THE DIVISION OF HEALTH OF MISSOUR?
+S. No.300 . FMED SEP 28 195 ST © 3118‘7
e 950  STANDARD CERTIFICATE OF DEATH State Fie No..
"BMRYH NO.__________________ REG. DIST. NO. M PRIMARY REG. DIST. m& Ren::lrﬂr:Na._,ﬁ(é ........... "
0 7 3 o 1. PI.CSUCE OF DEATH 2. USUAL RESIDENCE (Whare Jscosssd lived. 1! Insthution: residence before
a. NTY - a. STATE ’ b COUNTY adinim¥on).
Newton -MA ssourl Newton
‘ 1179
b. %1';\' (I outslde corpurats limits, write RURAL and give grAI?ENGTH DEF c. C!TY _(If outeldy earporate limits, write RURAL and cive townahiz / 3’ |
N township) {ig this ealf|
5 TOWN Spring Clity Y6 s ToWN JEEO8To. s
o d. FH([)"IS- ?_FME QF (It not in hospital or lnstituticn. give streot mddress or loutlnn) d.AS[;r[;zREEESTS (It rural, give location) -
O INSTITUTION Highway RFD 1 -~ -
a 3. adEA‘\:MEE 5%73 a. (FirsD) b. (Middle) e (Lasy) a, DATE (Month)  (Doy)  (Year) .
e (Typeor Pinty RO TR Ge Harris DEATH Sept .
é 5. SEX 6. COLOR OR RACE { 7. xiﬂbnorgsg. NIE‘YSSCE%RR[ED. 8. DATE OF BIRTH 5. AGE {n resrs “IF UNDER | YEAR | OF GNDER 1 wks,
[ - = . {Bpacify) } |Montha| Days | Ho Min,
5 Female/ White ried 7" | Mey 14 1904 | 4™ ! ™|
o 10a, USUAL occuPA'rﬁ (G ki of work 10b. KIND OF BUSINESSD%I;T ll{dY- 1), BIRTHPLACE (Stata or foreizn ooutry) 12. CITIZEN OF WHAT
moe: s, aven if ratired NTRY?
z K3 sEwIre own home Kansas / )51 %
< 13a. FATHER' 5 NAME- 13b. MOTHER"S MAIDEN NAME T4. NAME OF HUSBAND OR ¥IFE
- Ws. HE I.Figge tt May E;. Canningham John Earris
b |§r WASo?EkaASEP E};Egimy;&fzhlzai?nc?: 16. SOCIAL SECURITOY 7. INFORMANT' § SlGNATURE OR NAME ADDRESS .
own, , r service, . - - o
3 Mo John Harris Neosho, Mo%
é 18. CAUSE OF DEATH . DISEASE OR CONDIT] ICAL CERTIFJCATION INTERVAL BETWEEN
E . DISEASE NDITION :
2 e s roy | DIRECTLY LEABING TO DEATH® 5
i «Ths does not mean | ANTECEDENT CAUSES \ b ‘
2 the mode of dying, such | Mordid conditions, if any, gicing DUE TO (b) jond
%] as heari faflure, asthendn, | rise o the abooe cavae (o) dating - R .- oo .- E 5 ?JLO "
1% ete. It means the dis- the underiping couse last. ..
> care, injury, or complica- £ .l.DUE T0 () . :
> || tiom which caused death. | 11. OTHER SIGNIFICANT CONDITIONS
= COonditions contributing to the death but nof
% related to the disease or condition cousing death.
fa 19a. DATE OF OP_FIF:)FH 19b. MAJOR FINDINGS OF OPERATION : ’ | 20, AUTOPSY?
= V4 721 v O w0
=, oY - . YES NO
o 218. ACCIDENT (Hpecity) - / 21b. PLACE OF INJURY fo.x., incrabout | 2Tc, (CITY, TOWN. OR TOWNSHIP) (CQUNT‘Y) (STATE)
> alélﬁichE 3 R @-. Iygm, :etonr. t, office Jidg., e10.)
o W WM- j% )M.q A
g 2ia. TIME (Mooth) (D) (Yoar) (Hount | 2le. INJU oocu%— 21t.,HOW DID INJURY OCCUR? Z
WHILEAT & noTwhigEfn L
J‘ "*””RY7- 7- ,5"0 /7 P = | wonk AT WO ~e M‘—-qw- ,/ » M ,
= 2 I hereby certify !hat I attended the deceased from , 19 lo 5‘5 , that 1 laat saw the deceased
Z y L .
= algbe on L’ 19 , and that death occurred al _____.___ m., from the causes and on the dale staled above.
2 || #a. FIGNATURE (Degree or title) | 23b. ADDRESS . ‘ /ATE SIGNED
= / . ' 7/ fd’b
E 24a. BURIAL. CREMA- ! 24=. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (City, town, orcount) “  (State)
¥} .
S T | 9-12-50 IO0R: .Neosho Mot -
DATE REC'D BY LOCAL @STRA S SIGRATURE _ 2 1Rk |2 FUNERAL DIRECTOR'S S1GNATURE ‘ADORE 85
u L]
P-ro-g2 Brker-Hunsaker Mortuary J oglin Mo

(Licendfed Embalmer’s tement on Reverse Side)




ST

331 w0 i Hanlth OPfloer Yo, NEWTON_ COUNTY HEALTH DEPT,

S crrion File Funmber ._230=205 - -
B 1. Filed SEP 18 ISSQ | | .

H

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, ot by —— ...

Student Embainer No.

working under my persona! supervision.

sm@?i.% A2
STgned .vruccocecunsssasssrnanconancannsnnes hennu

: Licens mbalmer N ozf/ ..................................
Student Embalmer

P. O. Addr _Z.u:_.,?%{?w

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN WRITING. (Failure to comply with
the above constitutes grounds for revocation of license.)

If this body is not embalned, fact should be so sated above.




