’ THE DIVISION OF HEALTH OF MISSOURI
. Mo, 300 ;
-2 ALED JAN 9 1950  STANDARD CERTIFICATE OF DEATH e oo 33O
/ 0 BIRTH NO. REG. DIST. NO. _ 3 Lo %7 PRiMARY REG. DIST. mﬁ_-?'_l_. Registrar's Kro..;......é.. ? SR
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where d ad Lived, I institution: residetice before
’ a. COUNTY vlarren a. STATE Mi g SOU.I'i b. COUNTY warren adlmiowion).
b. CITY (If cutolde corpurate limits, writs RURAL and give c. LENGTH OF 2. CITY (1 outide corporats limits, write RURAL sad cive towaahiz) f (r'
OR townahip} ¥ (in thie place) R /2
TowN ~ Warrenton mos,. |- 7o Warrenton A7,
d. FULL NAME OF (If not in hospital or inatitution, glva stieot address or location) d. STREET (1! rursl, give bocation} ’ ﬂ
HOSPITAL OR ADDRESS .
INSTITUTION J
3€IEACHEES%IE a. {Flrst) b. {Mlddic) ¢ (Laat) 4. DATE (Month) (Day) (Yean)#
{mm Print) Arthur Russel Walker oead Dec. 29, 1949
(3| 6. COLOR CR RACE | 7. m&)nomgg, IBIIE‘YERCESR IED, | 8. DATE OF BIRTH 9, x:GE,&'E.";'“ v |Dm " uoER u Kas.
olfy) t ! on sys | Honrs | Min,
male white od /™ | oct, 18, 1878 | 91 | |
10a. USUAL OCCUPATION (Gve kind of work | 10b. KIND OF Busmsss on IN‘ 11. BIRTHPLACE (Btate of foralsn mw) 12, ClTIZENOFWHAT
‘_.._ . _Td c%lﬂ'o g 1ifg, evon if retired) _ — ﬁ
- Liv oker | Live Stock Com. “Cedar Springs, S. , C.
13a. FATHER'S MAME 13b, MOTHER™S MAIDEN NAME 14. NAME OF HUSBANDYOR WIFE
A, P. H. Walker | Annle Loulse Dugglins |Gertrude Saul Walker
I5. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' 5 S| GNATURE OR NAME ADDR

!Y—.m.ruir.aknown) ’ (§f ¥eu, give war or dates of service) 492-20-9é§ MI’S . eI‘tI"llde S Walkel‘ ,WB.I‘I‘ eﬁoon,

8. CAUSE OF DEATH MERICAL CERTIFICATION INTERVAL BETWEEN
causeper | 1. DISEASE OR CONDITION o é: o ND DEATH
- Enter only 620csUse et [ 'y pECTT Y LEADING TO DEATH® (g 2/

line for (o), (b}, nad (c)

*This does mot mean | ANTECEDENT CAUSES [941 " M - VM—V
mﬁ' m ,

the mode of dying, such | Norbid conditions, if any, gioing DUE TO (b) k

a# heart failure, asthenia, | Tise to the above cause (o) stating { A - -

ctc. It means the dis. | the underlying couse lost. i Lo ‘
. DUE TO L z ’

care, injury, or complica-

tion which caused death, | 1). OTHER SIGNIFICANT CONDITIONS . 'y [ e
Conditions contriduting o the dealh but not ) % M
related Lo the disease or condition causing death. hd

WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORI@

19a. DATE OF OP'FE)APi 13b. MAJOR FINDINGS OF OPERATION 0 - / 20, AUTOPSY?
. . ves [ wo [
21a, ACCIDERT (Bpacity) 21b. PLACE OF INJURY te.s..lnorabout | 21¢. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE, bome, {arm. fadtory, sireat. office bldg., ete.}
HOMICIDE
21a. TIME (Monsks) {Day) {Year) - (Hour 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCIUFH
WHILEAT [~ NOT WHILE
INJURY WORK AT WORK .
2. I hereby certify that I aliended {he deceased from #Q._L_ IDZZ lo _2._12_ 19& that I last saw the decensed
aliveon L2249  19.L[ , and that death occurred gl L0 X8 pm., from the causes and on the date stated above.
Zia. SIGNATURE . (Degree iue)\) BZjDRES : 3. DATE SIGNED
4. Lo A gt Do /2305
%ao.NB(U RIAL, CREMA. | 24b. DATE z4c NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Oity, town, of county) (5o
s 4 - R
Lgmtn | ) 080 PresrialTask Oorit |t loneio Cocnds . JHo
DATE RF.C'D By LOCAL REGISTRAR'S SIGNATU ..F’.g 25 FUMERAL DIRECTOR'S S1GNATURE "aopReds
/2_ "‘__31 - A)Lq g‘?‘—p\_ F.W. Nieb g & Co. ,Warrenton, MO.

l:tru:ﬂ:m:d Embalmer. Statemear on Reverse Side) |




Joqunpy ofi4 PsI]

‘G ON 480110 YuIZ 1o181g
o5 u yyr G3IAI3T3Y

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, o1 by oo,

............... - ey Student Embalmer No.
working under my personal supervision. ’

Student ...caveanans P R R T L
Student Embalmer

P, O. Address M,hm.- ......

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.)

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



