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WRITE - PLAINLY—USING UNFADING BLACK lNK-—;—MAKI‘E A PERMANENT RECORD

g

FILED AUG

BIRTH NO.

a. COUNTY

24 1949

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

I

REG. DIST. NO.

.S‘m: File No.,

PRIMARY REG. DIST. NO. M— Rzm.ﬂm?'l No ....m................

1. PLACE OF DEATH
Adair

2. USUAL RESIDENCE (Whers o d lived, If loati id befors
a. STATE b. COUNTY adinision).

Missonri Sullizanz ) \’

b. CITY {If outzide corporate limits, write RURAL and gin e, LENGTH OF c. C1TY (I ousslds sorporatie limite, write RUFRAL sad gvs townshin)
cd-nhin} STAY (in this place) OR
TOWN Kirksville 1l hr 45 m. TN Winigan r)
o, FULL NAME OF (If rut in hospital of inatitytion, aive sirest addres or locatisn) d. STREET {If raral, give location)
HOSPITAL OR ADDRESS ) /
INSTITUTION Grim-Smith Memorial Hospital _
3. :I';JE%ME %Ii-:) a. (First) b. (Middle) ¢. (Last) | Iy DSEE (Month)  (Day)  (Year)
{Tpe or Print) Floyd Cleseton DEATH  August - 8 1949
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH 9. AGE (In years| IF unoEn 1 mn ¥ CHOER u WS
WIDOW.ED, DIVORCED (Bpecity) Last birthday) | Monthe l Hours | Min
_Male White | Married . 24, 1875 73 |
V0, USUAL OCCUPATION (Give kindof work: | 10b. KIND OF BUSINESS OR_IN- | 11. BERTHPLACE (Btate or forsign sountry) :z CITIZEN OF WHAT
i Lite, gvan if ) v DUSTRY C } COUNTRY? [
. Sullivan County, Missouri USA :
ll:‘ia. FATHE 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Weslaey Cleeton -~ Magara Cleeton i Allie Clesto
I5. WAS DECEASED EVER )N U5 ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT" S SIGNATURE OR NAME “ADDRESS
(Yes, no. or unknown). |' (If yea, xive war or dates of servios) NO. (fw%
{18 cAUsE oF DEATH - P MEDICAL CERTIFICATION INTERVAL BETWEEN |
Enter only onacauseper ). | DISEASE OR “CONDITION . . . : ONSET AND DEATH |
it for (aor (b and (o) |- PIRECTLY LEADING TO DEATHS (5 ‘C&&w&_‘a‘w . 20w, - \1
: ANTECEDENT CAUSES - -
.. "This does not mean N .
ihe mode of dying, ruch | Morbia_eonditions, if any, gving DUE TO (b) _ S maso—
o heart faflure, asthenin, mm: J" Mtffzﬁ:ﬁa cause u&ai sating - R . . :
de. It means the dis- -, -
case, inurg, or compli DUE TO (¢). Q.4 Laay . rim = :] >S.
tion which caused death. | [1. OTHER SIGNIFICANT CONDITIONS .
Conditions contributing to the death but nod — "/2 2k,
. related to the disease or condition causing death.
t9a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION ' 2, AUTOPSY?
- _TION —
‘ . . ves () wo M
21a. ACCIDENT (Bpecity) 21b, PLACE OF INJURY (s, lnorabout | 21¢, (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE —_— home, farm, {sstory. street, offioe bldy..eve.) .
<= HOMICIDE ST e —_— —
21d. TIME .  (Menth) (Day) (Year) (Houn) | 2le. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?
- - - NOT WHILE| — :
INJURY = WORK AT WORK a ’
” 49 |
22, I hereby certify that 1 atiended the deceased from Q‘.ﬁl— 1943, 0 Q&.gul, 191 1, that I last saiv the deceased
s alive on 15:‘_?_, and that death occu at Z:308m., from the ez and on the date slated aboge.

1. SIGNATURE ©

24a. BURIAL, CREMA-
, REMOVAY, (Bpecity)
A O

| o Oley

245, DATE

Quaal

|

24c. NAN I\AME OF CEMETERY OR CREMATORY

umo_

{Degree or mleb 23b. ADDRESS Z3c. DATE SIGNED
“‘“’@‘_3..,\.0.. mea A T lenu Q0s M %91‘7"‘7
244, TION (Olty, town; or county) & (Btate)

v 0

DATE, REC'D BY LOCAL

%%~

T ADDRESS e

)‘%'-

25, FUNERAL DIRECTOR™S SIiGMATURE

o Reverse Side)




i

; i

3 .§‘

.
RECEIVED ‘*U%E 2 148

=- _ Bistrict Health No. 1@
. — e - W 474

Date Filed __AUG 2 2 1048 -f

STATEMENT BY LICENSED EMBALMER

. . . ) . & |
) I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by e, or by—— oo ‘

Student Embalmer Mo, .

Signad..: ....... s;t...d...;..E.“.l;;-l-“;;-r ------------- . Licel’l:‘.ed Embalmer N0.3037
ucen
oy P. O. Address /'y/‘bckvt) // AE
" Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Failure to coffiply with i
the above constitutes grounds for revocation of license.) .

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




