THE DIVISION OF HEALTH OF MISSOURI

. o, 300
e l ALED APR 241950 STANDARD CERTIFICATE OF DEATH swte st na 3 OOL.
{)!nmm HO. _ REG. DiST. m.m q PRIMARY REG. DIST. NO. L‘J_ (0_1_,3. Registrar's No._..l....‘z........!"' :
,)} 3 PLCSCE OF DEATH 2. USUAL RESIDENCE (Where decosssd lived. If loatitution: resides, 7
a. UNTY . STATE b. COUNTY s KA
D.’J Knox : Missouri Kioex , £&4z)
b. CITY (If cutaide corourate Umita, writs RURAL and give ¢. LENGTH OF [| . CITY (If outide corporate limits, TRAL aod cive ownably)  ~ g
OR townahip)| STAY (in this place) OR .
TOWN é..Rural ) o TOWN Rural
d. FULL NAM OF oa| H [ dd ar [ L . STREET L
HOSPIEALE S (If @t in hoapltal or i 3, iy streat d ADDRESS (If ruml, ghve l.ou.nlon)
INSTITUTION £ Miles South of Rutledge
3. NAME OF a. (First) b. (Middle) c. (Last) 4.DATE  (Month) (Day) (Yea)
{ Type or Print} James ' Dudley Berryman DEATH March 29 1950
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (o years| o m0ER 3 YEAR | 0 DNOER & peas
0 WIDOWED, DIVORCED (Bpacity) ) birthday) Mon’hhll Days | Hours } Min
M T Married i July 1 1886 63 |
10a. USUAL OCCUPATION (Givexind of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE
. dmdnﬂnlmmnlnorun‘l;h,":nu_n‘_d_r:)_ . _. __.DuUSTRY_| —. - - -ff;.‘:h oLioren ) — 77/— -FZCSLTF}'TZ%'{'?OFWHAT
— B-——- - —PFarmer _ Cl&.’l‘k Co Ky Ue Se Ae
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
Thomas J, Berryman 4 AJosephinef®ideg | Audrey Bufoxrd
I5. WAS DECEASED EVER IN. U.S, ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' S SIGNATURE OR NAME ADDRESS
(Yo, o, 0t tnknown) i (If yam, xive war or dates of servics) NO., .
, , .

18. CAUSE OF DEATH . MEDICAL CERTIFICATION tgurszgrvn BETWEEN
| Enter anly onecanseper | |- DISEASE OR CONDITION . p AND DEATH
=~ line fer (), (b), and (c) DIRECTLY LEADING TO DEATH® (53
“Thia does not mean ANTECEDENT CAUSES z -
the mode of dying, such-| Morbid conditions, if any, giving DUE TO (b) L
= ||.a8 heart fallure, asthenda, | rise to the above cause (o) gtating . e . ) .-
TN ate: "1t means the dis. | the underlying cauae last.
caze, infury, or complica- _ DUE TO (c-)
tion which caused death. | 11. OTHER SIGNIFICANT- CONDITIONS - Tecaa
Conditions contridbuting to the death but not
reluted to the disense or condition causing death, l/'.cj\é? b,
—_ -19a.-DATE OF OPERA- |-19b, MAJOR FINDINGS OF OPERATION = * - - st ’ : o . ] 20, AUTOPSY?
TION
- rst no@
21a, ACCIDENT {Bpeclfy) 21b. PLACECQF INJURY (sg.. insrabout | 215. (CITY, TOWN. OR TOWNSHIP) (COUNTY) {STATE),
SUICIDE borse, farm, factory, strest, ofSos bidx., ste.) . .t :
HOMICIDE
21d. TIME {Month) (Day) (Year) (Hour) 2le. INJURY OCCURRED | 2If, HOW DID INJURY OCCUR?

USING UNFADING BLACK INKE—MAKE A PERMANENT RECORD —

T, WHILEAT ] NOT WHILE
T NJuURY - - WORK AT WORK

2. 1 hereby cortify that I attended the deceased from B2 4, 1900 10 3[2 ¢, 19£0 -that I last saw the deceased
alive on _ZLLL 195@_ and that death occurred at t__,ﬁ ., Jrom the causes and on the date stated above.

.233..SIGNATURE _ . - S ¥ (Degres or title) | 23b. ADDI . DATE SIGNED
. #,«A/. s Do | .%M@Am 4/ro
ON (Olty, t.own.oreount.y) - {Gtate}

24d. BU CREM 24b. DATE | 24. f\(A\lE OF CEMETERY OR CREMATORY
YION, REMOVAL (Bpecitr)

Burial /)
DATE REC'D BY LOCAL | REGISTRAR'S

4~1-50-"

WRITE PLAINLY

.

4.
|

—

X

(Licensed Embalmer's Statermest mlnm Side) = v




RECEIVED APR 1 4 1950
Ditirt teckh @fficer No.
Districk Fils Nt 4 00 -6

______ s, i B

P
Date Filed R14i9sq

e ———— —
STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by mqpﬁm

1 , Student Embalmer No.

Sim@eﬂ_?z.*&z,«- ' m

working under my personal supervision.

Slgnod ....... ...---: ----- sassswrsananssaun 'EEEY] | Licensed Embalmer NO Q q 72

Student Embalmer

Il

P. O. Address (XA, .a...m..h.z—ag ........

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.)
chfsbodyisnmem!!almed.faﬂshouldbelomdlbove-




