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-USING TUINFADING BLACK INK—MAEKE A PERMANENT RECORD\) ~ \)
T

PLAINLY

WRITE

fEp 0CT 10 1949

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

29363

{Yes,no,orunknown) | (If yes. mive war or dates of service)

16. SOCIAL SECURITY
NO.

State File No. i
. BIRTH NO. REG. DIST. NO. _,-l-_a_ PRIMARY REG. DIST. NO. __]-_OQQ_ Registrar's No 1058
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decoased lived. If institution: residence balore
a. COUNTY a. STATE b. COUNTY aduniseinn).
Buchanan Mi ssonuri aKalh #2.m
b. CITY (If outaide corpurate limite, write RURAL and give ¢. LENGTH OF |[ . CITY (If outdde corporate limits, write RURAL and give vownship) P
OR township) | STAY (in this place) TORN :
TOWN  St, Joseph ow Maysville 2
d. FULL NAME OF (If ot ia bowpital or institution, give sireot address or locatlon) d. STREET (I rural, dn location) 0
#/ ADDRESS
IWSTTUTON 703 South 11£F.. Street. - !
36‘1&;&%5%% 8. (Flrst) b. {Middle) c. (Loat) 4 DATE {Month)  (Day) (YB&J
{Typeor Print)  Patypick — Powers DEATH_ Se ot, 25, 1949
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (In years| ¥ UNDER | YEAR | I UDER 34 Wi,
WIDOWED, DIVORCED ;{8pecity) . Last birthday) Munth, Days { Hours | Min,
Male White Single 0 May 29 1865 81
10a. USUAL OCCUPATION (ivekind of work | 10b, KIND OF BUSINESS OR IN- | 13. BIRTHPLACE (Btate or foreles sountry} 12. CITIZEN OF WHAT
dona during most of worklag life, even if retired) DUSTRY b COUNTRY?
Farmer Buchanan County, Missouri” USA
13a. FATHER'S NAME 13b, MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE ]
John Powers Nora Stack, | -——
I15. WAS DECEASED EVER IN U,S. ARMED FORCFS? 17. INFORMANT S SIGNATURE OR NAME ADDRESS

No None William Powers = Kine Citv. ¥4 ssouri
18. CAUSE OF DEATH MEDICAL CERTIFICATION ? NTERVAL EETWEE
. Enter only onecauseper | |- DISEASE OR CONDITION . o~ AND DEATH
Lime tor (a), (by. and oy | DIRECTLY LEADING TO DEATH® (5 CEARES ARl THAOA 30575 3 0,9;y5
< This does mot meam | ANTECEDENT CAUSES

the mode of dying, such
a2 heart failure, asthenda,
ec. It means the dia-
case, Injury, or complica-

Morbid conditions, if eny, giving BUE TO (b)
rize o the abote cause () stating
the underlying cause lost,

.DUE TO (c}

SARTERI0 SO LERISIS

CHA NS s s

tions which caused death.

11, OTHER SIGNIFICANT CONDITIONS

Conditione contrivuting to the death bul 1ot
related to the disease or condition cansing death.

332X

19a. DATE OF OP'FI%APi 19b. MAJOR FINDINGS OF OPERATION 20, AUTOPSY?
. ves L1 wo
21a. ACCIDENT (Bpecify) 21b. PLACE OF INJURY (o.x.,Inorabout | 2Ic. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE}
SUICIDE home, farm, Iagtory, strest, office bldg., et6.) .
HOMICIDE
21d, TIME (Month} (Day} (Year} (Hour) 2le. INJURY OCCURRED 211. HOW DID INJURY OCCUR? -
oF ' WHILEAT ] NOT WHILE
INJURY = | "woRK AT WORK

2. I hereby certify that I atlended the deceased fr m SELM 19_2 {o &Sﬁdf_ Isféf'

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

alive on _.3_5_5-£ 18

7 and that dqath occurred at __hﬁp_

that I last saw the deceased

m%("%

D it 23b. AD|
(egreaorne) | /@- : % |

23c. DATE SIGNED

AGCSELT «g

24a.-BURIAL, CREMA- | 24b, DATE 24c. NAME OF CEMETERY OR CREMATORY 7 |-
TION, REMOVAL (Bpeelty)
Removal Sept. 26, 1949 Calvery Cemetery Platt
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([icensed Embalmera Statement on Reverse Side)

~24d. LOCATION (Olty, town, or county)

sbu;éh,—ﬂ;s-soup

. (State)

ADDRE%_——_—

%AL -:?CTOR s Sbg%:




STATEMENT BY LICENSED EMBAILMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by ...
;7 ...................... e eteteteeeeeressmeneeessesmemiamesesneReasessraseatEsoRameomieaeastn sheses smereene , Student Embalmer No.
working under my personal supervision.

STgned.ucvveesrancenccananseannns et st esaranns Licensed Embalmer Now %}Zy/

Student Embalmer
P. O. Address. S A

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRI
the above constitutes grounds for revocation of license.)

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




