Fitk) JAN 25 1950 - THE DIVISION OF HEALTH OF MISSOURI ' )‘)(,,7
STANDARD CERTIFICATE OF DEATH i riewor i €

g—mmoA(;_ IIEG DIST. WO, S_LL PRIMARY REG. DISY. m._éLé_‘fﬂ.,.'mar';A;. /3

j. PLACE OF DEATH R 2. USUAL RESIDENCE (Where deceased lived. If institution: residence before
, B COUNTY St Fran001s a. STATE hﬂissourl - b COUNT‘St Francg’rsh""

b. CITY (H cutzide corpurats Limits, write RURAL and sive ¢. LENGTH ©F ¢. CITY (If outslde corporate limits, write RURAL and give township) 0 740

R woahip) [ STAY (in this plaes)
Town: Rural, ‘Iron b ST, BN rown Rural, Iron
d. FH(I).SLPr_PANI[EOOF (If oot in hoapital or instisation. give strect pddress or looation) d. A%TgnEEr ' (It raral, give location)
- hNerinens mi. west of Doe Run % mi. west of Doe Run
3DNEACNE|ESOEF6 . a. {First) b. (L_ﬂdd]E) . o, (Last) 4. DATE (Month) (Day) (Yenr)'
{Twpe or Print) George Washington Ely oogH Jan. ] [ 4950
5, SEX 8, COLOR OR RACE | 7. vh\:]ARRIEg. ISF‘YERC’ESRRLED. 8. DATE OF BIRTH 9.:3%:;;;:- L'; m:.n 1 YEa ;ﬁ b oHE.
(Bpecity) . on Min,
male | white WEHSWed ™ o2 IMay 25 1870 79 7 g |
10a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (8tate or torelgn o;mnw) 12 CITIZEN QF WHAT
done during most. of working Life, sven i retired} DUSTRY : . . COUNTRY?
Sec, foreman fo., Pac. R. R. Beach Springs Va. us
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE :,
Columbus Ely | Unknown Salina M. Ely i
1S. WAS DECEASED EVER IN U.S5.ARMED FORCES? | 16. SOCIAL SECURITY | 17. iINFORMANT S SIGNATURE OR NAME ADDRESS
(Yo, no, or unkoowa) | (If yes, give war or dates of service) NQ. . 2
no P Henrj A, Williams,Ironton Mo, Rt.1
. A : L INTERVAL
18. CAUSE OF DEATH ONSET A"m

Enter only onecausper | |, DISEASE OR CONDITION
e for (a), (b, and (o) | IRECTLY LEADING TO DEATH®(q

*This does not mean ANTECEDENT CAUSES

the mode of dying, such | Mortld conditions, if any, giring DUE TO (b)
as heartfailure, aithenda, | rise o the above cause (a} stating

ctc. It means the dis. | the underlying cause last.

ease, infury, or i L DUE TO {c).
tion which caused death. | 1. OTHER SIGNIFICANT CONDITIONS

Cunditions contriduling to the death but ot
related to the disease 07 condition causing de.

SHYs

19a. DATE OF OPFEﬁi 19b. MAJOR FINDINGS OF OPERATION I g e | @ AUTOPSY?T'
! il . : _ ves [ 1o (X1
21a. ACCIDENT (Bpecity) 210, PLACEOF INJURY (o5, lnorsbout | 2fc. (CITY, TOWN, OR TOWNSHIF) - .  (COUNTY) _(STATE)

home, larm, fastory, strest, offioe bldg..eve

SUICIOE
HOMICIDE

2te. INJURY OCCURRED Zlf HOW DID INJUR‘I’ OCCUR?
WHILEAT WHILE

21d. TIME (Month} (Day) (Yest) (Hour)
INJURY

. Iﬂib_, that I last saw the deceased
m., from the cauzes and on the dale staled above.

o m. WORK Ao ]
22, [ hereby r@ f%: I altended the deceased frolmﬁg;g» 5

alive on IQﬂ and that death occurred

3. DP]'E SIGNED

2. SIGNATU W g g a/ (Dmvme) 2. znazss < wg’r %Lo

WRITE PLAINLY—USING UNFADING BI;AACK INE—MAKE A PERMANENT RECORD

24n. BURIAL, cRE Al | 24b. DATE 24c. NAME OF CEMETERY OR CREMATCRY 1ON (Clty, town, or o (State)
TION. 8"8&4& 1-14-50 = I1.0.0.F. _ Doe Run Mo,
TE REC'D BY m REGISTR.ARS SIGNATU ZSW{'l“““ DIRECTOR'S SIGNATURE I ‘nbon:.'.'sm-
‘ ite jeral Home ronton Mo
/7 146_6 D% :
{licensed s terment Reverse Side) N N
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STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recordcd'on the reversetside of this ccrtlﬁcatc was embalmcd by me, or ) S——
. e ]

.................. Stud ent E-nllcr No.

working under my persona! supervision.

StUdBNt ciesnrrcrecrsnaannstarocncesrnnnn .
Student Embaimar

J& AN A %, Yo s, Lifensed Embalmer No...aT.0/{ 2

. e Wy —n
P. O. Addrp.‘(;;/ﬂ%l__)@cd,

Note' The above M'UST JBE‘SIGNED BY THE LICENSED EMBALMER m-h.l.s OWN HANDWRITING (Falhl.re to comply with
the above constitutes grounds fo: re\ocnuon oi hcense.) .

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




