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WRITE PLAINLY—USING TINFADING BLACK INK—MAKE A PERMANENT RECORD

FLED NOV 21 1949
BLRTH no._ZgL— REG. DIST.

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTlFé

PRIMARY REG. DIST., w0,

TEOFDEATH grrier SOORD
M Rtgutrcr.an 4’3

I. PLACE OF DEATH

WY QO HRISTI AN

2. USUAL RESIDENCE (Whers detossed lived. 1If instituticn: residence befors
a. STATE b. COUNTY admisioal.
MiSSou R

CHRISTIAN 24

b. CITY «f outside corporats mits, writa RURAL and give csr I;FNGTH nl?F c. CITY (If cutside corporats limits, write RURAL and give townshipl .
township} {in this place) Pe] . F
CToWN  OZARK "|76 0aYs TOWN  CRUFAL” L EAD H/LL <«
. FULL NAME OF {If not in hoapital ar lnstitutlon, give sirest address or locathon) d. STREET (H ronl; gve location) : d
HOSPITAL OR ADDRESS - . -
INSTITUTION HAGU € oo D HoS PiTAL CHADwWiCK HRowTE 2
3 NAME OF 8. (First) b (Miadle) o. (Last) 4. DATE (Month)  (Day)  (Year)
(Typeor Printy BEN JAMIN VONE CAsSeN A Wy, & 19449
5, SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9, AGE (In yearm| & UNDER 1 vm O UNOER M KBS,
0 WIDOWED, DIVORCED (Bpacify} - Laat birthday) umu. l Houm | Min.
maLe W ITE 4 R RLED Rb Jury 1876 73 J o |
10a, USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR IN- | 11, BIRTHPLACE (Siste or forelgn country) 12, CITIZEN OF WHAT
dope during most of working l1fa, sven if retired) DUSTRY COUNTRY?
FARmMm e — M1 SSoa Rl D L. S. A

13b. MOTHER'S MAIDEN

NANCY Avw

132, FATHER'S NAME

WiLiiAm CoitomBas CASey]|

i5. WAS DECEASED EVER IN U.5. ARMED FORCES?

(Yen, 00, or unknown) | (If yes. xlve war or dates of service)

16. SOCIAL SECURITY
NO.

NAME 14. NAME OF HUSBAND OR WIFE

WALt . | SARAH ELLEN KOBEAT S, CASEy
7. INFORMANT 'S SIGNATURE OR NAME  ADDRESS .

line for (8}, (b}, and (c) DIRECTLY LEADING TO DEATH* (5

«7his does mot mean | ANTECEDENT CAUSES

o — NONE Mz?( Gﬂﬁowzc A O,
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
. Enter only onecauseper | |. DISEASE OR CONDITION ONSET AND DEATH

S

{he mode of dying, such
a# heart fallure, asthenia,
elc. It meana the dis-
case, infury, or plica-

Morbid conditions, if any, gising DUE TO (b)
rise to the above cause (a} stating
the underlying couse lasl.

DUE TO (¢)

tion which causred death.

15. OTHER SIGNIFICANT CONDITIONS

R

M:mummmmmwmmmw ,i 5”3-.0
related to the diseate o7 AL
19a. DATE OF OPERA- | 190, MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
TION
_ _ . ves 1 wo [4—
21a, ACCIDENT {Bpecity) Z1b. PLACE OF INJURY (s.g..incrabeat | 2lc. (CITY, TOWN. OR TOWNSHIP} (COUNTY) (STATE)
SUICIDE homa, farm. {actory, strest, offics bldg..ete.)
HOMICIDE
214. TIME {Moath) (Day), (Year) {(Hoar) 2te. INJURY OCCURRED | 2it. HOW DID INJURY OCCUR?
WHILEAT [ NOT WHILE
INJURY = | “woRrK AT WORK

2. 1 hereby certify ¢ that T allended the deceased from 39 (S 13, F, 10 2" VNU- 19 %9 that I last saw the deceased

alive on

5 Wans 19. %9 and that death occurred at _,L__,z;er.\

, from the causes and on the date stated above.

25, SIGNATUR

{Degres or title)

J?Jb ADDRESS

sher, VL DL

O unkh | e

Co-

' Bc. DATE SIGNED

7%9“?

%HONBHE‘H 3\1':\!. EM 24, DATE w 24c. NAME OF CEMETERY OR CREMATORY {_A 244. LOCATION (City, town, or county) {5tate)-
(Bpecity)
_ Bugiae | M- 7-19¢2 CARISTIAY CO. mrsSoakr

REC'D BY LOCAL

7

oLp 5053@4/ Cencreen

DI NECZOII 8 81 GHA;;R!

" ADDREAS

CLEveERrR, pio.




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, of by — o]

.............. , Student Eabalmer No. 3—4“16—-‘

working under my persona! supervision.

Student Embaimer
Licenzed Embalmer No. 4[‘3 79

P. O. Address_%ﬂ,_&{;_._«.wmm_

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply wit
the above constitutes grounds for revocation of license.}

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




