THE DIVISION

OF HEALTH OF MISXAJRI

<bHIY

5. Mo.300
e FILED SEP 10 1948  STANDARD CEI})TIF!CATE OF DEATH stae Fite Noo AT S17
? BIRTH NO. REG. DIST. NO. __./é_ PRIMARY REG. DIST. M-%eahlmr'; Na 779—'
? 1. PLACE OF DEATH - 2. USUAL RESIDENCE (Where decoassd lived. If instiiction: residence befors
L'.,l""" |..8..COUNTY Greene T p—" b. COUNTY Gl‘eene-d'::h_m
\) b. CITY {If outside corpurats Umits, writs RURAL and give " grAI?EﬂGTH pEF. ¢. CITY (If oyulde oorporate limits, write RURAL eod give township) :‘7
tovwnsl D) o this ce)
oun Rural S Canpbell Twsp 11 wee TOWN  Rural, Brookline Township ‘&
d. FULL NAME OF {If not in hoapizal or i ive -Lr:!. dd Jon) d. STREET {If rarul, give location) ’

HOSPITAL

Ozark Osteopathis Hos pltal

v/

ADDRESS  pursl Toute 1, Brookline

[8'¢ ,or.ucknewn) | (If yes, give war or dates of
: ho

16. SOCIAL SECURITY
service) NO,

INSFTTION
3.62?;&%505!; 8. (First) b. (Middle) c. (Last) 3. DS-EE (Month) (Day) (Year)
{ Typt or Print) Jon Paul Hudson oEATH  August 26 1949
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH 5. AGE (1o years| ¥ 06R | YAR | & ONDER 1 wES,
WIDOWED, DIVORCED (Bpecify) . last birthday) |Monthe| Days | Houm | Min,
Male Wit o s o222 | arch 18, 1945 4 ' '
10a.. USUAL OCCUPATION (Give kind of work | 10b, KIND OF BUSINESS OR_IN- | 11. BIRTHPLACE (Btate or forelen sountry) 12_CITIZEN OF WHAT °
- doé.du.dngazmd working Lifa, even if retired) DUSTRY . . D COUNTRY?
Chil none Springfield, Missouri 0.5.A.
13a. FATHER'S NAME 13b. MOTHER' S MAIDEN NAME 14, MAME OF HUSBAND OR WIFE
William Fred Hudson Audrey Chapman - _——
15, WAS DECEASED EVER IN U.5. ARMED FORCES? 17. INFORMANT ' 5 SIGNATURE OR NAME ADDRESS

18, CAUSE OF DEATH
_Enter only onecattse per
Mne for (a), (b}, and {c}

*This. docs mot mean
the mode of.dying, such
asdegrt fallarepastheni

otk

. ;cmm»amm

ete. It means the dis-

1. DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH*(,y' TOXemin -

None Mrs William Hudson, Brookline, Mo.
MEDICAL CERTIFICATION INTERVAL BETWEEN
. A ONSET AND DEATH
. 10 days

ANTECEDENT CAUSES

Acute gastro-enteritis

Morbid conditiona, if any, dﬁﬂa DUE TO (b)
rise to the above canss (8) sating
the underlying canae last.

DUE TO (s} V:Lrus infection

eaie, infury, or-complica-

~

11. OTHER SIGNIFICANT - CONDIFIONS -

Condillons contributhnr to-the death-bul -wtw -
related to the diseass o condltion conying

. Rickets

2 D0

19a. DATE OF OP'FI%AP:‘ 19b. MAJOR FINDINGS OF OFERATlON 20. AUTOPSY?
, - ves 5] wo []

2ta. ACCIDENT {Specify) 21b. PLACE OF INJURY (a.g..inorabout | 2Ic. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)

SUICIDE bome, farm, iagtory. streat. office bldg,, sto.) ' "

HOMICIDE
2id. TIME {Moath) (Day) (Year) (Hour) 2te. INJURY QCCURRED | 214, HOW DID INJURY OCCUR?

orF WHILEAT[—] NOT WHILE

INJURY = | “work AT WORK

alive on

, 19

2, I ‘hereby certify that I atiended the deceased from _Auguii._l_ﬁm_%_ to AJlglAﬁLﬁ.@ 19_.54_2, that I last saw the deceased
6 and that death occurred at 1-__.__

., Jrom the causes and on the date stated above.

WRITE PLAINLY—USING IINFADW BLACK INE—MAFKE A PERMANENT RECORD

T

_BURIAL, ZREMA-
N, REMOV. )
Buria :

Aug. 28, 1949

Hazelwood Cemetery

SIGNATURE L (Degree or titlo) | 23b. ADRDRE_s b " i 23c8 D%T%SIGNED
. - ublic, Missour -27 -
LL d'Aw d}ﬂa‘dé 9,_0‘ ep |
24b. DAJE 24c, NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Olty, town, or county) (5tats)

- Springfis

DATE REC'D BY LDCAL

F 20 %

%[11

REGISTR.AR S SIG:ATURE

5. FUNERAL DIRECYOR'S S1GMATURE ‘ADORESS

hm;,ﬁl&&auni_;,___
; s EFL
n T 1| Ol foboroigor FH Epcrafotlio
(L. :ftmed : mer's Ststernent on Reverse Side)




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, of by e .

.............. , Student Embalmer No.

working under my persona! supervision.

Student ..... sedsssunsun ertareneresenssenas
Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED
the above constitutes grounds for revocation of license.)

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




