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G UNFADING BLACK INK—MAEKE A PERMANENT RECORD{;

WRITE PLAINLY—USIN

THE DIVISION OF HEALTH OF MISSOUR!
STANDARD CERTIFICATE OF DEATH

REG. DIST. NO. &Z_Pmumv REG. DIST. NOZ ‘.‘__Z_-Rcmﬂmr’:Na.:.QZ...z ............. -

FIED MAR 17 1950

State File N09371 ........ i

-

BIRTH NO.
1. PLACE OF DEATH 2. USUAL RESI DENCE (Whore Jdecossed lived. 1f instisution: residence befor
a. COUNTY Jas Por a. STATE MlS SOUY‘i b COUNTY"’JaSIH _admission:
] b. CITY {lf outside corporats limits, write RURAL aad give ¢. LENGTH OF CITY (If outaide corporate Kimits, write RURAL azd give township) . o‘j
OR vownahip) | STAY (in this place) g 0 g E
Toerural Preston twp | entire if@w“ Rural Preston twp. /,
. FULL NAME OF (If not in hoapital or institution, mive strect nddress or locstion) d. STREET " (If rural, give loeation)

HOSPITAL OR ADDRESS
INSTITUTION tWo mllss west of Jas par
3 NAME oF a. (First) b, (Miadie) c. (Last) 4. DATE (Month)  (Day)  (Year)
(Type or Print) John Waslay L& DEATH _Eeh, 22, 1950
5. SEX O 6. COLOR OR RACE | 7. #R)%%ED NEVER MARRIED. | 8. DATE OF BIRTH 9. AGE (Tn years] If UNDER 1 YEAR | 7 LNoER & Was,
(Bpecify) last birthday} |Montha| Days | B Min.
¥als Waite | MEPFISd ™ lrune 29, 1884 l e
10a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS'OR IN- | 11. BIRTHPLACE relga ]
done duri HesS e, sven it ey | - DUSTRY (State o foreien countcr) (| TSN OF wma
FHrIeP Missouri U.5.
13a. FATHER'S NAME 13b, MOTHER'S MAIDEN NAME 14. WAME OF HUSBAND OR WIFE
Willlam Harvey Lee Sarah aAllzabeth Johng$on grs. marcarst
15. WAS DECEASED EVER (N U.S. ARMED FORCES? 7. INFORMANT' 5 SIGNATURE OR NAME ABDRESS

16: SOCIAL SECURITY
NO,

{If you. zive war or dates of service!

{Yeu, no, Nlasknuwn)

iMrs. Macgaraet [,88, Jsspar, Mo.

. Enter only onecauseper § 1.

18. CAUSE OF DEATH
DISEASE OR CONDITION

line for (a), (b, and (c) DIRECTLY LEADING TO DEATH® (5

ICAL CERTIFICATION

Carebrirma

MW

*This does not mean | ANTECEDENT CAUSES

INTERVAL BETWEEN
ONSET AND DEATH
1

Marbid conditions, if any, giving DUE TO (
rise Lo the abope cause (a} sloting
the underlying cause laat.

the mode of dying, such
as hegri foilure, asthenia,
ete. It means the dis-

case, injury, or complica- BUE TO (c)

WMW

1l. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death but nof
related to the diseate or condilion causing decth.

tion whick caused death.

(771

19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
TION -
s ves [} wo E
21a. ACCIDENT {Bpecily} 21, PLACEQF INJURY (og..inorsbout | 21c. {CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE) /
SUICIDE homa, farm, factory.atrest. office bldg. exs.) . '
HOMICIDE
21d. TIME {(Month) (Day} (Year) {(Hour) 2le. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?
- OF WHILE AT [ NOT WHILE .
INJURY m. WORK AT WORK yi - : !
2. ] hereby certify thay I attended the deceased from (R/I/ , 19!742 o '?-,/ >0, 192 , that I last saw the deceased
alive on 27 , 19 , and thal death occurred at ., from the causes and on the dale staled above.
. S RE (Degree or title} | 23b, ADDRESS . NED
% %/a‘n&? P e 3‘/(5222 AN
%aONBlﬁIERJgLALCREMA- 24b. DATE 24:. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (City, town, or connty) (State)
j‘f {)|peb. 24, 16b0 [aks casmatery . Lamar, __MO.
DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE 13 SIGMATURE AbpReSs
's-s's asper, Mo.

Q. vi-FJen § wip,

{Licersed Embalmer’s Statement on Reverse Side)




RECEWED 2-27-50
Jasper County Health Office

County File Number__ 20-3-132 ... .
Oate Filed..o oo oee22d 5780 caaa-

STATEMENT BY LICENSED EMBALMER

I hcr% ify %at the body whosc name ?re?:rded on the reverse side of this certificate was embalmed by me, sl nn.nccoaneveimmee

......... . Student Embalmer Mo.

working under my personal supcnris:ou.

Student c.ccviiorerinaroansanarsanncsnsanes
Student Embalmer

Licensed Embalmer No

P. O. Address.—
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HA\\%RI G. (Fa:lure to comply with
the above constitutes grounds for revocation of license.)

I this body is not tgmbalmcd. fact should be so stated above.




