5. No.300
v, 10.48

D‘]""' l

THE DIVISION OF HEALTH OF MISSOURI . 1903

'BIRTH NO. REG. DIST. NO. _2_5_3_-__ PRIMARY n:é. DIST. uo._é&i_ Registrar's No 12..
1. PLACE OF DEATH N 2. USUAL RESIDENCE (Where dacossed livod. I institution: residence before
8. COUNTY . . STATE b, COUNTY, - asdinimlon],
Nodaway : Missouri Rodaway "
b. Ccl;{R'Y v {1 oum'id. corpurate limita, wtita RURAL “du:“::-hip) %TAEI‘E’:EE: nl?c’:) <. ng (H gutaide corporate limits, w:-iu BRURAL acd give townehip) (fv 7%5
Town  Maryville 5 yrs. TOWN Maryville - rural
d. FULL NAME OF (If not is hospital or institution, give streat address or location}? d. STREET (LI rural, give locatlon)
HOSPITAL OR ADDRESS
INSTITUTION Family home 1l mile north
3. :I;E‘éhéi scl,zr't.) a. (F lrsli . ],J' ('Midtfle) [ (Lasii) 4. DS'II:'E (Month) (Day) (Yean
{ Type or Print) WILLIAM MELVIN ATHERTON DEATH 1 l2 50
5. SEX 0 6. COLOR OR RACE | 7. M;\D%%!,ED. g%gcgsngifn, 8. DATE OF BIRTH 9. If\.GE b&e)m n': u::n .nfm F UNDER U HRS.
. { ify) 3 ¥, ot ays | H Min.
Male White arcied o o/16/91 l ]
10a. USUAL OCCUPATION (Ghekind of work | 10b, KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (State or forelan sovatry) 12, CIT)ZEN OF WHAT
g)ﬁdurin;m of workige Ufe, wven if ratired) CTY - COUNTRY?
oe Hepalrman belf—employe Elmo, Missouri - Us
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
William Martin Atherton Catherine Colvin ANITA MANN ATEERTON
IS, WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY 17. INFORMANT 5 SIGNATURE OR NAME . ADDRESS
(Yes, no, orunknown) | (I{ yes, give war or datea of urviuu) NO.
Yes 1915-1918 ST cMes. W. M. Atherton, Maryville,lo.
18, CAUSE OF DEATH i MEDICAL CERTI_FICATION lNTgRV:l&g%FE\:ETiN
I. DISEASE OR CONDITION g " '
Eﬁﬁf"&’ﬁ% DIRECTLY LEADING TO DEATH® (g - : _ ﬂ AL

*This does mol mean ANTECEDENT CAUSES

the made of dping, such | Morbid conditions, if any, giuing DUE TO (b) ~CA£3-£A=Vv-7 QA&M—M{B _J&ﬁ&
as heart fallure, asthenio, | Tite fo the above cause (a) wating ]

ele: It meana the dise the underlying couse last. R -

ease, infjury, or complica- DUE TO ©)
tion which eaused death. | 11. OTHER SIGNIFICANT CONDITIONS . . .l LT
Conditions contributing to the death but not - - ‘ é)
related to the disease or condition causing death. 2 /
19a. DATE OF -OPERA- | 150, MAJOR FINDINGS OF OPERATION . v o . . - {f20. AUTOPSY?
TION
) ~— . ves L] wo [
‘21a. ACCIDENT (Becity} 21b. PLACE OF INJURY (o.g..fn ocebount | 21c. (CITY, TOWN, OR TOWNSHIF) (COUNTY) ) (STATE)
SUICIDE hoose, larm, lustory, sirest, office blde.. w0} . . , . .
HOMICIDE ' - i . v
21d. TIME {Month) (Day) (Year) (Hour} 2le, INJURY OCCURRED |-21f, HOW DID lN.IURY'OCCUR?
' WHILE AT NOT WHILE ;
INJURY. WORK AT WORK N

2. I hereby certify that I altended the deceased from _Qyz:gl_ 1950, to —_J an, 12 19 50 that T lasgt saw the deceased
alive on Apmﬂ__ 19_2_0 ond tho! death oceurred at 11: 4541., from the causes and on the date slated above.

WRITE PLAINLY—USING' UNFADING BLACK INK—MAKE A PERMANENT RECORD

23. SIGNATURE {Degres or m.lcv 23b. ADDRESS 2. DATE SIGNED
-4 WMW—-C/\ M. D.. Maryville, #¥issour] -t 459
%?O le:;gml A\}. ((;: 24b, DATE [ 24¢, NAME OF CEMEI'ERY OR CREMATORY 24d. LOCATION (Qity, town, or county) {State)
' J 3 o) : ) .
Buriat 1/14/50 Aspland St. Joseph, Missouri
DATE REC'D BY L%.':EﬁéL REG! AR'S SIGNATURE ? 25&0" ERAL DIRECTOR™ S S1GMATURE ﬁbDREas
)-2)-8v 4&.«: / M@?W%ﬂmoﬂarynlle, Lo.

(Licensed Embalmtr':\—suumm on Reverse Side)




g AN 30 1a%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, 0f Yoo oecooereemnes

................................. RBERT. 'é— g@ «t TER . Student Embslmer No. 5 o

working under my persona! supervision.

Student Embalmer
- ” . (/ Licenzed Embalmer No. /7L°2' f/

P. O. Address_ L2 VAU D ?%' ......... .

Note: The above '\{UST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRI
the above constitutes grounds for revocation of license.)

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

. (Failure to comply with




