-FILED MAY 8 1950 THE DIVISION OF HEALTH OF MISSOURI

. 800 . ‘
STANDARD CERTIFICATE OF DEATH state Fite Moo LBLDE...
! BRIRTH MO. — REG. DISY. NO, _,gﬁL PRIMARY REG. DIST. NO. _ﬂgl. Regisirar's Na._.....-i.&,................
;‘—D 1. PLACE OF DEATH ) 2. USUAL RESIDENCE (Where deceassd lived. If lnstitution: residence before
a. COUNTY ’ - a. STATE b. COUNTY sdminafon).
Pulagki Missourl Texas
b. CITY (f cutedde corpurate Umits, wtite RURAL and give ¢. LENGTH OF &. C!TY (If outedde cotporate limim, write RURAL acd give township)
OR ; sommsio| STAY U iopica 076
TOWN Waynesville 1 _A&. . TOWN Licking
d. FULL NAME OF (If not in hospital or instltation, give streot addres or location) d. STREET {If raral, dve location) :
HOSPITAL O ADDRESS
INSTITUTIGN E‘:’avnesv1lle General Hospital
3. [r;‘ECEASED irst) b. (Mlddle) c. (Last) 4. Dé}.E {(Month} (Day) (Year)
{Tlpz or Prfnl) ROlleY DEATH 4 30 50
6. COLOR OR RACE T‘viﬂDRoF‘!"aEg ElE‘)IO BRRIED. 8. DATE OF BIRTH Q.hAEE (In rl)ln LI: m:'u |Drm ; UNCER 44 WIS,
. A o {Bpecify) on 'y ours | Min,
Male 0 white never married 7" 3—/— 7 /é % ’ '

10a, USUAL; UPATION (Clve kind af work | 10b. KIND OF BUSINESS OR_IN- Ilf BIRTHPLACE, (Btats or fo ntry} 12. CITIZEN OF WHAT
E Zd working [lis, sven if retired) DUSTRY mfo COUN§Y?%
!13'-;?'( S NANE 13b. MOTHER'S MAIDEN NAME ) 14. NAME OF HUSBAND OR WiFE
LN Kallex | 777allsa Ward |+

IS. WAS DECEASED EVER IN U, 5 ARMED FORCES? | 18 SOCIAL SECURITY | 17. INEORMANT' 5 51 GNATURE OR NAME ADDRESS
(Yes.np, or unknown) | (If yes, give wai tnl of service) NO. g >_§ %
i) - Baleiy.
18. CAUSE OF DEATH ) MEDICAI. CERTIFICATION l(l,n"é:nv - BETW
| Enter only onecamseper | 1. DISEASE OR CONDITION _ CZ Coul TH
line for (8), (b), and (¢ | DVRECTLY LEADING TO DEATH" ) C-Ma——«—d—» )

*This does mot meen ANTECEDENT CAUSES

fhe mode of dying, such | Morbld conditions, if any, giving DUE TO (b} _
o2 Keart faflure, asthenia, .| rise to the abore cause (a) stating .o . P LT R B . e
de. It means the dig. | he underlying cause last.

case, infury, ar complica- . DUE TO () .
tion which caused death. | 1. OTHER SIGNIFICANT CONDITIONS ' ’ /
Conditions contributing to the death but nof 5&’
. related to the disende or condition causing death. . /
19a. DATE OF OP'FIRO‘.:{' I 19b. MAICR !':INDINGS_ OF OPERATION ' " . 20, AUTOPSY?T
:—/}Y’ $o s M‘-‘m “\ : '-"‘*]Colm @ M‘Aﬁ% ves L] NOH
21a. ACCIDENT (Epecity) 21b, mcsoﬂgwav (o.£-.inorabount | 21c. {CITY. TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE bome, farm., fa . streat, office bldg..eto) . -
HOMICIDE
21d. TIME (Month) (Day) (Year) {(Hour) 2le. INJURY OCCURRED 1| 217. HOW DID INJURY OCCUR?
: WHILEAT[—] NOT WHILE .
INJURY m. WORK AT WORK yd
22. ] hereby certify that T attmded the deceased from 2/ 4 , 18892 4 __t,é__ 195 O, that I last saw the deceased
alive on , and that death occurred pt/_._EA m., from the causes and on the date stated above.

B, SIG W ; z we) 23b. ADDRESS / !{ ! "Vm/e
. B . CREX 24b. DATE | 24c. r?\u F CEMETER AT ¥ N (Clty, town, ar county) tate) ©
v 1 — / ' . .

REGISTRAR" IGNMLﬁ . FUMERAL DIRECTOR' S/ S1GNATURE "~ ADDRESS

Z=piiith & Ferguson Licking, Mo,

(Lictnsed EmbalmerW Statemnent on Reverse Side)

WRITE PLAINLY—USING UNFADING BLACK INE-—~MAEKE A PERMANENT RECORD




RECEIVED /s /5,

Pulaski coyp ‘
ty Health .
File Nuabe, Officer

e b, 34 J50

-----

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, OF by oo ooeconn..-

........................................... . , Student Embalmer Mo.

working under my personal supervision.

Student cc.uisseraavaans hemscansasamandannra
Student Embalmer

Licensed Embalmc?Nn‘/ >f
P. O. Address lﬂwi*—# e
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his QWN HANDWRITING. (Fail\%o comply +
the above constitutes grounds for revocation of license.)

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




