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

-
THE DIVISION OF HEALTH OF MISSOURI 1,3 4:}?6

LEDMAY 3 1950 STANDARD CERTIFICATE OF DEATH e o LIECD
- -
' miRTH KO. _ REG. DIST. M.Aél‘ﬂlllﬂ‘f REG. DIST. no. 2 I P/, Regmmmaa?d..i_ ...... -
1. PLACE OF DEATH I USUAL RESIDENGE (Whers decossed lived. Il lmthiotion: reiion i
- U - aun) lon).
e COUNTY Jasper o STATE  pigsouri = O COUNTY” Jasper inon
b. CITY (1 outcide corpurate lmits, write RURAL and give c. LENGTH OF ¢. CITY (If outalde corporate Limits, write BUBAL-:J dv! w-ruhip}" “&)hﬁf o
[») ) township) STAiunu-h lare) OR = o M
TOWN Jop_]_in avs TOWN Jopl st i., i~ Ares e 0y ,%“,()
d. FE‘-%‘S‘PII“'IP‘AT.EO%F (I not in houpital or § jon, gire street address or location) d'ASggFEEE;S (It ronl, give lomion) ' )
iNsTiTuTion  Joplin General Hospe J oplin GenerdJ:‘Ho‘t*pi-'taEL--f‘:
3. NAME OF & (First) ) b. (Middle) c. {Leat) ~Ta DATE' - "(Month) (D iy
DECEASED ny): " (Yean):
(Typeor Printy  DOKELDA SUL LEVIS oo APTL1: 18, 1650
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH 9. AGE (n years] ¥ OxER 1 TR | ¥ tomn o o,
WIDOWED), DIVORCED ySpectis) lust birthday) | Monthe , Howrs | M
Femalel | vihite Single April. 10,3950 | o 1ot 1ol |
10a. USUAL OCCUPATION (iwakiad of work | 10b. KIND OF BUSINESS OR IN. | 11. BIRTHPLACE (Siat or foreicn souter) 12, CITIZEN OF WHAT
donw during moet of working Life. sven if retired) DUSTRY COUNTRY?
none - _none Hissouri (2 U.Seh.
13a. FATHER'S NAME . 13b, MOTHER'S MAIDEN NAME i 14. MAME OF HUSEAND OR WIFE
hay Lewis Jois_ Merie lewis
I5. WAS DECEASED EVER IN U.S, ARMED FORCES? [ 16, SOCIAL SECURITY | 7. INFORMANT 5 &1 GHATURE OR R AaiE ADDRESS
(Yos. no, or usknown} | (If yes, xive war or datea of service) NO. . .
Vo i st Rav Tewls Alba, Missouri

18. CAUSE OF DEATH CAL CERTIFICATION
Enter only onecaus: per DISEASE. OR CONDITION

INTERVAL BETWEEN

| En I T— ;) - \ ONSET AMD DEATH
line for {8), (b), snd {¢) | D/RECTLY LEADINGTO DEATH®(5) "QS‘O‘Y B LY L vie _B_ZG_L

“This does not mean ANTECEDENT CAUSES

the mode of dying, such | Morbid conditions, if any, giving DUE TO (b)
a# heari fallure, asthenia, | fiseto the above cause (a) stating- :
cte. It means the dir. the underlyying cause lagt.

eare, infury, or complica- . DUE TO. (¢} . 5

tion which caused death. | 1I. OTHER SIGNIFICANT CONDITIONS ’ T
Conditions contributing lo the death but not 7 73 ; )
related to the disease or condition causing death.

19a, DATE OF OP'II::E)Abi 199, MAJOR FINDINGS OF OPERATICN A ’ v ' ’ 20. AUTOPSY?

- | oot - . YESDNOE

21a, ACCIDENT {Bpecity) 21b. PLACEOFINJURY {s.8..Inorabout | 2Ic. (CITY, TOWN, OR TOWNSHIP) . (COUNTY) (STATE)
SUICIDE botnes, farm, {actory, street, offoe bldg.,eta.} .
HOMICIDE
21d. TIME (Month} (Day} (Year) (Hour) 21a. INJURY OCCURRED | 211. HOW DID INJURY OCCUR?
OF WHILE AT[—] MOT WHILE
INJURY WORK ATWDRK
2] hereby certify that I attended the.deé Jrom _ , 19 Jlo y 19— that I last saw the decessed
aliveon e . FIT a: d thal death occurred al _________ m., from the causes and on the date stated above.
Zia. Slem_/ % {Degree or tfitle) | 23b. m M 23%. DATE SIGNED
£ . _ A d,. . 420 5o
24a. BURIAL, CREMA- | 24b. DATE . OF CE| RY OR CREMATORY 24d. LOCATION (Oity, town, or county)' hd (State)
TION, REMOVAL (Bpecity) 4 .
Rurisl 1J ~20-50 nds Cenmeterv Purcel] Miconind
DATE REC'D BY LOCAL : \J /5?’ 25. FUNERAL DIBECTOR &SI GNATURE ADDRESS
44, w2 —.S"& Webb City, Missouri

(Licedsed Embalm,




-D0
WED #-RP D
?aEEoEr Gounty Health Offi¢e

County File Number 5042350 e
Date Filed___— _5:-1-—40

t

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 Embaimer Bo.

working under my personal supervision.
samﬂl &2 /041/%11/7 K/Zéh

Licensed Embalmer Nn 4 a5
Student Embalmer

P. O. Addte % 2ras
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (F to comply with
the above constitutes grounds for revocation of license.)

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




