. Y ves. [ woEJ
2ia. Accml;zrrr (Bpocity) Zhlb.Pfl.ACEOFINJURY(a;..m‘ 2fe. (CITY, TOWN,OR TOWNSHIP} . - . (COUNTY) | .. (STATE) .
omae, , {netory, strest, office .. 4%0.) y . ot T T .
Homictoe &ccident farm Howell Township, Howell, .

21d. Télr:_iE {Moxzth} (Day) (Year) (Hour) 21e. INJURY OCCURRED | 2¥. HOW DID INJURY OCCUR? 4 b
" inURY Judl.e 3 1949 o Rl Ay Attacked by mad bull & - i
2. I hereby certify th attcnded the deceased ~ . 15 , that 1 last saw the deceased

alive on

Wm Jrom the causes and on the date stated above.

. and that death occurredial

v 7 B D A 1/]

b, ADDRESS

it O

’23(: DATE SIGNED -

O Fors - VSTt

24a. BURJAL, CREMA-

TIO% REMQVMlMJ

24b. DATE

Jul.6, 1949

24c. NAME OF CEMETERY OR CREMATORY

Howell Valley Cem.

_| 24d. LOCATION (Oity, town, or county [ (Bthte)

Howell Twp. Howell Co.Ma.

DATE REC'D BY LOCAL

Nz-7- 45

REGISTRAR'S SIGNATURE

AP

(Licensed Embalmer's Statement on Reverse Side)

25, FUNERAL DIRECTOR™S SIGMATURE




- nrchl ![.'D > //~ L{ ?
sivj e JFToer No. 5,

Viskrict . . %fﬂé

Date Filed .. 7 -/ -4 ._éé-f

STATEMENT BY LICENSED EMBALMER

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

Student Embslimer Wo.

working under my personal supervision.,

Student ...ececarccananns Signed
Studmt Embalmer i

AN + ° - . «« . Licensed Embalmer No

P. 0. Address

Note:;, The sbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply wi
tbeabuvecnnmnnugmund:iot muonofhmse.)

. Ifthubodyunotembdmcd.iactshoddbesomdabow.-.




