NG UNFADING BLACK INE—MAKE A PERMANENT RECORD

T

FILEB OCT 20 1950

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

State File NaS&SiH ......... n

sirruno. LAY nee. oist. wo. B_I,L priuaRy REG. 0157, #0. 30O Rugistrars Nowosd DL .

I. PLACE OF DEATH 2 USUAL RESIDENCE (Where decessed fived. If tostl revidence bejore
a. COUNTY g. STATE o, COUNT adinigion).
St. Francois Missouri. ‘5te Franéols
b, CITY (1 ontefde corporate Limita, writs RURAL and give _ ¢. LENGTH OF ¢. CITY (I outeide corporate limits, write RURAL 24 give townahip)
. towmahip)| STAY (in this place) OR ﬁ#
TOWN g on TowN  Farmineton : - ﬂ /
d. FULL NAME OF {If not in boapital or Lnstitution, give stroot address or locstlon) d. STREET (I rars!, v location)
HOSPITAL O ADDRESS
INSHTOTION o . . A
3 NAME OF 8. (Firs) b. (Middle) c. (Last) Cri i 4. DATE “ (Month)’ (Day)  (Year)
‘ (Typeor Print) Walter S. Sloan : DEATH October 9 1950
5. SEX 0 - | 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9, AGE (In years| I UNDER [ YEAR | i UNOER o HRS,
WIDOWED, DIVORCED?pani!y) . last birthday) Munth’ Days | Houm | Min
married June 71869 | 81 .14 81"
10a. USUAL OCCUPATION (Givekind of work | 10b. KIND OF BUSINESS OR IN- { 1I. BIRTHPLACE (State or ) 12,
done during m ot of working life, lvtn‘}.f roa!;:;) - DUSTRY or forsien eountey a Cgm.lz‘ﬁ"‘f'OF WHAT
Keeper Caledonia, mp . U.S.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Fergus Sloan | - ; N :
15. WAS DECEASED EVER N U.S. ARMED FORCES? | 16. SOCIAL SECURITY 17. INFORMANT'S S51GNATURE OR NAME ADDRESS
(YaNnaor woknowa) | {If yea, give war or dates of service)
‘ None Mrs 0 ivye S] oAan E&zmingi:qn MQ
18. CAUSE OF DEATH MEDICAL CERTIFICATIO, INTERVAL BETWEEN
. Enter oniy onseausoper | I, DISEASE OR CONDITION a ﬁ o ONSET AND DEATH
linefor (), (b), and (¢) | DVRECTLY LEADING TO DEATH® 4 U
*This does not mean ANTECEDENT CAUSES
the mode of dying, such | Morbid conditions, if any, giring DUE TO (b)
. {|. 0% hears foflure, asthenda, | rise Lo the abore cause (o) StotNg e . o~ . . : e - -
‘de. It meona the dig- | Hhe underlying cause last.
ease, injury, or compii i i DUE TO {c) —
tion which coused death. | 11. OTHER SIGNIFICANT CONDITIONS ! M F,
Conditions contributing to the death but not 5 3 A)X
related to the disease or condition causing degth. "" i 4 )
192.- DATE OF 'OPERA-"} 19, ‘MAJOR FINDINGS OF OPERATION ~ 20."AUTOPSY?
TIONR
~— , _ . ves [ wo B
21a, ACCIDENT {Bpedity), . 21b. PLACEOF INJURY (s.g..inorabout | 21¢. (CITY, TOWN, OR TOWNSHIP) | | {COUNTY) (STATE) ..
* ¢« SUICIDE - home, farm, [actory, sirest, 0ffice bidy.,etc.) . -
HOMICIDE ™ T\
21d, TIME ' (Moath) . (Day) =(Year)_ (Houp X, |s216NINJURY OCCURRED | 21f. HOW DID [NJURY OCCUR?
oF b hath \ WHILEAT[™] NOT WHILE
INJURY - . \\ ~ WORK AT WORK

WA hereby certify that T altended ile.deceased from _].QLL
alive n @ _-—F fb , and that death oceurred at

19._5_0 to _1_0_9__._ 19@_0 that I last saw the deceased
[L..ja&m

., Jrom the causes and on the date stated above.

WRITE. PLAINLY—USI
X . s

Z‘h. SIGNATURE\,\\ S : 0 (Dregree or title)

11D :

23b. ADDRESS

Zc. DATE SIGNED

M iy R/ AT

AL, CRE|

B ok o5

24c. NAME OF CEMETERY OR CREMATORY -

Oct. 12,19%0Park View Cemetery.

24d.. LOCATION (Olty, town, or county) " (5tate)

; Fapmington, :Mgye.::. . .

DATE REC'D BY I.OCAL z.

REGIST Rg 5 SIGNATWM ﬁz

FUNERAL DIIIECTOR S 31IGMATURE ‘ADDRESS

C. H. Cozean Farmington, Mo.

et 14 19501 E

EIC! i E LT 1 ‘s St

on Reverse Side)




"ON i3 1
§"ON- 301440 HLIVIH LOIWISIG | '
i

0S5t 9T 190

CETNEWER

STATEMENT BY LICENSED EMBALMER

I hereby certiiy that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by

working under my personal supervision. Student Fmbalmer No..... teesavRAc aAsEsbuntan
Signed.....—..f .
ane Student Embalmer ' Licensed E a 4 {J-
P, O. Address M/f’// Vo, £
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fail comply w:dw
the above constitutes grounds for revocation of license.)
s t

Ifthnbodvunotembalmed.fau:houldbewmdabove.



