. No.
A8

WRITE"

PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT R_'ECORN—' —

ano

THE DIVISION OF HEALTH OF MISSOURI

FILED 0CT 3 1949 STANDARD CERTIFICATE OF DEATH

29'}38

line for {8), (b), and (c)

*This does mot mean ANTECEDENT CAUSES

the mode of dying, ruch
-a heart faflure, asthenia,
ete. It means the dis-
case, infury, or complice-
tion which consed dexth,

Morbid conditions, if any, giving DUE TO ()

_rise-{o the abope ceuse (a ) stating .-
the underlying cause lasl.

. DUETO (c)

State File No
' BIRTH NO. REG. DIST. No. __ L2 PRIMARY REG. 1|:|5T wo._ 1000 koictrar's No 101;5
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whaere deceased livad. H Institution: residence before
a. COUNTY . a. STATE o b. COUNTY adicision}.
Buéhanan Missouri Ptchison 2
b. CITY (I cuteide corpurata limits, write RURAL and give ¢c. LENGTH OF c. CITY (If outside corporate Limits, writsa RURAL asd give township) -
OR wwhship) | STAY (ia thie place) R P . 9-'
TOWN Bt JOQP‘DF\ D3 anvwg TOWN Tarkio
d. FULL NAME OF (I not in bhoapital or inatitutids, sive strevt addrem or location) d¢. STREET (i rural, give location) 0
HOSPITAL OR . : ADDRESS i . N
INSTITUTION Missouri Methodist Hosvil. 911 lia in St, /
3. NAME OF (First b. (Middle) ¢. (Last :
DECEASED a. (Firs ) ¢ . (Last) 4. DATE (Month)  (Day) (Year)
{ Twpe or Print) muth - Keith DEATHCept., 24, 1949
5, SEX 6. COLOR OR RACE | 7. MARRIED, NEVER’MARRIED, | 8. DATE OF BIRTH 5. AGE (In years| IF UNDER 1 YEAR | ( UNDER x fus,
, ) WIDOWED, DIVORCED (Bpecifs) _ last,birthday} Monﬁu, Days | Hours I Mia,
female whits never morried |Pse, /5 /€57 G L
102, USUAL OCCUPATION (Giekindof wark | 10b. KIND OF BUSINESS OR IN- | 11 BERTHPLACE (State or forelgn country) - |z. CITIZEN OF WHAT
done during lj_uto! working 1He, aven if retired) DUSTR . COUNTRY?
School teacher Publie Schools Missouri . USa
13a. FATHER'S NAME 13b. MOTHER'S MAIDEM NAME 14. NAME OF HUSBAND OR WIFE
5. S, Keith . | Missouri C, ki N
I5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOGIAL - SECURITY | 17. INFORMANT" S SIGNATURE OR NAME ADDRESS
{Yem. 10, or unktiown) | (If yes, xive war or dates of servioe) NO, .
Lo none none Wre, Merrill Jobhnanon, Huwrl, Jeb
18. CAUSE OF DEATH ‘ . MEDICAL CERTIFICATION “°" INTERVAL BETWEEN
I. DISEASE OR CONDITION - } ONSET AND DEATH
- Entet only onecauseper | T iop 11 v LEADING TO DEATH®(g)

11, OTHER S[GNIFICANT CCNDITIONS

Conditions contributing to the death but not
related to the diseate or condition causing deafh.

[75X.

22. [ hereby certify that Igtiended the déceased from

19a. DATE OF opﬁfnﬁﬁ “19b. MAJOR FINDINGS OF ‘OPERATION o T “20. AUTORSY?
%’7‘%? o/‘/ o c ASCE 76'5- - _YES D NO E
2ia. ACCIDENT {Bpecity) “21b. PLACE OF INJURY (eg. Inorabeut | Zic. (CITY, TOYVN. OR TOWNSHIP) . . (COUNTY). (STATE)
SUICIDE boms, farm, factory, strest, office bldg. ete.) ot o
HOMICIDE A
2id. TIME  (Monthy (Day) (Twn) (doun | 2le. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?
- . : - | WHILEAT NOT WHILE : .
TNJURY =. | woRK AT WORK : .
. , 19494, to 1947, that I last saw the deceased

dlive on

1:205m., from the causes cmd on the date staled above.

Igﬁ and that.death occurred afl

.

{Degree or tltlu)

g7,

23a. SIGNATU%_

231: ADDR
jas eph i e

Zc. DATE SIGNED

72643

a. BURIAL, CREMA- | 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY A 249, LOCATION (Oity, town, or county)” ~ (State)
AN, REMOVAL t8aeits) _ o _ o
Removsl 9/2,/1949 - B Y R oz Fh cc:rm*m

DAFE REC'D BY LOCAL
REG.
g

RAL DIRECTOR'E SiGMATURE




7

PAL

U Y
»

Dy

1

P

STATEMENT BY LICENSED EMBALMER

I bereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, of by —oooceeee ..
Student Embalmer No. '

working under my persona! supervision,
Signcd_me—ad

StUdBNt u.avsacetoccssunuansassasrsasianen g
S5tudent Embalmer
Licensed Embakner No..:;(&’:? 5 .

P. O. Address_7%, —fﬂ%_ vt # o )
TING. (faildfe to comply with

Note: The zbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN

the above constitutes grounds for revocation of license,)
If this body is not embalmed, fact should be so stated above.




