] THE DIVISION OF HEALTH OF MISSOUR!
. Mo.300 riel OCT <4 1950 A
e STANDARD CERTIFICATE OF DEATH svote Fie N0 DR
laum. wo._ TS B - ST age. 0isT. wo. 924 pajuary mec. visT. wo. 5072 Regittear's No,.. 206
. PLACE OF DEATH 2. USUAL RESIDENCE (Weers d d lUved. If loetd raskdence before
c,’)’)— a. COUNTY Salln.e a. STATE MiSSOllI‘i, b. COUNTY Saline admbmion).
J é: b. CITY (If cutsids corpurate timits, write RURAL aod give ¢. LENGTH OF ¢, CITY (1f outids ccrporate limits, write RURAL and give township)
townahip) AY (In this place’
0w Marshall day TOWN Rural Blackwater Township o9 7o
d. FH%PNAME OF (1f aot in hospltal or Institution, glve strect sddres of location) d.ASDTgFEEEI'SS (If rursl, ghve location)
INSTITUTION Fitzgibbon Hospital 12 miles south of Marshall
3. gE%lEES%FD - a. (Firsty b. (Middle) c. (Last) - 4 DATE (Moath)  (Day)  (Year)
(Typeor Pity  BTenda Kay ' Finley Dﬂﬂ*OGt 19th, I950
5. SEX / 6. COLOR OR RACE | 7. #%RIED gﬁgs&gﬁgﬂ . 8. DATE OF BIRTH S. AGE (Inr!’n- & ot | TaR | woo u
¢ . B last birthday) Hours | Min.
Female 7 |Vihite Never married £| Oct, I8th,195 [T |
10:;35%1. gg'cgr:’nlm u(lc:mum:; 10b. KIND OF BUSINESD%I;T Hiy- n Blmw (Btate or forelgn eowtry) 12 crnza\tforwuﬂ
None . Missouri d 1.8, A,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME T4. NAME OF HUSBAND OR 'lFE
York B, Finley firginia Ygu“'-‘~w - —————
I5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURLIS’ T INFORMANT® 5 SIGNATURE OR NAME ADDRESS

(Y- mNunhw-'aJ (1f yes, give war or dates of servies) 5

S m————— Noje York -

18. CAUSE OF DEATH ' MEDICAL CERTIEJCATI INTERVAL Bl

| Enter onty onecouseper | . DISEASE OR COND{TION ONSET AND DEATH

line for (8), (b), and (¢) | CIRECTLY LEADING TO DEATH*(,) A_ / ﬁ(.«/]
“This dors not meean | ANTECEDENT CAUSES /

the mode of dying, such | Morbid conditions, if any, gising DUE TO (b}

ab heart failure, asthenda, | rise to the above couse (a) stating . - . .

de. It means the di- | he underlying couar lont.”
case, fnjury, or eomplica- DUE TQ (s} ; - —
tion which caused death. II. OTHER SIGNIFICANT CONDITIONS - -
Conditions contributing to the death bul not Oéa
related fo the disease or condition cauring death.
19a. -DATE OF OP_FngN 19b. MAJOR FINDINGS OF OPERATION ' e v A 20. AUTOPSY?
. ves [J woX]
21a. ACCIDENT {Bpecity) 21b, PLACEOF INJURY (s.g.,incrabout | 2ic. (CITY, TOWN, OR TOWNSHIP) | (COUNTY) R (STATE)
SUICIDE bome, farm, factory, streat, ofice bidg., et0.) o - ¢ o
HCMICIDE
i 214, TIME (Mouth} (Day) {(Year) (Hour} 2le, INJURY OqL'URRED 21t. HOW DID INJURY OCCUR?
: WHILE AT NOT WHILE
INJURY = | “work AT WORK

2. I hereby certi that T attended ;he deceased from "" fo lo m: Ia_s:,othat T.last saw the deceased

alive on and that death occurred ai ., Jrom tha causes and on the date stated above.

SO W77 iy ) A s

24a. BURIAL, CREMA. | 24p. DATE 24c. NAME OF CEMETERY OR CREMATORY.. '|.24d. LOCATION (City, town, or county) - - (Stals)
TION, REMOVAL (Bpecity} .
Burlal O Dct, 27,1950l.ongwood cemebery . Longwood , MQ. e

WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

DATE REC'D BY LOCAL | REGIST| 1 é 95‘ 25_FUNERAL DIRECTOR'S SL&NATURE ADDRESS )
REG. | . Ve -
Ot 2i-/24 f 5 Veuugllo 02 ey Inaadef oo
A i Mer's Stetemnent on Side)




)

- CEIVED//257
T?ES’E& OFFICE No.3

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, é'ln-bg.;,.__.................-_......,

Student Embalmer No........ tesasssrnsassennan

Simi_.wW )

3TgNed.susscccciassaccnsnrcnssrvannananasa Licensed Embalmer NO.M.E..XK--

- 3tudent Embalimer
P. 0. Address 2B AN L L LIt

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

working under my personal supervision.

If this body is not embalmed, fact should be 20 stated above. : .




