THE DIVISION OF HEALTH OF MISSOUR!

e ’ ALEG JUN 2 1950  STANDARD CERTIFICATE OF DEATH vt Fite o 12 51 5
| 2 /O §/¢j‘ 2z

! BIRTH NO. REG. DIST. NO. PRIMARY REG. DIST. NO. Registrat's No.oiveiomsersensasssesesn

1. PLACE OF DEATH 2. USUAL RESIDENCE (Whare decoassd lved. I instityticn: residence befors

a, COUNTY Marcer a. STATE Miss auri b. COUNTY MerosT adicision).

I
N

WRITE PLAINLY—USING UNFADING BLACK INK—MAKE A PERMANENT RECORD Oc,.

b. CI1F;Y (I cutside corpurate lmits, writs RURAL and give ¢. LENGTH OF c. CITY (U ocuids corporate limite, write RURAL and give towaship)

. township) AY ¢ Jace) OR
TOWN Prince ton,. £bout T Hiis TOWN  Ryral Harrison Twp 04\,5-/5
d. FULL NAME OF (If not in bospital or institution, giva sireot addrom or locstipn) d. STREET (If rural, givs loestion)
HOSPITAL OR o ADDRESS
nsTiTurion  Lambert Hospital 34 Miles S, E, of Cainsville, Mo .
a.ggl\c!gi s%'i-: ». (First) b. (Mliddle) <. (Lasty 4. Dgl!'t (Month) (Day) (Year)
(Typeor Print)  J 0oseph Walter Finpey DEATH " Mav 10 1950
5. SEX 6. COLOR OR RACE | 7. MARRIED. NEVER MARRIED, | 8. DATE OF BIRTH 9. AGE (o years| ¥ Dot ¢ Ton | ¥ ooor u n,
v C o WIDOWED, DIVORCED (8pecity? | 2 last birthday) | Moatha , Duys | Hours | Min
ale Whi te Married ] | bareh:26. 1901 19 |
10a. USUAL OCCUPATION (Gwakindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (tate or foreln country) 12, CITIZEN OF WHAT
done most of working Lifs, st If retired) DUSTRY ) COUNTRY?
arm owner | Mercer Ge., Missouri. U So A
132. FATHER'S NAME 13b, MOTHER'S _M(LP_EN NAME 14. NAME OF HUSBAND OR WIFE
Jeseph Finney Lucy Jene : y B4
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16, SOCIAL SECURITY A 'WHMNFORMANT ' 5 SIGNATURE OR NAME ADDRESS
Yos. ranknown) | (If yes. sive war or dates of service} - .NO. | ‘ G s .
° Nene - * = Edn.n. Msy A\Finney ainsville, Meo.
13, CAUSE OF DEATH M;-:mcm. cﬁwlm'rpn . INTERVAL BETWEEN

 Enteronly onecausoper | 1. DISEASE OR CONDITION
ine for (a), by, and (@ | DIRECTLY LEADING TO DEATH® g

ONSET AHE DEATH

-
*This does not mean ANTECEDENT CAUSES

the mode of dying, such | Morbid conditions, if any, giring DUE TO (b)
as beart folluse, asthents, |- Tige to the above cause (o) stating

de. It meana the dis- the underlying couse lagt.
ease, infury, or complica- DUE TO () - -
tion which caused death, 1 (1. OTHER SIGNIFICANT CONDITIONS ’ .
Conditions contributing fo the death but 7ol 3 &Q y
. Y related to the dizease or condition causing death, L ¢
19a. DATE'OF OPERA- | i5b. MAJOR FINDINGS OF OPERATION ' 2. AUTOPSY?
. . AR - - .- S ] . - YES D NO ‘5/
21a. ACCIDENT (Bpecity) 21b. PLACEOF INJURY (es..loorabouat | 2lc. (CITY. TOWN, OR TOWNSHIP) | (COUNTY) (STATE)
SUICIDE, homa, farm, feotory, street. office bidg.,ev0.) - . :
HOMICIDE
2tg, TIME (Month) (Day) (Year) (Hour) 2te. INJURY OCCURRED | 2if. HOW DID INJURY QCCUR?
. WHILEAT ] NOT WHILE N ) ]
INJURY m. | “work AT WORK .
2. T hereby N(y that 1 attendcd the déceased from Adeccz. 1042, to 2?14_7;;4_ 1957, that I last saw the deceased
alive onr____y____ 19_52 and that death occurred at 8_=_1-15_B m., from the tauses and on the date stated above.
: (Degree or title) &b, ADDRESS i 23c. DATE SIGNED
M. D. O Princeton, ‘Misseuril. Yiagae ) 1o

249. LOCATION (Olty, town, or county) (State)

B BURIAL, Zib/DATE Zac. RAME OF cmsrsnv OR CREMATORY
TBiriad (> May 12 1956 3%, Paul “Yemetsn :

DATE .../} B:{- ?AEL REGISTRAR jIGW 3 730 .

(Ticensed Embalmer's Sumnc&’m Reverse Side)




. - I . .
.1 L . -
. I )
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 Af ... ... ——

t Embalmer No.

Eddie J.. Steklasa

working under my personal supervision.

Student ... . tessessesnanes PP Signed 5 T
Student Embalmer

\,  Licensed Embalmer No 3/6 02
P. O. Ad:lréss ‘GIii.DSVJill‘C., Ne. :

¢ [ (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 abave. ~ . - o 1.0 -




