UNFADING BLACK INE—MAEKE A PERMANENT RECORD

WRITE PLAINLY—USING

L]

THE DIVISION OF HEALTH OF MISSOURI

'54300

. Enter only oneceuse per

Iine for {a}, {b), and (c)- DIRECTLY LEAD

M, 1AL CERTIFICATLION W
1. DISEASE OR CONDITION : N
ING TO DEATH® (5

. No.300
to:20 ALED NOV 4 1949 ~ STANDARD CERTIFICATE OF DEATH Stte Fite N .
56 -BIRTH NO. REG. DISY. NO, _Lﬁ_?nl"m? REG. DIST. 'o:jz—?fffzgufrar;h'n ’ﬂ
] i. PLACE OF DEATH 2. USUAL RESIDENCE (Whers d d lived. If institution: resid before
) a, COUNTY a. STATE b, COUNTY * aduwinion).
_3 lewis Missouri Lewis =4
b. CITY (I cutsids corporate limite, write RURAL snd rive ¢. LENGTH OF ¢. CITY (If outaide corporate limits, write RURAL anJ give townahin) - .._J
OR townabip)| STAY (in this place) OR
TOWN  L.a Belle b TOWN  1a Belle, 4
d. FULL NAME OF (If not in hospital or inatitation. give streat addross or loeation) d. STREET (If rursl, give loaatlon) «
HOSPITAL OR ADDRESS
INSTITUTION Life
3. gE%%IE\S%F a. {First) b. (Middle) ¢. {Last) 4. DA}'E (Menth) (Day) (Yean)
{Typeor Print)  Rholaen Henderson DEATH Qect. 22, 1949
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (In years| I UNDER | YEAR | ™ ONDER u urs.
0 WIDOWED, DIVORCED (8pecify) last blrthdaz) mm.l Dare | Hours | Min,
_Maje flhite | Merried Qct. 18, 1868 83 |
.10a. USUAL OCCUPATION (Give kindof work | 10b. KIND OF BUSINESS OR _IN- | 11. BIRTHPLACE (Stats or forelgn oountry) 12. CITIZEN OF WHAT
done during most of working life, aven Uf retired) !/  DUSTRY TRY?
Farmer Farming Adams County NCEY- W
t3a. FATHER'S NAME 1356, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Harry Hondersen Sarah Henderson Martha laorearet Handerson
iS5, WAS DECEASED EVER IN'U.5. ARMED FORCES? 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yea, 8o, or unkoown) | (If yes, xive war or dates of service} NO.
—-—— ————— ~——- Martha Margeret Henderson L& Belle,Mo.
INTERVAL, BETWEEN
18. CAUSE OF DEATH ONSET AND DEATH

*This does not medn ANTECEDENT CAUSES

the mode of dying, such
of heart failure, asthenia,
ee. It means the dis-

Morbid conditions, if ang, giving DUE TO (B)
rise to the above catse (o) staling
the underiying cause last.

4214

24a. BURIAL, CREMA-

24b. DATE
TION, REMOVAL (Bpedify) !
Burisal

24c. NAME OF CEMETERY"OR CREMATOHY

DATE REC'D BY LOCAL

| g et 57

l Z

case, infury, or 24 DUE TO (c) : . . 4'._"‘.—"-
tion which caused deah. | 11. OTHER SIGNIFICANT CONDITIONS (4o e R W e
i Conditions contiibuting 1o the death but mot L . SO
. related to the disease or condition cauring death.
19a. DATE OF OP'IEIROJN 19b. MAJOR FINDINGS OF OPERATION 4 ZI).JAUTOPSYT
ves [ wo [B"
2ta, ACCIDENT {8pecily) 21b. PLACEOF INJURY (e.x..inorsbout | 2fc. (CITY, TOWN. OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE . homa, farm, lactary, street, office bldg. exc.) .
HOMICIDE t ;
214. TIME (Month)  (Day) (Year) (Houn | 2le. INJURY OCCURRED | 2. HOW DID INJURY OCCUR?
OF WHILEAT ] NOT WHILE
INJURY WORK ATwork-L- | —
Vel >
22, [ hereby certify that I atlended the deceased from _%_, 19.';& lo M_, 19 " that I last saw the deceased
1 , 19_f and that death occurred’al A'_M m., from the causes and on the date stated above.
L -(Degroe or gitle) | 23b. ADDRESS DATE SIGNED
T ( — b
Gt O02be, 2O

24d. LOCATION (City, town, of county)- /

Qct.24, 1949 Mendon, Cemeteryh Mendon Illinois:
REGISTRAR'S SIGN#A 51 GNATU ADDRESS

Frres Y




RECEWED: 00T 7 ; gao
District Health Officer No. 10

_ District File Namber__.0 -3 T8
- - Dote Filed 0CT 3 _; 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, or by

-, Student Embalmer No.

V Licensed Embaimer

working under my personal supervision.

Signed

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



