IFE AYIALIN U

ALED-SEP 21 1950

AL Wr Vi8R

STANDARD CERTIFICATE OF DEATH
REG. DIST. NO. /fé PRIMARY REG, DIST. MO. ‘3/77 Reﬂutmr.lNo ......LZ’ ’.:J.... ....... -

Stat Eike No., 30857,

7
<

<

" BIRTH MO.
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where Jeceased lived. 1f jostliution: residence before
a. COUNTY Jasper a. SATEMigasourl  BCOUNTYTagpep , trion:
b, Cé};‘( (I onteide corpurate limits, write RURAL and give ¢c. LENGTH pEF €. CIT: (If gutaide corporate limits, write RURAL acd give township)
townabip) il this place)
Town  Webb City " B3 §8¥8] o Alba 0 LT
d. FULL NAME OF (If not iz hespital or institution, give streot addresm or locatlon} d. STREET {I1 rursl, give location) (J
HOSPITAL OR ADDRESS
insTiuTion Jane Chinn Hospital -
3. NAME OF a. (First) b. (Middle) c. (Last) 4, mm-: {Month) (Day) (Year)
{ Type or Print) TAY JOHN DEATH Sept. 12 1950
5, SEX 0 6. COLOR OR RACE | 7. #FR%ED EIEVEECIESRRIED. 8, DATE OF BIRTH 9, AGE (lo yesrn] ¥ UnpEm 1 YEAR | ¥ UNDER 1 Hm,
cs ity) day)
male white married | 0et 20,1875 Ty o] 22 i
10a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS ()I;l_IRNY 11. BIRTHPLACE (3tate or forolgn country) / 12. CITIZEN OF WHAT
ing soat ] 1f retired)
re LY PR P her™ farming Kinmonday, Illinois GRATRY
13a. FATHER'S NAME 13b MOTHER'.S MAIDEN NAME 14, NAME OF HUSBAND OR 'lFE
Willlam John T? Minnlie Wilfoung John
I;:i{. WAS DECEASED EVER IN 1. 5. ARMED FORCES? Iﬁ SOCIAl. SECURITY 17. INFORMANT'S S|GNATURE OR NAME ADDRESS
( . kaowa) (If yem, give w. r dat: f sorvice) "
g e | T mrerdrimeiem=t | none g. Fay John, X Alba, Mo.
EDICAL CERTIFICATION INTERVAL BETWEEN

18. CAUSE OF DEATH
. Enter only onacaussper
line for (8), (b), and (¢)

1. DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH*,

*This does not mean | PNTECEDENT CAUSES

the mode of dying, such
as heart follure, asthenta,

de. It means the dis- the underlying cause last.

DUE TO (o)

Morbid conditions, if any, glring DUE TO (b) et 7£ L Sl
rise to the above cande (aj stating '

r

ONSET AND DEATH

.ﬂ-r/a e r’ar/s

eaze, Infury, or complice-
Hon wohick caused death, § 11 OTHER SIGNIFICANT CONDITIONS

Conditions contribuling to e deaih but not
related Lo the disease or condition enusing death,

Y

192, DATE OF OPERA- | 19b. MAJOR FINDINGS OF QPERATION 20. AUTOPSY?
TION
ves [ w0 )
2la. ACCIDENT {Bpecity) 216, PLACE OF INJURY (w.x..lnoraboot | 21c, (CITY, TOWN, OR TOWNSHIP) {COUNTY) (STATE)
SUICIDE boms, farm, fastery, street, offios bldy..e1a)
HOMICIDE R
214, TIME (Month) (Day) (Year) , (Hour) 2le. INJURY OCCURRED 211. HOW DID INJURY OCCUR?
S WHILEAT[™] NOT WHILE
INJURY = | “work AT WORK

2. I hereby certify that I atiended the deceased from _(&f — 7.

195’_‘/ to & = A le. 1838 & that I last caw the deceased

alive on ~ , 1882 | and that death cerurred o

m., from the causes and on the dale staled above.

ad

23, SI RE ,V (Degroe or title)
20,

23b. W % &k, DATE SIGNED

W’RITI? FLAINLY—USING UNFADING BLACK INK--MAKE A PERMANENT RECORD

24b. DATE

Sep 14,

e
Za. BURIAL, CREMA-
TION, REMOVAL (Specity)

 burig] [

D REC'D BY L%%»:;L
J2;4L¥¢7JE

4, NAME OF CEMETERY OR CREMATORY

o

net ery

F-/2 50
TION (City, town, or county) {Gtate)
reell, Mo

WR s%//%f)‘

25 FUNERAL DIRECTOR'S SIGMNATURE ADDRESS

Knell Mortuary, (Carthaze, Mo.

(Ticensed Embalmer’s Statement on Reverse Side}




RECEIVED 7-/7-50 |
Jasper County Health Oitice
County File Number._ 50-8-667 __ ___

Date Filed_______. 92050, ..
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E STATEMENT BY LICENSED EMBALMER
[ 3]

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by — oo

, Student Embaimer MNo.
working under my personal supervision.

Y oStudent ..... centenrreneeans SSPLITLICREE SignecL._.j_A’.«—___ ............ y JM—CM"‘

' Student Embalmer

Licensed Embalmer No 41 V%O

P. O. Address_h.Mji) /I

Note: The sbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply wi

the above constitutes grounds for revocation of license.)

H thia body is not embalmed, fact should be so stated above.




