THE DIVISION OF HEALTH Or MISURI . ‘)@013

.S. Mo.300 S *
T ores ALED JUL 11 1950  STANDARD CERTIFICATE OF DEATH © . g ruemi o o2
6\ 'SIRTH MO, REG. DIST. NO. {sé 8] PRIMARY REG. DIST. NO. _iwmgumnnfo - 7 .g_ '......:........
\/“ 1. PLACE OF DEATH |2 USUAL_ RESIDENCE (Where deceased fived. If institation: residence bafors
[) 8. COUNTY  Howard s sTATd{iggouri b. COUNTY Howard sdeimion.
b. CI'I‘Y (L cateide corpurate limits, write RURAL and give ¢. lerNGTH OF . Cg‘g {If sutalde corporats lmits, write BURAL aod give townahls)
Town fayette . wrmtie]] STBY il Swn Fayette, . OLS /
. FULEL NAME OF (If not in hospital or Inathiation, give strest address or location) d. STREET give loeation) a ’
" nlor “E06 ™ Boyd St “soones 200 Boyd
3. NAME OF a. (First) b. (Middle) ¢, (Last) . 4. DATE {Month) (Da:
DECEASED ; - . 7) _ (Year)
(e o David Lee Anderson o July 2, 1950
0 6. COLOR OR RACE | 7. MARRIED, NEYER MARRIED, 8. DATE OF BIRTH 9, AGE (In r—n IF UNDER | YEAR | & oam u mas.
liale White WROYOOVASP e |Sept. 3, 1944 L[ B e | e
108. USUAL OCCUPATION (Givakindstwoek | 10b, KIND OF BUSINESS OR™IN- | 11. BIRTHPLACE {Stats or foralen ocuntry) 12, CITIZEN OF WHAT
m . retirgd DUSTRY .
NEPat-WEEREy e None Howard Co. Missouri 4 y
1 ATHER' S £ 13b. WO "5 MAIDEN_ NAME 14, NAME OF HUSBAND OR WIFE
Pe 1076 f%.ylord Anderso]n rie Grimes Mone
5. WAS DE&EASED EVII;ZR IN U.5. ARMED FORCES? | 16. SOCIAL SECURIIng’ 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
W.or aowd} | (I yes, xive war or dates of servion) ]“- ne D. G’. Andel‘son Fayette . MO
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL

BETWEEN
ONSET AND DEATH

. Enter onl [. DISEASE, OR CONDITION ¢ *
e only anachu P | DIRECTLY LEADING T0 DEATH® 3y {0 / T ’p/ & FnecTores_Covvieal \JorTehrae| % Yin 95

*This does mot mean | ANTECEDENT CAUSES ) T e
the mode of dying, duch | Aforbid conditions, if any, giving DUE TO (b a_{re
rise to the abose cause {a) wfng . X . - e Tt

at heart faflure, asthenia, ’

. | the underlying cauae last. - Co. ' .- h . . B é R o
‘de. It meana the diy DUE TO @) o q& Q()

eaxe, infury, or complica-

tion which cavsed death. | 11. OTHER SIGNIFICANT CONDITIONS: ° ' v ’
Conditions contribuding to the death but not gJ
related to the disease or condition causing death. .
. ||.19a.7DATE OF. OP_F%A; I9b. .MAJOR FINDINGS OF - OPERATION’ ceow . s o T ’ ' 20. AUTOPSY?
0¢85 | mO wl
2a. ACClDENT A' (Bmdfr)r ﬂh.P:J\CE’?FINJURY (:;“l:l::-bom 21c. {CITY, TOWN, OR TOWNSHIP) . (COUNTY) | 1, (STATEy
cCidem me, farm, fastory. street, . W50} - /q - y . ; .
HOMICIDE d Mowmé 7‘_;9-.1 el7e 0
21d. T‘I#E (Month) (Day) (Year) (Hour) 21e, INJURY OCCURRED | 21f. HOW bID lNJURY OCCUR?
»" } | WHILEAT NOT WHILE
ANJURY QU ’\, < 1950 Sor WORK AT WORK D’ rCJ { rQim Tv‘l‘ [d

WRITE PLA[NLY—USINC IINFADING BLACK INE-—MAKE A PERMANENT RECORD o

2! ] hereby cemfy that I attended the deceased fromgl '\l L 1920 , lo _:TVIV 2 - 1984  that I last saw the deceased
alwe 19_ and th death occurred at Lﬂ.ﬂ.ﬂ m., from ths causes and on the dale stated above.
2%. SIG F\E ur titl!) b, ADDRI 2. DATE SIGNED
ee ?asp:k/,/‘ulpfh‘l/% R R
a‘trmAL CREMA. | 24b, DATE zu I\A'dE oF CEMEI'ERY on CREMATORY [ | 24d. LOCATIOR (Oity, to%rm, ot county) (Stats)
TB’H»BT‘&TLM'I7/4/5O ayette City Cemetery| Fayette, .. . Mo
DATE RECD BY LOCAL RAR'S SIGNATURE ‘?’"’b . IRECTOR’ §-S1 GHATURE ADDRESS

Fayette, Mo

q -z —so REG.

W - o
[ - (lictnsed Embalmer's Stat




-go°
RECEIVED 7vo-9
DISTRICT HEALTH OFFICE No. 3

District File Nurnber .c..-- .ca===
Date Filed. - 7-t0 37 ___.

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, aehom oo

tmbalmer NoOsupoeees

n'orln‘ng under my MI supervision,

Signed._ (s 2L % 7 —
5'9“.‘ --------- ;‘;_--ou-cooo-o-. ------------ i Liuﬂud Embahl“ Nn' 4(3/0
udent Embalmer . .
’ . P. O. Addr _?ZZ@_

Note: The sbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HAND
the above constitutes grounds for revocation of license.)

It this body is tot embalined, fact should be so stated above.

PING. (Failure to comply with




