. No.300

10.48

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

! BIATH NO.

FILED OCT 18 1043

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

ree. pist. wo. L 7./ priuary REG. 018T. Wo. 3D (0T 7 Registrar's No.....

34273

State File No.oiisiiscinisincieresns -

A,L

18. CAUSE OF DEATH
. Enter only one cause per
line for (a), (b}, and (c)

I. DISEASE OR CONDITION

ANTECEDENT CAUSES

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decoased lived. If laatitution: rasidencs befors
a. COUNTY Lafayett e a. STATE Missouri b, COUI&Iéfayett e ad.mimlon),
b Cé"I;Y (I outcide corgurate Umits, write RURAL aad give g’l’ AI=",EI'~:GTmF| DEF) c. Clc;l';’ (11 outelde sorporate limits, write RURAL and giva townabin o
. wrahip) tin thi g
own R.F.D. Odessa ‘g, ," v PR TowN Rural (2., JW b
d. FULL NAME OF (If ot in hoapitsl or inatitation, giv reas or location) d. STREET (If rarl, give location)
HOSPITAL OR ADDRESS
INSTIFUTION Home R+¥,D. Odessa
agE,\cMEESOE‘::) a. (First) -— b. (Middle) _ ¢. (Last) 4. DATE {Month) (Day) (Year)
(Typear Printy ' THOMAS ELLSWORTH KITH oeAH Se pt.30,1949
5. SEX 9 6. COLOR OR RACE | 7 MAR%}EB EE\YCE)EC%BRRIED 8. DATE OF BIRTH 9. :.?E {in ya;n n:; T IDrm LE GRDER 34 KRS,
. (Bpad!r)/ ) g on Lt ours | Min.
Male White MATT Oct. 9, /£93 53 I |
10a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN- | i1. BIRTHPLACE (State or forelen country} g_J 12, CIT[ZENOFWHAT
done during most of working lifa, ewen if retired} DUSTRY
arming Farm R.F.D. Odessa >4, ,., e&_ A.q.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
H. D. Kite £*__Lockhart Gertrude Xite
15, WAS DECEASED EVER IN U,S. ARMED FORCES? | 16. SOCIAL SECURITY !éFORMANT. 5 SIGNATURE OR NME A?%Rf_ss
(You. 00, gp unknown) | (I yes, el or dates of service} D
o) | TN g7-] 39" Vodd pd #.L__ 2das1?

INTERVAL BETWEEN
ONSET AND DEATH

- E {CAL. CERTIFICATION

DIRECTLY LEADING TO DEATH" ()

*This does noi menn Ne—
the mode of dying, such | Aorbid conditions, if any, gieing DUE TO (b)
a8 heart failtre, asthenio, | Tise to the above cause (a) stating - - -
de. It mecns the diz- the underlying cause lasl. - —
ease, Injury, or ] DUE TO {¢)
tion which cauged death, | 11. OTHER SIGNIFICANT CONDITIONS
Condilions contributing to the death bt not e e /% x
. redated to the disease or condition caunsing death.
19a. DATE OF OPERA-' 195, MAJOR FINDINGS OF OPERATION 2. AUTOPSY?
ad f 7? C’d./ru [P . YES D NO E—
21a. ACCIDENT {Bpecity) 215. PLACEOF INJURY (og.,inorsbont | 2lc. (CITY. TOWN, OR TOWNSHIP) (COUNTY) . (STATE)
SUICIDE bome, Iarm, Iactory.atreet, office bldg.,ete.) .
HOMICIDE
21d. T‘IJI';_SE (Mooth) (Day) (Ymr) {Hous) 21e. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?
WHILE AT NOTWILILE
INJURY _— WORK AT WORK

alive on

22, I hereby certify that I atlended the deceased from

MI_L_ , and thal death oécurred al _?_l_

iélo

_&ﬂféj_ 19_._7that 7 last saw the deceased
m., from lie causes and on the date stated above.

&Oa. SIGPE::‘E/ _/ Z

{Degroe or title)

Aq DY

23b, ADDR
M

23¢. DATE SIGNED

Z—u 7294 |70-5-5/7

24a. BURIAL, CREMA-

Ty @f@&& (Bpwdiy}

24b. DATE

10/1/49

Gﬁee’ﬁw

24:. NAME OF CEMETERY OR CREMATOM

240. VOCATION (City, town, of county) (sma{

DATE REC'D BY LOCAL

Dol 134

i ¥

el L

REGISTRAR'S SIGNATI/JRE

I3

{Livensed Embalmer’s 5 *f

w{.IhNa‘fen/ O
5 F

ERAL DlRECToR s Si RE D?ESS
(/ 2.
P A7 i3
ot on HReverse Slde)




RECEIVED e .
Distriot Health SFLdANo. 8. |

District Filo Number________________ .
Dote Filed 10 15 «é?.
Y

STATEMENT BY LICENSED EMBALMER
I hereby certify that the body whose name is recorded on t.hi-. reverse side of this certificate was embalmed by me, or by — ...

O

~ Student Embalmer No.

oy ) Licensed Embalmer Nn//4/ Z. ?
. ) P. O Addresstl ﬁ /w

(Failure to comply with

working under my personal supervision,

Student c.eeeacnssunssvosersoanasrnsrannans
Student Embalmer

"~ Note: - The above MUST BE SIGNED BY THB LICENSED EMBALMER in his OWN HANDWRI
the above constitutes grounds for revocation of license.)
If this body is not embalmed, fact should be so stated above.




