D

!

Ng. 300
10.48

WRITE PLAINLY—USING UNFADING BLACK INK—MAKE A PERMANENT RECORD ~—— O

FILED APR

THE DIVISION OF HEALTH OF MISSOURI

20 1950 SYANDARD CERTIFICATE OF DEATH

Stote File N013}747.
REG. Di1ST. NO. / i i PREMARY REG. DIST. No-m Kegistrar's Na

Z

“ete:

It theans the' dis-
ease, infury, or complica-

DUE TO (c)

BIRTH KRO.
I. PLACE OF DEATH 2. USUAL RESIDENCE (Where detonsed lived. If loatitution: resklence befors
a. COUNTY a. STATE | . . b. COUNTY, adiniseinn).
Macon . . Miggouri Hacon -
b. CITY (11 outalde corpurato limita, wtite RURAL and give’ ¢. LENGTH OF || “ ¢. CITY (i outide corposate timits, write RURAL and give townahip)
townabipt| STAY (in chis place} . ]
TOWN  Flmer Town ., Elnmer Yot/ V4’
. FULL NAME OF {If pot in boapital or institution, give streat sddress or location) d. STREET (If rural, give location} o
HOSPITAL OR ADDRESS
INSTITUTION
3. NAME OF a. (First) b. (Middle) ¢. (Last)
DECEASED ] . A Dé"[_'E (Nfonth) (Day}  (Year)
(Type or Print) Matilda. Parson peat April 2 1850
5. SEX 6. COLOR OR,RACE 7 MARRIEB PSIEVSQCPESRRIED 8. DATE OF BIRTH 9.:‘65;:;:?“ LI!F T 1YEAR | P uwDER u Hes.
- . ‘ {Bpeciiy) . t S f on Days | Hours | Min.
Feriale * |- White - idowed ™S March 31 1862 o'l
10a. USUAL OCCUPATION (Givekind of work -| 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (State or forelgn sountry) 12. CITIZEN OF WHAT
dons during most of working lifs, sven if retired) DUSTRY . 0' COUNTRY?
Hougse in i . B Missouri [X=ry. e
13a. FATHER'S NAME, e ' 13b. MOTHER'5S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
" Le€ Carter ‘ Harriett Ste |___John Psrson
I5. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yeos, no, or unknowa) | (I yes. ive war or dates of service) NO. s A
. Rosg Tate Elrer Mo
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEER
| Enter only onecausoper | I DISEASE OR CONDITION _ GNSET AND DEATH
line for (s}, (b), and () | DIRECTLYLEADINGTODEATH'(y cerebral thrombhosis 1 owk.,
. ANTECEDENT CAUSES
*This does not mean : .
the mode of dying, such | Aorbid conditions, if any, giing PUE TO (B) Arteriosclerosis ___]_Q_;Lr_s_
as heart fallure, asthenia, rise to the above cause (a) ll‘.a!i:w . . e e
- | the underlying cause last. . - e . . PR PR PR T . -

tion which caused death,

1l. OTHER SIGNIFICANT. CONDITIONS - -~ -=. Tt

Conditions contributing to the death but not
related to the disease or condition causing death.

334X

192. DATE OF OPERA- -] 19b. MAJOR FINDINGS OF OPERATION = | . D, 20. AUTOPSY?
TION
) Cves ] wo g ;
21a. ACCIDENT ~ ° (Bpacify) ‘21, PLACEOF INJURY (e.g..Inorsbout | 2Ic, (CITY, TOWN, OR TOWNSHIP) (COUNTY) " (STATE)
SUICIDE hotas, [arm, lsctory, aireat, office bldg..ero.} . N )
HOMICIDE
21d. TIME (Moath} {Day} (Year) (Hour) 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
oF WHILEAT ] NOT WHILE )
INJURY WORK AT WORK - et
2. I hereby cert:fy that I attended ihe deceased from _January 19._9Q, 1o AD_I',l.l_Z__ 19__Q that 1 last saw the deceased
aliveon _ADX1l 2 1.94: and that deaih occurred at u: m., from the causes and on the date stated above.
2. SIGNATURE b mle) b, ADDRESS 23c. DATE SIGNED
_ Flmer Mo. _ 4/2/560
TIO R AL CREMA- | 24t DATE A 24, NAME OF CEMETERY OR CREMATORY 24d. LOCATION (City, town, or county} {State)
(ﬂnod!!) - .
'fa (/ W 3 /95 Flmer B _Elrer ¥acon Yo
j‘r?l-r LDCAL DIRECTOR' S ATURE  ADDRESS
/7 nth Gifford Yo

(Licensed Embalmer’s Statement on Reverse Side)




RECEIVED 734

| | MACON COUNTY HEALTH DEPARTMENT

. | County Filo No. ,3'// £
Date Filed ... 7%/57.? 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 me, or by.._.

Student Embalmer No.

working under my personal supervision.

‘Licensed Embalmer No....&QB8€ oo

Student
Student Embaimer
: , P. O. Address.__oouth Gifford Mo

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




