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THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

AR DEC 7 1950

38162

State File No.

34 4
BIRTH HO. REG. DIST. NO. RiH PRIMARY REG. DIST. MO. 3“5? Registrar's No..... 9‘ i 52_
1. PLACE OF DEATH - . 2. USUAL, RESIDENCE (Where d d lived. I inati : reridence befors
a. COUNTY a. STATE . COUNTY = % 7 «d:nimion)
: St.Charles Migsours - oo fr i
b. CITY (If outride corpurats limite, write RURAL snd sive e. LENGTH OF || c. CITY (If ouwide corpoeats limits, wits RURAL and give townahip)
townehip) | STAY (in this place) OR ) , 0 7d
TOWN St.Charles 3 __TOWN __ Winfield~ - ::Nh 7
d. FULL NAME OF (1f ot i tal or i » dd location) d. STREET i, ghvo oeatlony e
Hose e of (If ot in bospl ive street or ADDRESS {1 rral dnlowa'lou)
INSTITUTION St oJoseph Hospitel Bural P
3. DI“JE%PEE S%FI': a. (First) b. (Middle) c. (Last) _l 4 Dg;'e “ (Month) ¥ (Day) (Year)
{ Type or Print) Homer Hilton | TBEAT Now 22,1950
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH 9. AGE (1o years| ¥ tNOER | YEAK | # OOER W wm.
0 WIDOWED, DIVORCED {Specify) last birthday} Mnnﬂa' Hours | Mia,
_Male V| White | Married _Jan. 5,1892 58 Vi E -]
10a. USUAL OCCUPATION (Givekind of work | 10b. KIND OF BUSINESS OR [N- | 11. BIRTHPLACE (8tate or forslgn country) . 12, C|T|ZENonm-r
done during most of working life, aven if re ] DUSTRY COUNTRY?
|__Disabled War Vet Disabled Winfield,Mo. 7 U.S.A.
llaa. FATHER'S MAME 13b. MOTHER' S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
John Hilton Frances Ann - -Pauline Hilton
I5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S 51GNATURE OR NAME ADDRESS
{Yes.no, or unknown) | (If yes, glves war or dates of yervics) NOQ. R
Yes Mexican Ipsuuret i) .

. Enter only onocniis per

18. CAUSE OF DEATH

line for (a), (b}, and (¢}
*This doer not meon | ANTECEDENT CAUSES
the mode of dying, ruch
-a¥ heart fallure, asthenia,

ele. It meons the dis- the underlying cause last.

f. DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH*(a

Morbid conditions, if any, giring OUE TO “’)
rize to the abope cause (o) etating . - .

MEDICAL, CER?IFN‘.:AT’

INTERVAL

BETWEEN
ONSET AND ZTH

case, injury, or H L

DUE TO )

tion which coused death. | 11, OTHER SIGNIFICANT CONDITIONS U
Conditions contributing to the death but not ey, T el }X
. | related to the disease or condition musing death. ok
19a. DATE OF OPERA- | 195, MAJOR FINDINGS OF OPERATION 2. AUTOPSY?
TION |
%‘4—( oL . T2reng . . - ves L] o &
2la. ACCIDENT — “(Bpecity) 21b. PLACEOF INJURY (e.¢..ln orabout | 2lc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE bome, farm. fastory, strest, offics bldg., e1e.) ' ' R "
HOMICIDE e
21d. TIME  _ (Mouta) (Day) (Year? (Houn) | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
OF - . .- WHILEAT [} KOT WHILE ..
INJURY [ WORK AT WORK z -

22. I hereby iy thd I atiended the deceased fromm
alive on , 10550 and that death occurred af 6315 A m

199% 1o

., from the causes and on the dale siated above.

a2 - 19,8503 that T last saito the deceased

fﬁﬁZTmafféméLéé

P )

27

7k Chonk 0 B

244. LOCATION (0Oity, town, or county)

(fate)

Qrivatte Mo. -

A

ZM

a, BURIAL, CREMA: ¥ 24b. DATE 7| 24c. NAME OF CEMETERY OR CREMATORY- .
nou REMOVAL 1's
Burial 11-2)-1950 i Ste Fau CeMy.y 5oy -
DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE _;1? =. RAL DIRECTOR’

s a‘tsnwt . ?_Aimnts's
- I d,Mo.
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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, or byM

= , Student Embulaer No.

working under my personal supervision. /
/ x4

Student ................é;..l.. ............. } Signed
Student balmar :
Licensed Embalmer No_..é')‘:rAW
P. 0. Addnwmzsé?

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

If this body is not embalmed, fact should be so stated sbove.. .




