2 THE DIVISION OF HEALTH OF MISSOURI

. No. 300 ()
N FIED FEB 10 1950 STANDARD CERTIFICATE OF DEATH state Fite No.a 32T, oo
. T"‘.‘.‘) n"“'-"‘ RO . REG. DIST. NO. 3 3 5 PRIMARY REG. DIST. NO. __4 /___.._./ 8 Registrar’'s No..........) et ssstssatsinssinsn
/ , T PLACE OF_DEATH - 2. USUAL RESIDENCE (Where d d lived, If Lnati id befors
. COUNTY -~ . STATE b. COUNTY adinbuion).
Sy 2O gseott * Missouri Scott .,
~ b. CITY (1 outride corpurate imits, write RURAL and rive ¢. LENGTH OF ¢. CITY (It outaide corporata Nmits, write RURAL sod eive towmblyy /&
i OR . ) townshipt| STAY (Ln this placel CR L. J
TOWN. Sylvanie yrs TOWN Rural Sylvania
d. FU&. NAME OF (If oot in houpisal or natisation. cive stroot address or locstion) d.A%TSE;EgS . (1! raral, ghve loeation)
ANSHTOTION .Rural Oran Rural Rt 1 Oran
362&(:&&55%!; Lt (,l-?lrsr.) b. (Mld(.ile) c. {Last) a. DS}.-'E (Month) (Day) (Year)
(Typeor Printy ROY Buell DEATH 1 14 50
5. SEX D 6. COLOR OR RACE ) 7. ‘l:‘l]ARR“I’EB BE&ISE l‘gsRRIED. 8. DATE OF BIRTH S.SGE!IS::{::::- h: u:::n IDT:.II ; UNDER H HES.
. (Bpecify) ] on 2 ] ours | Min,
Male Y| White Warried / 3-28-1883 66 | |
lOa USUAL COCCUPATION (Gwekindof work | 10b. KIND OF BUSINESS OR IN- | 1. BIRTHPLACE (State or forelaa eouptry) 12, CITIZEN QF WHAT
mowt of working [Ife, sven if retired) TgY?
armer Self Indiana eo. A,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
Joseph Buell . Lettie Buell
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16, SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yew, 0o, or unknown) | (If yes, give war or dates of scrvics) NO.
No None Mrs. Lettie Buell Oran, Mo..
18, CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN

Enter only onecanmper | |, DISEASE OR CONDITION ONSET AND DEATH

' line for 8), (b), and © DIRECTLY LEADING TO DEATH‘(n)EDLsanguinn_tinn__.________ _lﬁy_
ANTECEDENT CAUSES

*Thisr does nof mean
the mode of dying, such | Morbid conditions, f any, giring DUE TO (0) _ElllmanaLLH:mnm"_ha.ga

- |l es heart fatture, asthenia, rise to the abooe cause (a) uatiua

de. It meons the dis- the underlying cauae last. .
case, infury, or complica- UETO @Primary Puimomary Tuberculosis| 5 years
téiom which coused death. | 11. OTHER SIGNIFICANT CONDITIONS x
Conditions contributing to the death but not t’) @ &)\
.- related to the disease or condition causing death. g
192, DATE'OF OP'I!::E)AN- 19, MAJOR FINDINGS OF OPERATION o ’ 20. AUTOPSY?
. . - - ) . YES D Nm
21a, ACCIDENT (Specity) 215, PLACEOF INJURY {eg. inorsbeys | 216, {CITY, TOWN, OR TOWNSHIF} | . (COUNTY) (STATE)
SUICIDE bome, farm, iagtory. surest, offloe bidx., exe.)
HOMICIDE
21d. TIME (Month) (Day) (Year) (Houn [-2le. INJURY OCCURRED ] 2i. HOW DID INJURY OCCUR?
WHILEAT NOT WHILE
INJURY WORK AT WORK

2. T hereby certify that I altended the deceased fromNOV, 19_|:L9_, {o lan_.._l!j—__, 1990, that I last sow the deceased
alive on .lan,__lB_, 195_0_, and that death oceurred ai _Q 230 AMfrom the causes and on the date stated above. .

-

,m.'stGNATum-:JO' {Degres or title) _233. ADDRESS 23c, DATE SIGNED
Db ik . 05 -Benton, Missouri /-146-50
BURIAL, CREMA- | 24b. DAT)| 24s. NAME OF CEMETERY QR CREMATORY -24d. LOCATION (City, town, or county) {State)

TION gEMova chm {

1-1 0 Friend Cemetery Oran . . Missour

WRITE - PLAINLY-—TUSING UNFADING BLACK INE—MAKE A PERMANENT RECORD"

5] G50 Bl e 28 _oran. o,



. FEB 6 1€
RECEVED -

. District Healh Ofﬂoe No
Dietrict File Numberch 20 = _/
Takie Filod

o P irealin—n. -

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, JEH

retveannrr e e s sanssasarren . , Student Embalaer o,

working under my personal supetvision.

T

................................. [EREEERT ’ . Licensed Embaimer No 2676

P. O. Address Oran, Missouri

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.




