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WRITE . PLAINLY—USING UNFADING BLACK INK—MAEKE 4

FILED OCT 3

BIRTH NO.

THE DIVISION OF HEALTH OF MISSOURI
1949 STANDARD CERTIFICATE OF DEATH

REG. DIST. no.\i k& PRIMARY REG. DIST. mim Kegistrar's No \? ‘\?

n5»’385 -

State File No...

I. PLACE OF DEATH 2. USUAL RESIDENCE (Whars datcased lived. If fnstitution: residence befors
a. COUNTY a. STATE b. COUNTY adiimisn),
Saline Missouri Saline ¢/)
b. CITY (It outride corpurata limits, writse RURAL and give ¢. LENGTH OF ¢. CITY (If cutside corporata Limits, write RURAL and give township)

township) Y (in this place)

TOWN Rural-El mJnlDQﬂ twsp jgr years

oR '
TOWN  Rural - Elmwood prnship j%

PERMANENT RECORD

d. FULL NAME OF (If not in hoapieat or # give stimet add orl ] d. STREET {i rural, give location)
HOSPITAL ADDRESS
mﬂﬁwleg miles weat Marshall 12 miles west of Marshall
SIDECEASED a. (Flrst) b. (Middle) ¢, (Last) 4. Dé';’g (Month) (Day) (Year)
(Typeor Print) {1y Elsie Colvert DEa™d  Sept. 10, 1949
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 9. DATE OF BIRTH 9. AGE (1o yeam| & LnoEm | YEAR | (F GHDER o wis.
WIDOWED. DIVORCED (Bpecify) : last birtbday) | Mooths , Days | Hours | Min.
Female White Never married )| Feb, 9, 1887 62 |
10a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Btate or forelgn country) 12. CITIZEN OF WHAT
dotwe during myoet of working Life, sven If retired} DUSTRY - COUNTRY?
ou T one Misgouri U.S.A.
13a. FATHER S WAME 13b. MOTHER"S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Enoch F., Colvert Sara Franc - e —————
i5. WAS DECEASED EVER IN U.S. ARMED FORCES?T | 16, SOCIAL SECURITY | 17. INFORMANT S SIGNATURE OR NAME DDRESS
(Yes. 0o, or unknown) | (If yws, sive war or dates of sorvice) NO. ‘
NO None Leola Colvert - Shackford,Route 17

. Enter only onecause per

18. CAUSE OF DEATH
1. DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH® 4y

MEDICAL CERTIFICATION

WITERVAL.BETWEEN
ONSET ANDDEATH

Aco eveere |7

line for (8), o, and (c)

*This does mol mean ANTECEDENT CAUSES

CMCMA. 3,

Aorbid conditions, if ang, gising DUE TO ()
os hert fallure, asthenia, rize to the above cause {a) gating
ele. It means the dis- the underlyping cause last,

case, infury, or compli DUE TO (c)

the mode of diring, such

tign which eaused death. | !1. OTHER SIGNIFICANT CONDITIONS

Conditions contribuling to the death bud not
related 2o the disease or condition causing death.

)5 2X

19s. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
TION
ves 1 wo ]

21a. ACCIDENT {Bpecity) 21b. FLACEOF INJURY ({ea..inorabogs | 2lc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) T (STATE)

SUICIDE bome, facm, taetory, streat, offioe bldg.. ev0.)

HOMICIDE
213. TIME {Month) (Day) {(Year) (Hour} 21e. INJURY OCCURRED | 211. HOW DID INJURY OCCUR?

oF . WHILE AT NOT WHILE

INJURY WORK AT WORK

22, I hereby certify that I attended the deceased from VYl TY7 AT _S_.-IM_ 194 9, that I last saw the deceased
/

alive on , 19449, and that death occurred ot L2 JXA m., from the causes and on the date stated above.

Z3a. SIGN E (Degroe or title) 23b, ADDRESS 23c. DATE SIGNED
toardl 7 ¢4 Mo Vi o o
. 009\~ Y. /0 'yy

24a, BURIAL, CREMA- | 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Oity, town, or county) {5tate) .
TIQN, REMOVAL (Bpecity)

urigl Sept.-wx |1 a;k_ﬂﬁmgﬁjr¥ Marshall, Mo,
DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE 25, FUNERAL DJRECTOR®S SiGMATURE ORESS

4




RECEIVEGD SEP 19
District Health Officer No. ¢,
Dictrict File Numbor_----...._..,_,“_

Oato Filod ool = 7 _
| ' )

& poT171949
>

S
N

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, Ss—bye.....
Student Embaimer No. ...

L
....................... N

working under my personal supervision.

o~
SEUdEAL s.anesrasesarcsrasusatnasrsnannurss
Student Embalmer
Note: The above MUST BE SIGNED BY THIE LICENSED EMBALMER in his OWN HAND RITING (Failure to comply with

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




