THE DIVISION OF HEALTH OF MISSOURI

. No.300 * ]
%0 | FLEE MAY 1 1950 STANDARD CERTIFICATE OF DEATH vt it . L DB0.
BIRTH NO. BEG. DIST. NO.__7 3 _ PRiMaRY RE6. DIST. W05 0 F__ Regirtrar's No Fa
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whare d d Ured. If ioatitotion: residence befors
I a. COUNTY a. STATE . . b. COUNTY adiimion).
9 3 Clay Missouri Clay
/ b. CéT';Y 4] ouuldc.eorournw LUmita, write RURAL .Mm‘i'n.nhip} CFI'AI;(EE[.,GE pt?eF.) ¢. CITY (I outslds sorporsta limits, writs RURAL and give township) ‘; /
TOWN Liberty 10 Yrs. |- ToWN Liberty -:
d. FULL NAME OF (1f not in boapital or institution, xive strect address or looatlon) d. STREET {11 reeenl, give location) !
HOSPITAL OR . ADDRESS L.
INSTITUTION 430 Doniphen.St. 430 Douniphsn St.
36’2?:5&5505"-0 a. (First) b. (Middle) (-3 (Last) 4, DSE-E (Month-) {Day) (Year)
(Typeor Print)  Grage . . Bedwell DEATH April 21-50
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH 9. AGE (Io yeam| ¥ UNDER 1 YEAR | IF UKDER 4 Has,
N L WIDOWED, DIVORCED (8pecity) e . aat birthday) Monun’ Days | Houns | Min.
Female Wonite . Married = / July 20 1872 |
10a, USHAL OCCUPATION (Giekindof work | 10b, KIND OF BUSINESS R IN- | 11. BIRTHPLACE (Btate or forelgn ecuntry) 12. CITIZEN OF WHAT
done during most of working lile, even if etired) DUSTRY o R / cou Y?
Hougewnfe Home Iliineis .
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
John #+ Bedwell. ) Amelia Brumbsugh . Re J« Bedwell
I5. WAS DECEASED EVER {N U.S. ARMED FORCES? | 16. SOCIAL SECURITY { 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
{Yea, no, or unknown) | (Il yes, ive war or dates of service} NO. .
No No . J+ Bedwell .. LJ.bert;y, Mo.
18. CAUSE OF DEATH ' MEDICAL CERTIFICATION INTERVAL BETWEEN

ONSET AND DEAT!
| Enter only cnetausepet | 1. DISEASE OR CONDITION
Hne for (), (b), and (¢) DIRECTLY LEADIPIG TO DEATH® ()
o This dos not mean | ANTECEDENT CAUSES .
the mode of dying, such Morbid conditions, if any, giring DUE TO (b} o - vjl
as heart fulure, asthenia, | Tise to the abote cause (a) stating

ele. It means the dig. | Ghe underlying cauase last. A 4 : .{
ease, infury, or complica- DUE TO (c) ¥ "&SL[QM . N

tion whick caused death. | 11. OTHER SIGNIFICANT CONDITIONS P’L »
fd o @
Conditions contributing to the death bui not . J v views /3 "na
related to the disease or condition cousing death. [ 29 ,
i9a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
TION
ves U wo (]
#1a. BCCIDENT (Bpecily} 21b. PLACE OF INJURY (o4 inorabost | 2lc. (CITY, TOWN, OR TOWNSHIF) (COUNTY) STATE)
SUICIDE homae, Iarm, factory, sirest, office bldg..ma) 3
HOMICIDE
21d. TIME (Morth) (Day) (Year) (Hoor) 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
or - WHILEAT[*™] NOT WHILE
INJURY w. | “work AT WORK

2. [ hereby certify that I ajtended the deceased from&.)ul?_ , to 21_3"&1. 19270 that I last saw the decensed
alive on _’Q'_.'__” »w , 1959 and that death sccurred m., from the causes and on the dale stated above.
Za. SIGNA {Degree of title) I]zj DATE SIGNED
mp O hhe, Apsl s

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

%_dl»a. BURIAL. CRE,MA- 24b, DATE 247 NAME OF CEMETERY OR CREMATORY . TION (Clty, town, or county) (Etate)
o “ES April 22-50 Feirview Liberty, Mo.
DATE REC'D BY LOC.AL REGISTRAR'S SIGNATURE b 9 25. FUNERAL DIRECTOR'S SIGMNATURE bORESS
aF&L .. I?J"O W HW'IM @M Q\&Meaﬂ \Mﬂ\m
— J

(icersed Embalmer’s Statement on Reverse Side)
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Dictrier Tl Wieewi-

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, or by—_

...... . Student Embalmer No. . ,
working under my personal supervision.

Student ...cquven

.................... ceaees Signed...>z _&M__M
Student Embalmer

Licensed Embalmer No..... \\-\%L{.-.g .......................

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (

ure to comply with
the above constitutes grounds for revocation of license.)

If this body. is not embalmed, fact should be so stated above.




