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WI'IITE:‘PTLAINLY—USING UNFADING BLACK INE—MAKE A P

YHE DIVISION OF HEALTH OF MISSOUR!

26772

| He
HIED AUG 31 1343 STANDARD CERTIFICATE OF DEATH State File N.. -
BIRTH NO. mee. pisT. wo. /T 7 PRIMARY REG. DIST. NO. _.f'_’_iz_. Registrar's No A_.....é_?..,.................
[1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deconsed lived. 1f lnetitution: residense before
a, COUNTY Y e . STAT, . COUNT adisimion),
Holt:. =S\ seourd - ‘Hoit vy
b. CITY (I outaide corpurate limita, write RURAL and give ¢. LENGTH OF . CITY (If outalde sorporase limits, write RURAL and give township) ‘
townahip) | STAY (in this place) R 0 )
TOWN Oragon: Yanirs-TOWN regon 0
. FULL NAME OF (If not in hoapital or inl&ll.ulion give streot address or locatlon) d. STREET (I rural, give loeation) d
HOSPITAL OR ADDRESS
INSTITUTION
3, cl,uEﬁé!\éis%iE a.y(‘Flrst) 1_b. (Middie) G (_Lut) 4, DATE (Month)  (Day) (Year)
(Typeor prinyy I Ohn- - Mend anhall oAt August. 25 194 ¢
5. f&Ea_xl 6. COLOR ?t,R RACE | 7. VMJ?D%F}I:'EB EIE\\’ISECIEQBRRIED. 8. DATE OF BIRTH 9.]:6&&:;:—:- 4 m‘::n | YEAR | > owDER 24 Wms.
11a- o 3 +(Bpscify) ] ¥) |Mon Days | Houms | Min
0 " Single- /4 June<30 1864 &5 l l
10a. USUAL OCCUPATION (Gwekindof work | ,10b, KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (State or forsien country) 12, CITIZEN OF WHAT
done during most of working lifs, sven if retired) | - ; DUSTRY COUNTRY?
Py ’ Kokomo,. Indianas / V.S A
138, FATHER'S NAME . 13b. MOTHER'S MAIDEN NAME 14, MAME OF HUSBAND OR WIFE
John: Ménd enhall | Unknown
15. WAS DECEASED EVER IN U.S5.ARMED FQRCES? | 16. SOCIAL SECURITY | 17. INFORMANT' § SIGMATURE OR NAME ADDRESS
(Yea. m{'ﬂ (If yew, wive war or dates of sorviee) NO., 1 .
9 Mr. Mendenhall's own papers

. Enter only onecsuss per

18. CAUSE OF DEATH

line for (8}, (b), and (¢)

*This does not mean
the mode of dying, such
a8 heart fallure, asthenia,
dc. It means the dis-
eate, infury, or complica-

MEDICAL CERTIFICATION
DISEASE OR CONDITION

1
DIRECTLY LEADING TO DEATH® () C eyenv AL - e,rl v 17T

ANTECEDENT CAUSES

INTERVAL BETWEEN
ONSET AND DEATH

Qﬂn;f[

Morbld conditions, if any, gising PUE TO (B)
rise Lo the abore cause (o) stating . - .-
the underlying cause last. N

DUE TO {¢)

tion which caused death,

I, OTHER SIGNIFICANT CONDITIONS * -~ - -

Conditions contributing to the death dut not
related Lo the dlsease or condition cousing death.

33\ K

19a. DATE OF OPERA- | 19b: MAJOR FINDINGS OF OPERATION . = 20. AUTOPSY?
TION
: . v (A

21a. ACCIDENT (Bpacity) 21b. PLACEQF INJURY (s.s..lnorabout | 21¢c. (CITY, TOWN. OR TOWNSHIP) (COUNTY) (STATE)

SUICIDE T M boms, farm, tactory, strest, offoa bldg., et0.) . o

.HOMICIDE' _ T
2id. TIME (Month) {(Day) {(Year} (Hour) 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
- OF - . v | WHILEAR[—] NOTWHILE

INJURY, o | work AT WORK

22, [ hereby. gfg tha! I altended the deceased from __ﬂ___}'_L 7}{_,‘(!0 # 19.}:';2 that I last saw the deceased

25 19_Fs and that death occurred af 2: 1 8 €om., from the causes and on the dale stated above.

alive on

2, SIGNATURE L Dgogm ot title} | 23b. ADDRESS 2. DATE SIGNED
b, C/ﬂ—’e’azv—v\_, D @ R_Q—q,a—vl ;—-—{_0 A v7 2,(: (/f'

24, BURIAL CREMA- 24b. DATE %1, NAME OF CEMETERY OR CREMATGRY Zhd. LOCATION (Clty, town, or comnty) ©  (Stote)

TION, REMOVAL (Specify)
¥ 1

Avgust 27 19 Maple Grove

Oregon, Missouri

DATEREC‘DBYL%%(\;L
&-27 wg

REGISTRAR'S SIGNATURE

[ (Zaianns

4 (Licersed Embafmer’s Sgénm: on Reverse Side)

T R




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 Embalaer No.

working under my personal supervision.

M

Student ...oeuvaa §t"é t"él;!;.I. .............. Signed.....>. . L (P 2 / L2

uden almer -
' Licensed Embaimer No ? / 9 j
P. 0. Address—.L 2.8t ,,,ﬁ/ F 7

Note: The above MUST BE SIGNED BY THE LICENSED ABALMER in his OWN HANDWRI (Failure to comply witl
the above constitutes grounds for revocation of license.) '
If this body is not embalmed, fact should be 20 stated above.




