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WRITE. PLATNLY—(USIN’.G UNFADING BLACK INE-—MAKE A PERMANENT RECORD

THE DIVISION OF HEALTH OF MISSOURI

BIRTH NO.

~ FLED APR 20 1950 sTANDARD CERTIFICATE %F DEATH
REG. DIST. NO. i—n IIARY REG. DIST. NO. %Rcammr:h’n 4)

State File Nog.g.(’i@.

I PLACE OF DEATH 2. USUAL RESIDENCE (Where decexsed lived. 1f idstitction: resldencs before
. H . adinision),
s COUNTY 1y U iass . * WS souri - CONTYDaviess ==
b. CITY {1t sutoide corpurats lmita, writs RURAL sad give <. I?ENSI;T.. OF c. CITY {If ousside sorporate limita, write RUBAL and give township) 0.?1 174
ip! { Hl|
TouN Gallatin romhle eS| town Washington Twp.Rural 0
d. FULL NAME OF {1f not ia hospital or insticution, dive strevt addross of Joeation) d. STREET {If rural, glve location)
HOSPITAL OR ADDRESS
nstitunioN Adams Nursing Home
3. DNE%IEESOE'E 8. {Flrst) b. (Middle) ¢. {Last) 4, DSIE (Month) (Day) (Yﬂ:)
(Tyseor Pty VO ONA - Prindle oeaw March 9 1949
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, - | 8. DATE OF BIRTH 186 9. AGE (In years| & R 1 riar | o uwoen b s
I \ . DIVORCED (Spacify) Last birthdaz) Honth' Days | Hours | Mio,
emale white W P S5th December 79 M |

10a. USUAL OCCUPATION (Give kind of work- | 10b. KIND OF BUSINESS Og_ril-{if

11. BIRTHPLACE (Btats or forelgn sountry}

12_CITiZEN OF WHAT
COUNTRY7

done during most of workiag Ufe, sven if retired)
Housewife = Home Daviess “ounty S
13a. FATHER'S NAME 13b. MOTHER'S MALIDEN NAME 14. NAME OF HUSBAND OR WIFE
Francis Smith l1Cargline Sm Jasper Prindle
i5. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFOCRMANT" S SlﬂiATURE OR NAME ADDRESS
(Yes. bo, or unkoown) |. (If yes, mive war or dates of sarvics) NO
no no none Denzil Pringdle foffey

18, CAUSE OF DEATH MEDICA!. CERTIFICATION INTERVAL BETWEEN

1. DISEASE OR CONDITION i . NSET AND DEATH
fl::‘;;r"?g"(g:":‘;’;'(’g DIRECTLY LEADING TO DEATH(g) ‘Acute Gongestiv: ieart Failure i) aays

ANTECEDENT CAUSES

*This does not mean y

the mode of dying, ruch | Morbid conditions, §f any, giring DVE TO (,,, Cardio Vascular Renal Dlseabe several
o heart fallure, asthenia, | rise to the abooe cause (o} stating - years
de. It means the dis. the underlying cause laat, ;
eaxe, infury, or complica- i DUE TO (o}
tion which caused death. | 11, OTHER SIGNIFICANT CONDITIONS -

" Conditions contributing to the death but not

relaled £o the disease or condition cauring death. P /
19a, DATE OF OPERA- | 19b. MAJOR FINDINGS OF QPERATION 2, AUTQPSY?

TION .
. ves G wo [
2ia. ACCIDENT {Bpacify) 216, PLACEOF INJURY (og..norabout | 21c. (CITY, TOWN, OR TOWNSHIP) . (COUNTY) (STATE)
SUICIDE ’ boma, farm, {astory, strest, offios bidg., e20.) - .
HOMICIDE o
21d. TIME (Moath) {(Day) (Year) (Hour) 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR? -
WHILEAT [ NOT WHILE
INJURY m. | woRrK AT WORK

2. I hereby certify that I atiended,t
alive on thMar c}ib , and {hat death occurrB at L AM D

deceased from F_‘eb_r'.28_

19_I-L9 to -9—Mﬁﬁﬂh 191.],9_ that I last saw the deceased

., Jrom the causes and on the dale slated above.

= e s Ny,

27K,

R s ST

2kd. LOCATION (Olty o
//; 3/1 jﬂ

unty)

(Btnte) !

2 BURIAL LREMA- | 205, DATE 2. NAME OF CEMETERY OR CREMATORY
f Boedly) | | N .

Buris) /.BPE 71 M.- AN M

DATE REC'D BY LOCAL

|7

REG.
AT A2

25. FUMERAL DIRECTOR'S SIGNATURE AbDRE 93
é@@w«'@ pas

REGISTRAR S SIGNATUW
'7 {Licensed Embalmer’s S

tatemetst on Reverse Side)




APR20M9SO

LTS
1S
1=
IS
has)

~ ) - 1 7 l“a }
. . D’STR}CT Q_ e C..
HEALTH OFFige
.;Amnon 0.

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,

. - 5 ctevesassasastranns revasee
working under my personal supervision. tudent Emazimer No

Signed ,MWJL
Signede.suiasses ..S.tu;!;;.t.E;nl-:;;r.na'r.“'.-“‘"” . . Licensed Embalmcr No 16’9‘ 7

P. O, Addrcss-@-

' 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 embalined, fact should be so stated abave. . R AT S Lple-©




