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

FILED MAR 15 250

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

§ Aw'i_FR ¥

. Enter only onecauss per

1. DISEASE OR CONDITION

Jine for (&), (b, and (¢) | DIRECTLY LEADING TO DEATH® )

*T'his does not mean ANTECEDENT CAUSES

State File No..oocviession S
° ; 7
"BIRTH NO. REG. DIST. WO. 324 PRIMARY REG. DIST. NO._ '~ Q._.__.72 R;gumauNa............é.g..................
i. PLACE OF DEATH«,.., l-‘ ne 2. USUAL RESIDENCE (Where Jdecossad lived. If iostitution: residence befors
&. COUNTY a. STATE | . b. COUNTY . adwnisical,
WS eant i Saline
b. CéTYmul outslde corparats Umita, write RURAL Mu‘::hlp) 'CSTALYE:qLEm ’E:' <. ng (If outside corporats limits. writs RURAL ard give township) 4 7 y
TOWN tTs faha®dy © o te -~ AR e TOWN 170 vahnl 11
d. FHésLPF‘I'BAh:_EOOF (If oot in hoepitat or inatlegtion, give streat sddrem ar locetlon) d.A%Tt;!'EEE'TSS (I rursl, give locition) U
Nermunion 364 South Redman 364 Scuth Redman
3. NAME OF a. (First) b. (Middle) c. (Last) th
DECEASED R, : - n3) ear)
(Typeor Print) GECTEE KRS & Gaines Sr. Dumtiarc 6’5&1 50
5. SEX ’{ | 6. COCLOR QR RACE | 7. "N‘I%RO%EB PSIE‘\'.'fgschElERRIED. 8. DATE OF BIRTH 9.126553‘ yours| IF UnDeR | YEAR | IF uDEm L Hes,
. {Bpacity) .3 day) |jMonths! Days | Hours | Min.
Male Negro Worried Teha.237d ,'/3 7/ 79 l l
10:“ UdSUN. OCCUPATION (Ciwe kind of werk | 100, KIND QF BUSINE‘?SD?’gTrlNy- 11. BIRTHPLACE. (Btate or forelgn eountry) 0 12. CITIZEN OF WHAT
ULs, aven If retirad g .
PRy e e ’ 0dd iohs Missourl ouNtRY)
e o w
13a. FATHER'S NAME 13b. MOTHER' S MAIDEN NAME 14, NAME OF HUSBAND OR -nrz.‘-' S hi0dle
John Coines Annea Cooner Hrs.Mary Gaines
:3. WAS DE&EASE:) E\(f‘]i;:R IN U.S.ARMdED FORCES? | 16. SOCJAL SECURITJ 17. INFORMANT'S SIGNATURE OR NN!IE ADDRESS
furgo-oruskaona) | (@ ymsivezar or dates oluervies) | Won e irs.ary Gaines,364 So.IpdRTPay g
18. CAUSE OF DEATH INTERVAL BETWEEN.

EDICAL CERTIF,

ONSET AND DEATH

Morbid conditions, if any, giring DUE TO (b) _
rize to the above cause (a) dating
the underlying cause last.

the mode of dying, such
a8 keart faliure, asthenia,
elc. It means the dis-

ease, infury, or complica- DUE TO (¢)

il. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death but nol
related to the dizease or comdition equsing death.

tion which caused death,

Dos~x

19a.’ DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
TION
. ves [ wo [X
21a. ACCIDENT (Bpecity) 21b. PLACEQOF INJURY teg..inoraboms | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE 4 bome, farm, [actory, street. offiee bldg., eta)
HOMICIDE
21d. TI%E (Month) (Day) {(Year) (Hour) 2{e. INJURY OCCURRED | 2tf. HOW DID INJURY OCCUR?
WHILEAT[—] NOTWHILE
INJURY v = | work AT WORK
2. I hereby certify that I attended the deceased from A= IQM to _.a.gé:_ 1954 that I las! saw the deceazed
alive on s 4 , 196 O and that death occurred atl 4 ., Jrom the causez and on the date stated above.
23a. SIGNA RE 2 23, ADDRESS ;r Z J 23c. DATE SIGNED

(Degres oﬁle)
L]

8~ 7-5¢

24a. BUhIAL.A% 24b. DATE AME OF ETERY OR CREMATORY . LOCATION 2 13 State
m . X 24c. N CEM zﬁd'arb-uwtqt" WR, OF Coun y) (State)
"BERTEI™A | varen 9th,

DATE RECD BY LOCAL | REGISTRAB:Y SIGNATURE
May. 7-/% 5517 /@—6&*&(

950 . Faigvigw.nemete™d
=S (&




RECEIVED WAR1Y 4,
District Health Officer No. 8§,

Oistrict Fila Mumber oo oo

Date Filed -onson i maEs

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 e e o ...
. . Studant Embalmer .°.¥_,__j .

Student ..vevesancenntaons P A caven Signedt..., e M T N I

Student Embalmer
Licénised Embalmer Nn?ébé .> O -

working under m; gontal supervision.
Ll

P. O. Ad&u&w

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.)

[fthhbodynnotembalmed.faashnuldbewmtedahpve.'fj'_ . Ty




