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

-,FILED FEB 23 1950

THE DIVISION OF HEALTH OF MISSOURI =
STANDARD CERTIFICATE OF DEATH

. Enter only onecause per

.an heart faflure, asthenta,- | _

line for (s}, (b}, and (c}

,*Thiz does not mean
the mode of dying, such

etc. It means the dis-
case, infury, or eomplica-

DIRECTLY LEADING TO DEATH® (g)

ANTECEDENT CAUSES

Morbid condilions, if any,

rise to the above.couse (a)
the underiying cause lost.

State Filt No. i W
BIRTH MO. ’74/3.5‘- ¢7 REG. DIST. No. __ 4“7 __ PRIMARY REG. DIST. WO _0i Regu:muNa..._Zé: ......... —
I. PLACE OF DE DEATH 2 USUAL RESIDENGE (Whers deoeased tived. 1f luatt reidence befors
STATE nloion}.
& COUNTY putler > Missouris" b COUNTY N ey Madri o
b. CITY . . . LENGTH OF CITY (1f outside Usmits, write EURAL and
oR (I outeids corporste I.IAmiu write H.D'BAL-M':!“ o CSI'AY e this plate) c. oR ou aornnn.h ta, dnw-n&7 0
1owN Poplar Bluff hrs. TOWN Portageville A
d. FH!..SLPFTA;I!!_E OF {I! not in bospital or jnstitution, ive street address or location) d'Asggfs (If rars), give Jocation)
\Wehtorion. Poplar Bluff Hospital Rural
3. NAME OF (First, . (Miadle ©. (Last)
Diteasen v (Micdle) 4. DATE  (Montb) (Day) (Yea)
(Twpe or Print) MARKEL McCIAIN DEATH 2=15=-50
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED;~, | 8. DATE OF BIRTH 9. AGE (In years| ¥ UNOIR | YEAR | O ONOER 10 FE3,
WED, DIVORCED (8, ) : lant birthday) Men-unl Days | Hours | Min.
Mal egro eVer mATTL6 11-8-49 7 |
10a. USUAL OCCUPATION tCive kind of work- | 10b, KIND OF BUSINESS OR m- 11. BIRTHPLACE (Stais or ferelgn country) 12, CITIZEN OF WHAT
donsd mont of working 1ife, sven if retired) DUSTRY 0 COUNTRY?
nfant . Portageville, Mo. oS,
13a. FATHER'S MAME t3b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Martin McClain _ | Jeffella McElreth ] ]
5. WAS DECEASED EVER IN .S, ARMED FORCES? [ 15. SOCIAL SECUR}H T INFORMANT § SIGNATURE OR NAME ADDRESS
(Yoo, of unknowa) (Il yeu. give war or daiss of
Yo Martin McClain, Portagevills, Mo,
18. CAUSE OF DEATH : . ME CERTIFICATION INTERVAL BEVWEEN
1. DISEASE OR CONDITION ONSET AND DEATH

ey LecTine o,

gising DUEAB (b)

stating -, B

. DUE TO {&)

tion which caused death,

II. OTHER SIGNIFICANT CONDITIONS

Conditions contributing o the death but not
related Lo the disease or condition cousing death.

19a. DATE OF OPERA. | 19b. MAJOR FINDINGS OF OPERATION et 20. AUTOPSY?
TION
L . iy N ves (] wo 3]
21a. ACCIDENT (Bpacity) 2ib. PLACEOF INJURY (e.x..inorabout § 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE boma, farm, fagtory, strest. ofllce bidy..eve.) - -
HOMICIDE N
2td. TIME (Mesth)  (Day)  (Year) (Hoor 2le. INJURY OCCURRED | 21, HOW DID INJURY OCCUR?
. . | wHREAT] NOTWHLE
INJURY = | “work AT WORX

alive on

Iﬁ__, ond thal death occurred al 2xe

2. 1 hereby certify that I attended the deceased from _ 2=18= 19 80 to __ 2=15=__, 1950_ that T last eaw the deceased
iZS_A ., Jrom the couses and on the dale stated above.

Z‘.ia.. SI.C?TUR;E :

* (Degroe or title) 23b. ADDRESS 2. DATE SIGNED
M.D. Poplar Bluff; Missouri -2=15=50
24b. DATE 24, ‘N.AME OF CEMETERY OR CREMATORY 244. TION (Olty.wwn,oreuunty) et " (State)
Tl /E/FS50 o

24a. BURIAL, CREMA-
ngémom.muﬁ

T . _. FUNERAL DIRECTOR'S ATURE - © ADD
DATE REC'D BY I..DRCEGAL REGISTRAR'S SIGNATURE L/.p.% 5&7 % i ?u
/5= /95p | Zersre SV o >
o [ (Cicensed Embalmer's 5 on R Side)




FEB 20 RED

AR50 9 &,

BUTLER COUNTY HEALTH CENTER
POPLAR BLUFF, MISSOURI .

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——memrrerrrmrm

_______________ ., Student Embaleer Ro.
working under my persona! supervision.

Signed ool Edrrtwloonadll

- Licensed Embalmer No..

Student c..uvsccsnscessonns tessssnenscannes
Student Embaimer

P. O. Address

Note: The above MUST BE SIGNED BY THE LICENSED, EMBALMER in bis OWN HANDWRITING. (Failure to comply with
the sbove constitutes grounds for revocation of license.)
If this body is not embalmed, fact should be 5o stated above.




