5. No.300

v,

<
-~
L

10.48

-—

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

FILED JAN 25

1250

THE DIVISON OF HEALTH OF MISSOUR!

STANDARD CERTIFICATE OF DEATH

state Fite oo JEILSD ...

: X Lt - _ 346 l
BIRTH NO. o REG. DIST. MO, PRIMARY REG. DIST. NO. . Registrar's No....ob.
1. PLACE OF DEATH Tl 2. USUAL. RESIDENCE (Whars ¢ d lived. If inetd resid before
a. COUNTY N e»wton a. STATE }'ﬂi Ss cur 1 b. COUNTY N ew tonldmhim)
b. CITY Of outsids \ . LENGTH OF . CITY (If ouueide limits, .j 4.
0 ou! eorpurste qu write B.VR.:“: Mud":.hlp] %TAY (o b ploce) [ OR {! sorporats . ta, write BURAL and dv_o townahip) {U /
TOWN Siella, Wo. S days TOWN Neosho, o
d. FULL NAME OF (If wot ia hoapital or I ion, give streat add or location) d. STREET . {1 rural, xive location)
HOSPITAL N ADDRESS .
INSTITUTION  Cardwell Hospital 1013 N Colledge
3. BIE%ME %FD a. (First) b. (Middle) . (Last) ‘ 1 Dé-l!:-g (Monthy  (Day)  (Yesr)
(Typeor Prine) 1 B0OI Henrvy Collier DEATH Jall. 13 50
5 SEX 6. COLOR OR RACE | 7. #iAD%FE‘\IIIEEB g]E\\:’gECINEIBRRIED. 8. DATE OF BIRTH 9.:'?E (In .n).n = u::: | TEAR | W teoER u NS
. (Bpacity} : o Days | Hours | Min
Male V| White Widowed  N..Dec. 12 1869 o | |
10a. USUAL OCCUPATION (Givekind of work- | 10b. KIND OF BUSINESS OI?EN- 11. BIRTHPLACE (Bute or foreign sountry) 12 CITIZEN OF WHAT
dorw during most of working Ufe, aven if retired) DUSTRY O 1
f Farming Seligman Migsouri WA
ilaa. FATHER' S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Marion Collier ¥ 2Ura Deceased)
I5. WAS DECEASED EVER IN U,S.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS .
(Yos. no.or unknown} | (If yes, give war or datas of servies) NO. -F
No o No Ralph TYete Coliier Neosho, Mo.
18. CAUSE OF DEATH C MERQICAL CERTIFICATION INTERVAL BETWEEN
. Enter anly onecewseper | 1. DISEASE OR CONDITION _ ) ONSET AND DEATH
line for {s), (b), and {c) DIRECTLY LEADING TO DEATH! (a) O
«7his doct 1ot mean | ANTECEDENT CAUSES
the tmode of dying, such | Aforbid conditions, if ony, giring DUE TO (b)
ot beart faflure, asthenia, .| Tise 10 the abore cause (a) stating. . B R
ete. It meama the dis- | A€ underlying couar last.
case, Infury, of compli i DUE TO (c)
tion which caused degih. | 11. OTHER SIGNIFICANT CONDITIONS g
Comditions contributing to the death but mot . 3) X
related to the disease or condition causing death. -
19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION L - . 20, AUTOPSY?
TION
B . - - . - ves [ wo []
ACCID| (Bpecity) 21b. PLACEOF INJURY (ss..Ib orabout | 216, (CITY, TOWN, OR TOWNSHIP) {COUNTY) (STATE)
SUICIDE horaa, farm, tactory, sureet, offion bldy., sve.) v
HOMICIDE
21d. TIME- (Month) (Day) (Year) (Hour) 21s. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
WHILEAT ] NOT WHILE
INJURY WORK AT WORK

alive on

, 1

2. I hereby certify that T attended the deceased from

, 1828 SD to _ui 19:\7), that 1 last saw the deceased
, and that death occurred at 1_.(1_5.._ m., from the causes and on the date siated above.

T el

(Dema o’mme)

-

ey

23c. DATE SIGNED

2208 /=480

24a, BURIAL, CREMA-
TION REMOVALM)

Burial V

. DATE

1/15/50

| 24c.

NAME OF CEMETERY OR CREMATORY
Macedonia Cem

24d. LOCATION (Olty, town, or county)

(Btate)«

Stell Mo .

REGISTRAR'S SIGNATURE

3L
0

. FUNERAL DIRECTOR'S BIGHA




RECEIVED QMZZ &, /%»Z% oy

Distriet Haslth Offinei/§0‘= A
Digtrict Pile Bumb -rgé:-gsn' Arnmnn
JAN 2450 _,;z;

Date Flled

ARRRIERA

|
f

STATEMENT BY LICENSED EMBALMER

hereby certify that the.body whose name/is recorded on the reverse side of this certificate was embalmed by me, or by e oo rrens
Student Embalamer Io.jp .

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.




