THE DIVISION OF HEALTH OF MISSOURI

- vo-%00 FIlE[i MAY 19 1950  STANDARD CERTIFICATE OF DEATH Stete Fite 4*7(;5 ............... &
\ nllt.TM NO. REG. DiST. NG, é 2 é PRIMARY REG. DIST. lO.MG@utmr:NoJ“y ..............

. 1. PLACE OF DEATH T 2. USUAL ARESIDENCE; (Whers d d lived, If i id before

2. CONTY  yackson = STATy{gsouri® b, COUNTY Hion

b. CITY (I outaide corpurate Umits, writs RURAL and give ¢. LENGTH OF c. CITY {If outaide corporate limits, write RURAL and give vownship)

1wy Independence I TBYFE™| toWwSt. Joseph Mo. I 7

d. FULL NAME OF (If not in hospital or inatitation. glve atrect address or locstion) d. STREET (If rursl, gve location)

S
CQ

HOSPITAL OR . ADDRESS
insTiuTion Vaile Sen: Indep.Mo. . 2403 Circle Drive
3. NAME OF s. {First) N ‘ b. (Middle) . <. (Last) 4. DATE (Menth)  (Day)  (Yean)
(Tepeor Piney ~ ASHBY - WOODSON DEATH May 35,1950
5. SEX 6. COLOR OR RACE | 7. MiADRoR“I’ED. gE\YCE)R ESREIE%) 8. DATE OF BIRTH 9, I;\.?m:‘n;n l:lr :mu;o:n |Drm ; UNDER 3 HIS.
. {Bpacify] ¥ on aye ours | Min.
Male O ite Married /. Oct. 20,1866 |83 | |
10a. USUAL OCC:PATION (qun;;iofwoﬂ; 10b. KIND OF BUSINESSD%ETE“E 11. BIRTHPLACE (State or foreign sountry)} T 12, CI'“%%;(RFWHAT
ot of w- i retired .
Hetited Griinman Fincastle Virginia 117
1!3.. FATHER' S NAME ' 13b. MOTHER'S MAIDEN NAME 14. NAME OF WUSBAND OR WIFE
Meade Woodson | Frances Pitzer Mary Woodson
15. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SDCIAI.. SECURE’C;( 17. INFORMANT'S SIGNATURE OR NAME . ADDRESS

('_Y-.-q.un o} Jﬂy_q.dnvu_udn-dunh-) Ehi

= A . S Mag Woodso _ St Joseph Mo.
18. CAUSE OF DEATH ) EiE ﬂEDICAI. CERTrFICATION 4 ] INTERVAL BETWEEN

» Q AND DEATH
| Enter only onecsuseper | |- DISEASE OR CONDITION _ _ | ousET .
e dor (8, (b), and (& | DIRECTLY LEADING TO DEATH"(,) {AAX Aun s n - 7 &
T2t docs mot mean | ANTECEDENT CAUSES - .
the modz of diring, such Morbid conditions, if any, giving DUE TO (b) Mm 3 B z - %_

s heart fellure; asthenia, rise to the abore cause (a) stating ) - . T - -

de. It means the dis- the underiying cazse last.

ease; infury, of compiica- S DUE TO (c} _ . ‘
tign which caused death, | 11. OTHER SIGNIFICANT CONDITIONS : '
o || Conditions contributing to the death but not - .
- reloted to the diseate o7 condition causing death. w W /o “‘74'—‘*—-
19a. DATE OF OP'IEIROAFJ Hb. MMORlFIl‘IlDINGS. OF OPERATION ) 20, AUTOPSY?

A -, : | ves [ wo B
2ia. ACCIDENT ’ (Bpecity) 21b. PLACEOF INJURY (e.x..inorabout | 2Ic, (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE) ’
SUICIDE boma, [arm, fsctory. atreat. offics bldg..eta.) ﬁ 0

HOMICIDE
21d. TIME (Month} (Duy) (Year) (Hour} 21e. INJURY OCCURRED | 21f, HOW DID INJURY OCCUR?
. . WHILE AT [ NOT WHILE|
INJURY WORK AT WORK
2. | hereby certify that I attended the deceased from MeliBed /| 19¥4, 1o %J, 105D that T last saw the deceased
alive on M_D_ 195D, and that death occurred at LD_):DAM ., from the cdises and on the dale stated above.

Zia. SIGNATURE . (Degroe or title) W 2%. DATE SIGNED
In . . M?
UJ RN YL %gmaﬁ&_u&‘& '
BURIAL, CREMA- - DATE ~ 24, NAME OF CEMETERY OR CREMATOR 24d. LOCATION (Dity, town, or county) (State)

°’B‘ﬁ a_f“'“’ ‘ 5.1950 | W&Sﬁl

K&nﬂasmﬁiiy.*_llm,_—_
25, FUMERAL DiRELT ATURE ADDRESS
4 M dep. Mo.

(Ticensed Embdlmer's Statement on Reverse Side)

WRITE PLAINLY-—~USING UNFADING BLACK INE—MAKE A PERMANENT RECORD ) &
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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....m.

working under my personal supervision.

Signed....... tetarrenes Rersasatesesernana .e
Student Embalimer

P. 0. Address = 2 .

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to com’ply with
the above constitutes grounds for revocation of license,)

If this body is not ;embalmed, fact should be so stated above. B : cew L Lill.



