THE DIVISION OF HEALTH OF MISSOURI

. Mo.300 A
e {{ FLED AUG 31 1949 STANDARD CERTIFICATE OF DEATH State File ~27?:39
g BIRTH NO. : REG. DIST. MO, 275" enimmay ree. vist. m.//ﬁL_., S Registrar's No, ....J A
1. PLACE OF DEATH : 7  USUAL RESIDENCE (Where deceased lived. If & wwidencs bafore
8. COUNTY . STATE . . b. COUNTY aduimionl,
Randolph ¢ Missouri Randolph
b. CITY (If oatside corpurate Lirsits, writs RURAL and give c. LENGTH OF ¢. CITY (H outside corporate limita, write RURAL sod tive township) 8 3’
R B wownahip)| STAY (io this place) R . .
TOWN  Huntsville ] . TOWN Huntsville
d. FHOLIS-P?'PAT.EO%F (I not in heapital or institution, eive streat sadresd or locktion) d.ASDT gg& (If rural, give location} ’ o
NohTuTion 308 N. Main street | 308 N. Main Street o]
3. 3‘5@&5 &IE ' n (Firs-'t) b. (Middie) e (Last} 4. DATE (Month)  (Day} (Year)
(Tpeor Prinyy William Leonard Summers DEATH August 23, 1949
8, SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, [ 8. DATE OF BIRTH 9. AGE (In yaara| ¥ UNOER 1 YEAR | 7 WOER & HBS.
A WIDOWED, DIVORCED (Bpaatty), | . last birthday) | Montha , Days | Hours | biin.
male white married 1112/7/1866 82 I
108, USUAL OCCUPATION (Givekindofwork | 10b. KIND OF BUSINESS OR_IN- | 11. BIRTHPLACE
dona during ms of morking eraveo  edied) | } v DUSTRY (Biate or torsig sounter) O | aSmzEnoF whaT
retired farmep farming Huntsville, Migsouri U.5.4,
13a. FATHER'S NAME h 13b, MOTHER S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Feorpre Summery . 4 pannie Elliotd Marparet. Alice Summers
15. WAS DECEASED %VER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 7. INFORMANT' 5 SIGNATURE OR NAME ADDRESS
. (Yes. 0o, or unknown) | (If yes, kive war or dates of service) NO. .
no- -~ none . none. Porter Ll. Summers: Huntsvilie, Mo.
18. CAUSE OF DEATH . MEDICAL CERTIFICATION %négn:;' BETWEEN
 Enteronly onecausper | |- DISEASE OR CONDITION _ - .
\ime for (a), (b, and (¢) | DIRECTLY LEADINGTO DEATH® (5
*This docs not mean " ANTECEDENT CAUSES -
the mode of dying, such | Morbid conditions, if any, giving DUE TO (b)

o hear! fallure, asthenia, | 7ise to the above cause (6} stating
dde. It means the dig. | ‘the underlying couse last,

WRITE PLAINLY—USING UNFADING BLACK INKE—MARKE A PERMANENT RECORD

ease, infury, or i DUE TO (&)
tion which eaused death. | 11. OTHER SIGNIFICANT CONDITIONS
Conditions contributing to the death but not 2&;\ X N
related to the disease or condition causing death. %
19a. DATE OF QPERA- | 19b. MAJOR FINDINGS OF OPERATION : o 20. AUTOPSY?
TION
, ves 1 w0V
21a. ACCIDENT {Bpecify) 21b. PLACEOF INJURY te.g.Inerabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) . (STATE)
SUICIBE E homa, larm, Inctory, stresat, office bidg. eto.) -7 -
HOMICIDE .
214. TIME =~ (Moath) (Dus} (Yeas) (Houn | 21e. INJURY OCCURRED | 21f. HOW DID INJURY QCCUR?
orF o WHILEAT[™] NOTWHILE ..
INJURY WORK AT WORK
22, I hereby certify that I attended the dcceasedm > 19_'~/_§ , 18 , that I last saw the deceased
alive on and that death oc d af Lj.m ., Jrom the causes and on ths date stated aboue
! IGNATUZ w) 23b. ? . 2&
%1,."3 g ER M| {.;JKLCREMA- 24b. DATE Z4c. NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Oity, town, of conntgy
. {Bpedity? .
urial 8/£5/1949 {Huntsville Cemetery | Huntsville, IHlS:;OU.I‘l
DATE REC'D BY LOCAL ISTRAR'G-SIGNAT 2. FUMERAL DIRECTOR" S S)GMATURE "ADDRESS
JF ot SV A A9 Foalonl Rony
2 5= L AL ~

(Licensed Embalmer’s Ststement on Reverse Side)




RECIIVED US> 0B
District Hoalth Officer No, 1
District ‘File Numﬁor.j.fﬁ?.;{éj

Date Fited  AUG3 01388

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,

StuUdent curusneirrerenacras cenennseansaanes Signed Wﬁd/ﬁ;

Student Embalmer
- - Licensed Embalmer No ‘yd ?d__

P. O. Addressw ..............

working under my personal supervision.

Note: The sbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revocation of license.)

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




