Na. 300
10.48

THE DIVISION OF HEALTH OF MISSOURI

J FILED OCT 15 1949

"BIRTH NO.

REG. DIST. W.dé?

STANDARD CERTIFICATE OF DEATH

ESl A [
Sm.- File No. ‘JﬁdS‘iJ

”
PRIMARY REG. DIST. ND-M Registrar's No. ........,/.j....._..........

18. CAUSE OF DEATH
. Enter anly onecause per
line for {a), (b), and (c}

I, DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH® ()

MEDICAL CERTIFICATILION heil
Vo J '

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where d d lived. If instizuti id befors
a. COUNTY Wayne a. STATE M 15 8 Oul'i b. COUNTY Wa.yne /} adsniseion),
b. Cé'lF;Y {If outcids corpurats limits, write RURAL and glve g:I'AI"ENGTH OF c. Cg’g {1t outalds corparats limits, writse RURAL acd give townahip) ’ ,
Towy Pledmont sownshie) eubesell  yown Pledmont Y
d. FSS%P?'FMEOOF (If not Lo hoapital or lnnu;man give streot nddrun or loeation} G.A%TDRHEESTS {1! rural, give location) 7y
INSTITUTION
3. NAME OF B (First) b. (Middle) ¢. (Last) s opTE (Month) (D
DECEASED ay) | (Year)
(Typeor Pringy MATY Elizabeth A dair l ermAugust 24 1949
5. SEX 6. COLOR OR RACE 1 7 #‘ARF‘Z'IIED NFVSRCBESRRIED 8. DATE OF BIRTH 9.:.GE (l::;un IF UNDER | TEAR | ™ UNDER o HE3.
Apecil: M ™ .
remale / | white MEER TEE™° 9 | June 10, 1888| “BT™ ["gepgn || =
10a. USUAL O_CCIJPATION (Give kind of work | 10b. KIND QF BUSINESS OR IN- | 11. BIRTHPLACE (Btate or forelgn cowntry) 12. CITIZEN QF WHAT
B L o) T Tk gyt
132. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, N:Ai'z OF HUSBAND OR WIFE
William Thorsland {Mary Laxton James Adair
E. WAS DE&EASEP E\(IIER Ilig‘.s. ARMdED F('JRCES': 16. SOCIAL SECURIlﬂTOY i7. INFORMANT"'S SIGNATURE OR NAME ADDRESS
o8, B, nown, e r or tos o
g | g e o James Adair Piedmont, Mo.
INTERVAL BETWEEN

*Thir does not mean | ANTECEDENT CAUSES

2:551' AND DEATH

the mode of dying, such
"ok heart follure, asthenla,
ete. It meens the dis-
eaze, Injury, or complica-

Morbid conditions, if any, giring DUE TO (b)Y
- rise to'the abore cousetfa) tallng - - ¢ L .
the underlying couse last. <

i

4 +..DUE TO (c) 5

oo .- - T e

1I. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to ths death but nol
. related to the disease or condition cousing death.

tion which coused death.

222

) ' i | 20. AUTOPSY?

1%a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION
TION | | .
- Yol i - - .- - - - ves [} wo 3

21a. ACCIDENT {Bpecity) 21b. PLACEOF INJURY (u.g.. lnorebount | 21c. (CITY, TOWN, OR TOWNSHIP)- . | (COUNTY) . WSTATE) -

SUICIDE home, farm, Ingtory. atreet, ofSice bldg., sta.} * -

HOMICIDE )
21d. TIME (Moath) (Day) (Year) (Hown) [ 2le. INJURY OCCURRED | 2). HOW DID INJURY OCCURT
- OF WHILEAT[—] NOT WHILE

INJURY WORK AT WORK

2. I hereby certify that I attendéd the deceased from
alive on . 19444 and that de

1
tﬂ occurred at/j_g_f

1o &5 , 1982, that I last saw the deceased
, Jrom thfeauses and on the dale stated above,

23a. SIGNATUREIZ g g-f- (Degmonmc)
. W '. --.

23b. ?TS F { : 2. DATESIGNED

24a. BURIAL, CREMA- | 24b. DATE

Tl? %fﬂdﬁr) Aug . 27

Clay

2 4 24¢. }ﬁME OF CEMEFERY OR CREMATORY

24d. LOCATICN (City, town, or county)
.Missouri

" (State)

- - .Leeper _.

WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

‘sz 94

DATE REC'D BY I..OCAL} REGISTRAR'S S!GNATURE

At §. 79 4us ]

S%e

5. FUNERAL DIRECTOR' S SIGNA

/;9"”

(i mmed Embalmer’s Sutemznt an Reverse Side)




RECEIVED /o -/0-%7
District Hezlth Officer No.. .7,
District File Number-lf?.‘i-?.'.’-.‘.‘?.f
Date Filed___

L2

-l
™2
-
%
-

|

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 ..
CODER FUNERAL HOME

v reaneaveTaResEeFaTeAtSEASISeaterreaste atr AR st ae R Te s At e semea s tentan s semrs , S3tudent Emdalaer No. .

c
Signed ... L

Slgnad ......................................... Licenscd Embalmer Nn

working under my persona! supervision,

3723

P. O. Address Piedmont , Missouri

Note: The above 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,




