PLAINLY—USING UNFADING BLACK INE—MAEE A PERMANENT RECORD

ALED 0T 18 194

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

33300

{Y e, 0o, or unknown)

State Fuk N srsconsarstors s res mmemurt e
BIRTH MO, _ REG. DIST. NO. _l,{_ PRIMARY REG. DIST. WO. N ‘gulrngN- /0‘7
I 1. PLACE OF DEATH - 2. USUAL, RESIDENCE (Where decsased lived. If institation: residense befors
i a. COUNTY . a. STATE b. COUNTY adaiaion),
Clay . Migsourl Jackson -
b. CITY (If cutaide corpurate imits, write RURAL and give ¢. LENGTH OF c. CITY (I oatside corporate iimite, write RURAL and give township) fg
township) | STAY (in this plagw) OR -
TOWN Excelsior Springs, Mo. L Mo.22 dgy  TOWN Eengag -City i
d. Fl‘-!JcL)sL NAAh‘l_EO%F (1 not in hoapital or fnatitation, give sirest address or lovation) d'AsDrI?:EE{": (1 rural, ghvs loostion} (,«
OSPITALO% VA Hospital, Eﬁgglsior : 313 W. 20th Street ki
3. NAME OF . (First b, (Midd? c. (Last)
DECEASED s (First) (Middle) 4. Dg}"i (Month)  (Day) (Year)
rmwm) James H Lea DEATH  Qct. 7 1949
6. COLOR OR RACE j 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH 9 AGE (In years| W THoER | AR | GoaR o oL
2 WIDOWED, DIVORCED (Bpecitr) : tust birthday) uma.’ Dars | Hours | Min
Male ~Black Divorced <« February 14 1883| 66 I
10a, USUAL OCCUPATION (Givekind of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Btate or forelen eoustry) 12, CITIZEN OF WHAT
done during most of workiag kife, even if retired) - DUSTRY / COUNTRY?
Labhorer — Pine Bluff, Arkansas U.8.A,
138, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF ‘HUSBAND OR WIFE
Billy Le= . Nettie Tukes =
15. WAS DECEASED EVER [N U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS

line for {a), (b}, aud (c)

*This does not metn
tAe viode of dying, such
as Beart fallure, asthenia,
de. It meons the dis-
case, injury, or complice-
tion which caused death,

ANTECEDENT CAUSES

ae war or dates of sarvica)
o8 World War T 493303262 VA Hospitel Records, Excelsior Springs,Mo
19. CAUSE OF DEATH MEDICAL CERTIFICATION lﬁﬁm
: Eater only onsesusoper [ 14, B D8, GO O AThe ) Tuberculous meningitis 8_days

Tuberculosts, pulmonsry, far advanced,

Morbid conditions, if any, giving DUE TO (B) _ective, Unknown

rise to the above cause (a) stating - . : T

the underlying cauae lost, . |
DUE TO (c)Arteriosclerotic heart disease Unknown -

*Ii, OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death but not
capsing death

. related to the disease or condition Fd) ]ﬂl
19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION I 20. AUTOPSY?
Tion B v
. ) yes KO

21a. ACCIDENT (Boecity) 2tb. PLACECF INJURY (ex..inoraboat | 2Tc. (CITY. TOWN, OR TOWNSHIP) 4 {COUNTY) (STATE)

SUICIDE Loz, farm, Iastory, strest, oo bldg., ee.) : E

HOMICIDE -— — ) ——
2td. TIME {Moath) (Day) (Yot} (Hoor) 21e. INJURY OCCURRED | 21. HOW DID INJURY OCCUR?

| whieaT MOT WHILE
INJURY - Yk = | “work AT WORK -

SIGNATUR

2. [ hereby certify ihat!/dttmded the déceased from Angnet 16,1949 to__Oct, 7 |, 19 49, ¥xkiinstoomestkecdveaosed

death occurred at?.;.& m., from the causes and on the dale stated above.

A,

(Dezmn or titlu)
.D [ )

. BURJAL. CREMA- 4 24b. DATE
TIOk, REMOVAL
Jeosrak | /0 =/ G~
iegmssusmwae

| T 24. RAME OF CEMETERY

]Lzab. ADDRESS
celgior r

l 2. DATE SIGNED

_u;g.._._ﬂas.ammi___l.w:%i_
24d. LOCATION (Olty, town,
awwztz h/n AX g

{r! g <

l ;2) 25. FUNERAL DIRECTOR'S SIGNATURE

AopREss o




)
Istrict 1y 'y,
D; alth Off
D H'Nams., ‘Cer NO: 8’
li'e R’ﬁd- . /;.' ""-n...._. .
-"'M, _/J___‘~ c_‘_.. . R

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emhalmed by me, or b_v...._....___._._........_....

......... . Student E-nlncr flo.

working under my personal supervision.

Studént Embalnar .. ‘. Licensed Embalm 5 7}
’ : P. O. Address g{ﬂabu.k.ﬂ ,Q\

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in lm OWN HANDWR.I'I'IN‘J (Failure 6 comply wi
the ‘sbove constitutes grounds for revocation of license.)

If this body is not embalmed, f:‘sct should be s0 stated above.




