THE DIVISION OF HEALTH OF MISSOURI

0. 300 H
> FILED MAR 20 1350  STANDARD CERTIFICATE OF DEATH State Fite N YR B
N b .
| ! BLRTH NO. REG. DIST. NO. 22 ZA PRIMARY REG. OI1ST. mmmimar'a No.ﬁ.«.—..— ............ .
1. PLACE OF DEATH 2 USUAL RESIDENCE (Wbere decoased lived. If institution: resklence before
' a. COUNTY a. STAT COUNTY adinimlon).
’6 Phelps i1 ssourt gsissippl , ,
b. %TY o om.nid. cotpurate limits, writs RURAL and give cs.rAI‘!’ENGTH OF c. CIT&{ (If outaide corporats limits, write RURAL azd give tow; )
> townehip) {in this place) o= . QAR -
" TONN St , James — /Cunale 4 weeks T6W  Charlestom . W &, A
O d. FULL NAME OF (If not in hespital or institation, give sireat sddress or locatlon) || d. STREET {1 rursl, gve locatlon)
Q HOSPITAL OR ADDRESS
‘ % ' INSTITUTION Hone Mitchell Hotel--W, Commercial- 5t.
= RS, T b edg o cfew  JeoME Ma) D) (e
= ( T¥pe or Print] Mary none Stinebraker OEATHFebruary 24,1950
| 5, SEX 6. COLOR OR RACE | 7. MARRIED ‘rmrm'ﬁ ?IED. 8, DATE OF BIRTH 9. AGE (En yesrs] Ir UNDER 1 YEAR | & UNDER u HRS.
r WIDOWED, DIVORCEDABpscify) last birthday) Monﬂn’ Days | Houre } Mia,
_mnalf,]Z ihite Widowed /M /| June 19, 1872 77 l
10a. USUAL OCCHPATION (Givekind of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (8tate or forelun country) 12. CITIZEN OF WHAT
donsduring most of working lifs, even if retired) DUSTRY COUNTRY?
Retired Housewife At Home Evansville, Indiana
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN 14. NAME OF [Husamn OR WIFE
} _ Joseph Isaacs { Elizabeth

I5. WAS DECEASED EVER IN L. S. ARMED FORCEST

{Yea. 00,07 unknows) | (If yes, xive war or dates oi

16, SOCIAL SECURHJ ADDRESS

No No None ames F. Brown, Charleston, Missouri
18. CAUSE OF DEATH wED!CAL'-dERTIFICATION ) INTERVAL BETWEEN
ONSET AND DEATH

Enter only onecauseper { 1. DISEASE OR.CONDITION .
line for {s), {b), and (c) DIRECTLY LEADING TO DEATH® () ) 5 N%

ANTECEDENT CAUSES

*This does not mean J‘/
the mode of dying, such | Morbid conditions, if any, giving DUE TO (B} - __%’_

o8 heart failire, asthenia, | 1iae to the above couse (a) slating . . . . .. e s

de. It mm; the a“:“ the underlying cause last: © - - 22 - Tl : - s : R S
case, injury, or complica- DUE TO (c) = ‘?
tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS - T
Cummmwmmmmmmdmmmw M - 24474) _’-y ;\

related to the disease or condition enusing death.

192, DATE'OFvOP_FEJA ~13. MAJOR FINDINGS OF OPERATION ' W Aﬂﬂtw-*-y 207 AUTOPSY?
. ves (1 w0l

|
21b. PLACEOFlNJURY to.x..inorsbout | 21¢. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE) i
. v, A

?

BLACK INK—MAEKE A PERMANENT

21a. ACCIDENT (Bpecify}
! SUICIDE bocos, larm, Iagtery, streat, office bldyg..ete.)
BOMICIOE
21d. TIME © (Month) (Day) (Year}) (Hour) 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
. . WHILE AT NOT WHILE
INJURY = | “work AT WORK

22, T hereby certify that I altended the deceased from gﬂ.«.ﬁ._/,, 19457, to %ﬁ? 19,.-‘520, that I laat sow the deceased
alive on 27/, / , 1950 | gnd that death occurred atll s 45A m., from the ca and on the dale stated above.

. SIGNATURE Z Z {Degree or th 23b. ADDRESS 23c. DATE SIGNED
W L e d .. -St, James, Missouri .- 2/25/50

222, BURIAL, CR 24b. DATE 245, NAME OF CEMETERY OR CREMATORY
TION, REMOVAL Y v
Ramoval&Bnriell Feh, 25,1950 1.0.0.F b
5 ABDRESS
harleston,

DATE REC'D BY LOCAL | BEGISTRAR'S SIGNATM oy ? -
R R

e L[58~

24d. LOCATION (Ofty, town, or county) , , . (State)

WRITE PLAINLY—USING TUNFADING




RECEIVED
Phelps County Health Offlcer

County File Number
Date Filed . 3-/b252

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whase name is recorded on the reverse side of this certificate was embalmed by me, or by— ...

______ %,\/ Student Embaimer No.

working under my personal supervision,

Student ....ccccucuasscscrsasorrennsanrsnna
Student Embalmer

Licensed Embaimer No 9 [4’@ ,
P. O. Address % W%

‘Note: The above MUST BE SIGNED .BY THE LICENSED EMBALMER in his OWN HANDWRITING. “(Failure to comply w
the above constitutes grounds for revocation of license,)

Ifthmbodyunotembalmed.factshuuldbesomdabove. ... ’ e

: - i Ty ERR
e 7 - ¢

- - +




