THE DIVISION OF HEALTH OF MISSOURI

wwo | TG NOV 151943  STANDARD CERTIFICATE OF DEATH i #883 |

10.48
/ " BIRTH NO. ac. pisT. wo. _ | primaay mec. 0137, 0. 3OO QO Registrar's No. ....332.,0... —
2 1. PLc.glCJ:E OF DEATH 2 USUAL RESIDENCE (Wowra d d lived. 1F 4 reaidence before
n NTY a. STATE b. COUNTY" . adinisioa).
’ Adair _Migsouri = Adair
3 b. CITY (I outcide corpurate limits, writa RURAL and give ! . LENGTH OF c. CITY (If outddn corporate limits, write BURAL and give townahip) j
mwn-h:p) chis placel OR .
Town  Kirksville fr YeaTs| Ttwn Kirksville 2
d. FULL NAME OF (If oot in hoapital or lnnu:utlon giva strect addrem or location) d. STREET (If rurs!, give location) -~ U
HOSPITAL OR ADDRESS
nsTITUTIoN 210 E. Harrison St. 210 E. Harrison St.
3.];&%5&55%'; a. (First) b. (Middie) ¢, (Luat) 4. DS}-E (Mouth) (Day) (Year)
{ Tupe or Print) ROY : SAMPSON peatH  Nov. 1, 149
5. SEX 6. COLOR QR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE QF BIRTH 9. AGE {In years| IF UNDER 1 YEAR | o UNDER u His.
/ WIDOWED, DIVORCED (Bpecify) last birthday) |Mooths| Daye | Hours | Min,
Malé White Married /. |Oct. 14, 1878 | %3 | ol i8l™"|
10a. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Biste or {oreign oountry) 12, CITIZEN OF WHAT
done during mowt of working Life, sven If retired} . * DUSTRY NTRY?
Ret., Fammer Farming Adair Co., Missouri «.S. A,
13a. FATHER'S NAME 13b. MOTHER  § MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
Van Bibber Sampson i _Sarilda Meeks  |Alice Gilbreath Sampsm
I5. WAS DECEASED.EVER IN.U.S.ARMED FORCES? | 16. SOCIAL™ SECURITY | 17. INFORMANT'S SIGNATURE OR.N E -~ ADDRESS :
_ 1] (Yes, tio0,0r unknowa) | (If yes, rlve war or dates of sarviee) NO. : B ol /0. Y
=i - No : None b%“ L S%_m
18, CAUSE OF DEATH MEDICAL CERTIFICATION _ INTERVAL BETWEEN

: * ONSET AND
| Enter only onecausoper | I DISEASE OR CONDITION . .
lino for (a), (by, and (¢ | DPRECTLY LEADING TO DEATH"(, 7

*T'his "does not mean ANTECEDENT CAUSES

the mode of dying, such | Morbid conditions, if any, giring DUE TO (b)
‘os heart faflure, asthenia, | “rise to the aboge cause (o) stating -

de. It means the dis- the underlying cause last, ?
ease, injury, or | i . DU!': 70 {c) .
tion which caused deaﬂl 1. OTHER SIGNIFICANT CONDITIONS
Conditiona contributing to the death but 210f . l ? ?
related to the disease or condition cousing death.
15a, DATE OF OPERA- 9%, MAJCR FINDING% OF OPERATION AUTOPSY?
’/.20/ } S ot gl Mi,“ﬂ S‘MM.YBD,NOB

21b. PLACE OF INJURY co.s.. oz abefs | 21c. (CITY, TOWN,OR TOWNSHIP} 7 (COUNTY) .  (STATE

home, farm, factory, sireet, office bldg., ste.)

2(a. AccmﬁNT " tBpecitn)

HOMICIDE .
, 2id. TIME (Month) (Day) (Year) (Hour) 216, INJURY OCCURRED | 21t. HOW DID INJURY OCCUR?
WHILE AT NOT WHILE
INJURY o, WORK AT WORK

2. I kereby cegiafy that I attended the deceased fro-.rr_z#&--_% 19“ L lo _ML, IQH!M: I laét saw the deceased
alive on M l_ﬁ-i . 19&2, and that deatX occurred atm m., from the causes and on the date stated above. !
23c. DATE SIGNED

T pio @ e TRV | JiReacdly Suse - | 7070 J59

TIO T M:gh CRF.MA- 245, DATE 24c. NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (City, town, or county) - --4State)
"farial| 11-3-49 |La Plata Cemetery- La Plata, Missouri

FUNERAL OALRECTOR' S ATURE ADDRESS

DATE REC'D BY EOCAL | REGY AR'S SIGNATU , 3 /b 5 |5 i
REG. \Y - g
H=3—49 [ WAL AQWNORNL, = o W/ GuAr X tdrasinlV Nosed, [ Al 0.

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

{Ticensed Embalmer’s Sutemznl ot Reverse Side)
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S
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-

RECEIVED MOV 1 01ss
District Health Officer No. 1

District File Number.// 250205
Dabe Filed NoV 10 Mt e

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, sonly_ . .

. _—
......... , Student Emsbalimer No.

working under my persona! supervision.

P. O. Address L) = r%ﬂ

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

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



