THE DIVISION OF HEALTH OF MISSOUR! 403‘)0

o | FIEDDEC 29 1845  STANDARD CERTIFICATE OF DEATH  cyate File o
) |!eirTH Moo Res. DiST. W0, AT pRIMARY REG. DIST. Wo. __B00 T R.,,,gm..v; 4442/
/jL 1. PLACE OF DEATH Z. USUAL RESIDENCE (Whers deceassd lived. If loatitoion: residonce before

. COUNTY . STATE : ) 3 iniwvion).
: Butlar : Missouri b CONTY Stoddard ;"5
b. CITY (f catside corpurate limits, write RURAL and give c. LENGTH OF || c. CITY (If ouside oorporate limits, write RURAL and give townabip) '

OR township) | STAY (in this place) OR . O‘
TowN Poplar Biuff, Mogs 2 davegl 7Town Puxico, .
d. FULL NAME OF (If not in boapital or Institution, give strect address or location} d. STREET (if rural, give location)
HOSPITAL OR ADDRESS Py
INSTITUTION  Doctors Hospital
3, gE%!gES%% a. (First) b. (Middle) _ ¢, (Last) 4. DATE (Month) (Day) (Year)
(Tupeor Prine)  JOHN LOGAN FMRAH bEAHNO V. 57,1949
5, SEX 6. COLOR OR RACE | 7. M'T)%%EB BF\YS&CP&!SRRIED ) 8. DATE OF BIRTH 5, I:\.GE (In yexof it e 1 YEAR | P UNDER 0 HS,
_— (Bpacity! o B Min
Male Yhite HErried £ |Janw30,1876 " EmEd el
10a. USUAL OCCUPATION (Gwekind ofwork | 10b. KIND OF BUSINESS OR IN- 11. BIRTHPLACE (Btata or forslgo oquntry) 12. CITIZEN OF WHAT
dons & moat of working life, even if retired) UT‘ . N UNTRY]
rayman Cogl & Freight Illinois / . Do de
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME "[14. NAME OF HUSBAND OR WIFE
; Not Known | Not Known Nettie Emrah
15. WAS DECEASED EVER IN U.S5. ARMED FORCES? | 16. SOCIAL SECURITY | 17, INFORMANT'S5 SIGNATURE OR NAME ADDRESS
{Yes.no.orunkoown) | (If yes. mive war or dates of service) NO. . .
No Mrs. Nettie Emrah Puxico,lo.

INTERVAL BETWEEN

18. CAUSE OF DEATH ONSET AND DEATH

| Enter only onecauseper | I. DISEASE OR CONDITION
Jine fot (s), (b), and () | DVRECTLY LEADING TO DEATH® )

“This does ot mean | "“NTECEDENT CAUSES
the mode of dying, such | Morbid conditions, if any, giving DUE TO (8)

as heast fallure, asthenia, |- rise to the above cause (6) tlating - P .

ste. It means the dis- the underlying cause last, Z 3 ﬁ 3

case, injury, or complica- DUE TO () r‘—‘ﬂ“
'

WRITE PLAINLY—USING UNFADING BLACK INE—MAEKE A PERMANENT RECORD

tion tohich coused death. | 11. OTHER SIGNIFICANT CONDITIONS *
" Conditions contributing to the death but not :
related to the diseaae or condition causing death. C, Ww Q—A_J_.ge A_W-k._.u
19a. DATE OF OPERA. | 195, MAJOR FINDINGS OF OPERATION j / 20. AUTOPSY?
TION
. . ves (] wo [

21a, ACCIDENT {Bpecity} 21k, PLACE OF INJURY (o.e..inorabont [ 2Tc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)

SUICIDE botne, latn, fustary, strees, offics bidg.. eta.) Y s o Ty

HOMICIDE \ '-}—ﬁ-ﬁ ]
219. TIME {Month) (Day) (Yan (Houn | 2le. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?

OF . ) WHILEAT [~ NOT WHILE, ‘ .
__ INJURY WORK AT WORK
z. I hereby certify that [ attended the deceased from AQ_L 182, to ZL._Q.Z__ 19.éz that I last saw the deceased

aliveon 20~ 27 — ___, 19 ' and thal death ocenrred ol L-\5D A m., from the causes and on the dale slated above.
23a, W‘E 5? m’ W or title) 23b. ADDRESS I Zc. DATE SIGNED

BURJAL, CREMA- | 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY ?4d. LOCATION (Oity, town, ot county) (Btate)
TIUN REMOV'AL {Bpecify) . :
urial INov,20,19491 Puxico Cemeterv Puxico, : Mo,
DATE REC'D BY LOCAGL REGISTRAR'S SIGNATURE 1} . FY ER‘L DIRECTOR 8 5!1GMATURE - DRESS
REG. .
ollec 3 VP9 S/oer - 4 )| Fllow e 2220~ 9 ams anstics 27

{Licensed Embaimer’s St Side)




V% /-/ 7 ;{{/,
OEC 20 4z
BUTLER COUNTY HEALTH CENTER

POPLAR BLUFF, MISSOURI

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embaimed by me, or by

Student Embalmer Mo,

working under my persona! supervision.

SEUABAT vevearnarsmnesssrrnasssscnnnananens ‘ Slmed‘%&_éé’_mﬂw

Student Embal
: o e : Licenzed Embalm 06/537
P. O. Address ,oc;/{ﬁ/’ » W

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.




