No. 300 THE DIVISION OF HEALTH OF MISSOUR! . - E _“-. -
. FIFBDEC 1 1949  STANDARD CERTIFICATE OF DEATH state Fite o A3OL OO

10.48
v s
BIRTH NO. REG. DIST. MO, L____ priuary aeg. o1sT. w0. 30 00  kegistrars Na_.3‘t‘f__,
/ I. PLACE OF DEATH 1. 2. USUAL RESIDENCE (Where decoxssd lived. If institution: resilencs before
a. COUNTY - | e sTATE b. COUNTY ad:aimign]
., ) Adair S I1linois - Rock Islan
b. CITY (I outaids corpurate limits, write RURAL and give ¢. LENGTH OF ¢. CITY (If outaide carparste limits. write RURAL and give townahip) 7 i
] OR . . townabip) | STAY (in this place)|| o] .
owh Kirksville /) 0O davs TOW  Milan Y
d. FH%%PN'?NI‘_E ORF (1f not in hoapltal or institution, give streot address or locatlon) dA?JTSREEESI:S (If runst, give location) . >
INSTITUTION . T.aughlin Hospital 1;]_»_2_]15-: Lih, Avenue =
3. NAME OF 8. (First) b. (Middle) ¢. {Last) 4. DATE {Month} (Day)
DECEASED — oF ¥ ear)
{ Type o7 Print) Ethel Kerns & oAy Nov. 25, 1 (ﬁ'9
5. SEX 6. COLOR OR RACE | 7. M%%%Ea gFVEchBR?EEg S 8. DATE OF BIRTH 9. :.Gmr;;n o wae .[;.m ¥ UNDER 4 s,
] {l it €.} Hours
Female| White Married ™/ | June 29, 1900' Tl bl
102. USUAL OCCUPATION (Give kind ot work | 10b. KIND OF BUSINESS OR IN- | 11. BERTHPLACE (Stats ot forelgn uwnwl 12_ CITIZEN OF WHAT
done during most of working life, sven if ratired) R DUSTRY " . . a COUNTRY?
Housewife .- Hannibal , Missouri U,S,A,
138. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR W|FE
James H. Carrico | Mary Frances Epperson] Archie Kerns
IS. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY 17. INFORMANT'S SIGNATURE OR NAME ﬁnnsss
| TRy renteem™ | 1y v mar or dasen ofrvion) ‘ Mrs. Mary Burton, Hannlbal

18. CAUSE OF DEATH EDICAL CE IFICATIO lg'r gErE\:EEN

| Enter only onecauseper | I DISEASE OR CONDITION Fﬂ é Q DEATH

Jine for (=), (b, and oy | PIRECTLY LEADING TO DEATH® (5 €
——— . S
“This docs not mean | ANTECEDENT CAUSES W :g 7 g ‘ i ?

the mode of dying, such | Morbid conditions, if any, giring DUE TO (b}
s heart fallure, osthenda, | rise to the above cause (a) stating
e, It means the dls. | the underlying cause last

case, injury, or complica- " DUE TO (¢} s
tion which coused death. | 1. OTHER SIGNIFICANT CONDITIONS W .
Conditions contribuling to the death bul ol 9}}1
related to the diseare or condition cetting death. - )
192, DATE OF OPFE;; 19b, MAJOR FINDINGS OF OPERATION . . . LN R . o) 20 AUTOPSY?
— T . | vs[ ] wo
21a. ACCIDENT " (Bpecty) 210, PLACEOF INJURY (a4..inorsbout | 2t¢. (CITY, TOWN, OR TOWNSHIF} (COUNTY) STAT 7
homs, farm, fsstory. street, olies bldg..m0.) L .
HOMICIDE — , .
21d. TIME (Month) (Day) (Year) (Hour) 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
m..lolf WHILEAT[ ] NOT WHILE - /
RY . WORK . _ .-
2. I hereby csrhfy that f attmded the deceased fromldv 5 - 19 ! !oM I?fé_f,. that I last saw the deceased
alive on ,Aand that death occurred a “A'm., from the causes and on the date stated above.
2. SIGN A'rl.% % Wor title) \%yom!ss Zc. DATE SIGNED
M )Zo [~ 255
BURJAL, CREMA- | 24b, DATE | 24c. NAME OF CEMETERY' OR CREMATORY | 24d. Locﬂnou (Oity, town, or county) .(State)

"ﬁemovafﬂ’ 11/25/49 Hannibal Missour'i' Haiinibal, Missouri

DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE AL DIRECTOR® S EIGNATYURE ~ ADDRESS )
11=2.5-4% | { &Q fhnﬂ‘r&m b X 2 Kirksville, Mo

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

(Licensed Embalmer's Staternent on Reverse Side) ey
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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, 0f byumeimeicean

........ Student E-b-l-oi' No.
working under my persona! supervision,

Student ----.-......--.- ...................
Student Embaimar

Licenzed Embaimer No...:_ 4432

P. O. Address K!i.I‘kSVille, Mo,
Note: The sbave MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply wit
the sbove constitutes grounds for revocation of license.) '
H this body is not ecmbalmed, fact should be so stated above.

"},.




