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WRITE PLAINLT—USING UNFADING BLACK INK—MAKE A PERM.;LNENT RECORDQ\\_ N

HIED DEC 13 1949

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. DIST. NO, ZI’- 2 PRIMARY REG. DIST. Noém Kegistyar's No.ﬁzl.

State File Noa}?'?:.}z.

160 SOCIAL SECURITY
(If yom, give war or datea of sarvios) NO.

tYu.ﬁ. ot uaktiswn)

- BIRTH NO.
I. PLACE OF DEATH Z USUALL RESIDENCE (Where decossed lived. If Lnatitusi ; before
. COUNTY . STATE adunieion).
: Jagper : Missourl " ““Y Jagper/ L
b. CITY (I outeide corpurato lmits, write RURAL and give ¢. LENGTH OF {| ¢ CITY (f outside eorporate lisita, write BURAL and give township) \|[_/
SBy 1 " towashic) i‘gff SE 0 " - /
Town "Rural' Preston . e » TowN HRural Preston -
d. FH&JE_,.P:{_I{\A{EOORF (If not in hoapital or institution, give streot address or loestion} d.ASJgiéEEEg’S (I! rural, give location) : '9
istitution . Carthage Route #2 : Carthage #2 o~
3'EI;‘E?:,EES°EFI-3 8. (First) b. (Middi? ¢. {Last) 4. DS.I'I-'-E (Mouth)  (Daj)  (Year)
(Typeor ity Ad@ Mary PLUMER vean Dec. U, 1949
5. SEX 6. COLOR OR RACE | 7. MARRIED. NEVERCIESRR[ED, 8. DATE OF BIRTH 9. AGE Ula yean] ¥ wock | oan | v woes o v, _
; {Bpecify) dsy) |Meonthai D X
Female]| | White RS ")] Apra1 18, 187) “78 [ P | oum ) e
10a. USUAL OCGUPATION (Gwekind of work | 10b. KIND OF BUSINESS OR [N- | 11. BIRTHPLACE (Suts or torelen country? 12, CITIZEN OF WHAT
done di of working life, even if retired) DUSTRY D Y7
ousewife None Barthage, Mo, O,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WiFE
Orville Frost Catherine Worman Tommy B. Plummer
i5. WAS DECEASED EVER IN U.S. ARMED FORCES? 7. INFORMANT S SIGNATURE OR NAME ADDRESS

A.M. Frost Rt.#2 Carthage, Mo,

. Enter only onecauso per

|l a= heur!fuﬂure. asthenia,.

18. CAUSE OF DEATH
i. DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH® (5

?ICAL CERTIFICATION
Al AR, ,g(,e,,é'(,q;(

INTERVAL BETWEEN
ONSET AND.DEATH

ALLse

line {or (e), (b), and (c)

*This does mot mean | PNTECEDENT CAUSES

Morbid conditions, if ary, giting DUE TO (b}
rise io the above cause (8} stoting
the uaderlping cause last. -

the mode of dying, such
cie.” It meens the dis- T

case, infury, or complica- BUE TO (°)

1i. OTHER SIGNIFICANT CONDITIONS .

Conditions contribuling to the death but 7ot -
related to the disease or condition causing deat.b

tion which caused death.

Foit )(

19a. DATE OF OPERA- | 15b. MAJOR FINDINGS OF OPERATION . "20. AUTOPSY?
TION
. : YES D NO D
Zla. ACCIDENT (Bpwcify) 21b. PLACEOF INJURY (e.s..inorsbout | 2lc. (CITY. TOWN, OR TOWNSHIP) (COUNTY) (STATE}
SUICIDE - ’ boma, farm, actory, atrest. office bldyg..exa) - N - s
HOMICIDE
21d. TIME . (Monts) (Day) (Yea) (Hour | 2le. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR? T
- OF SR . WHILEAT ] MOT WHILE
INJURY : . WORK AT WORK -

2. 1 hereby certify that I altended the deceased jm%_z_/_h
_alive MM 19¥¥%_ and that deoth oceurred at &5 32xm

19.5%, ko _M. Is,gf that I last saw the deceazed

., Jrom the causes and on the date staled adbove.

| ”“%2 A Sirnen AOBIN

i DRESS DPATE SIGNED
(opr#vce. P sspemni I/

u BURIAL. CREMA- | 24b. DATE 24c. M\\!E OF CEMETERY OR CREMATORY 24d. I.kATION (Olt:r. town, or county) (Sm e) .
}
mhemovat 12-4-1949 -~ = - : | Van Buren, Ind,
REC'D BY L%C.AL REGISTRAR'S SIGNATURE B ? 25. FUNERAL DIRECTOR'S SIGMATURE ADDRE &S
/597 | 3. M4 Ulmer Funeral Home Carthage, Mo.
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F I‘_:J\.'___." /‘z,/‘z_‘#
SLOUCT Qovate Hoslis Dfas
Coway [ it 1, 49_11_949-“'
Do =iy

‘2 -7 2 - %?_A___:-

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalme

me, or by ...

Student Embpl
working under my persona! supervision,

StUDENT vvvercaacncosransnstasasosssssronnn

ene,
Student Embalmer

“¢._Pugh,

Licensed Embalmer No....._. 231 -

Signed....

P, 0. Address__ 0arthage, Mo,

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

H this body: is not emballned, fact should _be o stated al_:ove. - = = > _

a_--




