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NLY—=USING UNFADING BLACK INE—MAKE A PERMANENT RECOR 3 \\ .

WRITE; PLAL

ALED DEC 11 1943

BIRTH NO.

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. OIST. wo. | {p ‘;{ PRIMARY REG. DIST. M.Mkegmmr'sm

'i'?WF
A LL b

State File No...

1. PLACE OF DEATH Z. USUAL RESIDENCE (Where 4 d Uvad. If instituth id balore
a. COUNTY a. STATE b, COUNT. wilininaton).
Johnson Miggouri Jo hnsen iad i
b. CITY (1f outeide corpurate limite, wrtte RURAL acd sive ¢. LENGTH OF [| e. CITY (1f auwide corporase litite, write RURAL and give towaship) _
townahip)| STAY (in this place OR 7
TSN Warrenshurg yrae . TOWN v
. FULL NAME OF (1f not in hn-nh-.l or institution, give streot address or location) d. STREET (I rural, give locatlon) '7
HOSPITAL OR ADDRESS :
INSTIUTION 215 Broad St. 315 Broad St D
3. éﬂs%héﬁs%% 8. (First) b. (Middie} e, (Last} I 4 931-5 (Month)  (Day)  (Year)
(Twpeor Print)  (GeOTEE Logan Walker pEAtH . Nov,29 1949
5. SEX & COLOR OR RACE | 7. MI.?)%R\"E'ED NEVCE’ECPEI?FR]ED 8. DATE OF BIRTH 9, :.Gar&n yc;nn ;: uﬁ ) YEAR | 7 oxoEn uonm.
. {Bpecify) t day, on D Hours | Min.
Male /7| White Yarried July 7 1871 78 | 38 |
102, USUAL OCCUPATION (Cive kind of work 10b. KIND OF BUSINESS OR IN- | 1). BIRTHPLACE (Btats or forelgn sountry) 12. CITIZEN OF WHAT
done during most of working iifa, sven if retired) . DUSTRY - /0 COUNTRY?
Retired Rural Mail Carrier Eldon Missouri e S
ilaa. FATHER'S NAME 13b, MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
en__________ ! Fannie B, Walker
15. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17, INFORMANT' S SIGNATURE OR NAME ADDRESS
{Yea,no,or unknowa) | (If yea, rive war nrd-l- of servics) NO.
0 no Fannie B.Walker Warrensburg Mo,

. Enter only onecause per

18, CAUSE OF DEATH
line for (a}, (b}, and (c}

*This does not mean
the mode of dying, tuch
o heart fallure, asthenia,
ee. It means the dis-

1. DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH* (5)

ANTECEDENT CAUSES

Mortid conditiona, if any, giring DUE TO (b) 722 PO
. rise to the above cause (a) stating. ., ..

the underlying cause last.

MEDICAL CERTIFICATION

INTERVAL BETWEEN
ONSET AND DEATH

MW 5&:‘

ease, infury, or complica- R [?UE 10 (.c) v
tion which caused death, | [1. OTHER SIGNIFICANT CONDITIONS * ' i . 4
Conditions contributing to the death but not W pZ&g,;m_A— 1% L PO ¥ 1
related to the dizease or condition caueing death.
19a. DATE OF OPERA- | 16b.” MAJOR FINDINGS OF OPERATION * st e oo o 20. AUTOPSY?
TION
. . . . YES D ND-@
21a. ACCIDENT (Bpecity) 21b. PLACEOF INJURY (s.g..Inorabout | 2lc. (CITY, TOWN, OR TOWNSHIF . (COUNTY) (STATE}
SUICIDE boma, farm, factory, stroet, office bldy..o0.} . . PR L . PR
HOMICIDE
21d. TIME (Month}) (Day} (Year) {(Hour) 21s, INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
oF . .. ‘ | wHLEAT MOTWHILE L. iy
INJURY = | work AT WORK S
2.1 hereby certify that I attended the deceased from Fhas, by 19%2 1o Lo A4 1949 , that T last saw the deceased
alive on 19_‘Li and that death occurréd al 53104 m., from the couses and on the date stated above.
23a. SIGNAﬁ , . “(Degree or title} | Z3b, ADDRESS . 2. DATE SIGNED
woa i X - r\ Md, Warrensburg Missouri - 1-29-49
24a. BURIAL, CREMA- | 24b. DATE 24d. LOCATION (Qity, town, or county) -~ -.(State) *

TION. REMOVAL (Speaity)
Bur‘ al

DATE REC'D BY LOCAL
REG.

l 24c, NAME!Q}: CEMETERY OR CREMATORY

13~1-4 . o
| ISTRAR'S SIGNATURE ;ﬂ‘zs FUMERAL DIRECTOR'S SIGMATURE
A

P, -

AbDRESS

 Sweeney Philli ipg Warrg_gsburg_ Mo!

{Licensed

Jet's Statement on Reverse Side)




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 e —

........ . Student Embalwer No.

working under my personal supervision,

STUARNE ooveavnnrassenncnsssesnsansssasanes Signwlﬂg’ EM//M

Student Elbalner
Licensed Embalmer No 3 f 7 5/

P. 0. Ad&mﬂ%wﬁ
y wi

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

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




