THE DIVISION OF HEALTH OF MISSOUR] “ V¥ SV ilve

S. Mo.300 /
v | FIEDNOV 24 1950  STANDARD CERTIFICATE OF DEATH e Fie o, S IDD2_
ro /¢ BIRTH NO. REG. DIST. MO, _: PRIMARY REG. DIST. m.% Re, u!rar:Nn 7f
L — - {3
_|[ 1. PLACE OF DEATH j 2. USUAL RESIDENCE (Where d d lived, If ioati id before
/ /’ a. COUNTY a. STATE b, COUNTY adinisfon?,
Shannon S
'{M o o = b. %‘5\’ {H outside corpurate Hmits, write RURAL and give o %A‘?Erm ﬂ?el-:! c. CITY {If cusslds sxrporate Umits, write RURAL and give townahip) 207 g
Va TOWN Summersville, Mo TN Summeraville Mo 1 |
d. FULL NAME OF hewpk inatitutl da loaatlon) STREET RS —
o HIOSPITAL OR or aetl la 1 or 0. glve strect or d. ADDRESS {If raral, give location) Pim——— |
D INSTITUTION - No By ral |
A 3 SME o, 8. (Fimt) b. (1ddle) e (Leat) I 4DATE  (Month) (Day) (Yew)
B {Twpeor Printy  John William Miller DEATH Oct, 30 1950
@- 5, SEX 6. COLOR OR RACE{ ‘7. I'\d‘IADR(:)R\‘\IIEB E%SCQSRRIED. 8. DATE OF BIRTH 9, ll.ka tIa n;n B:‘ UNDER 1 mn P UDER 1 WS, |
: ‘ \ {Bpacity) bkthd-.v onth Hours | Min.
2] MO W Married /- | aug 26 /857 1l
10z, USUAL OCCUPATION (Giekind of werk | 30b. KIND OF BUSINESS OR [N- [ 11. BIRTHPLACE &
-] :onlduﬂns most of working lile, sven if ntlr:i) ) DUSTRY thie or forelen mn‘"} [zcg{}&l'!z%'\"?': WHAT ‘
3 Olean Mo >, USA
< 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
W ller
o I5. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16, SOCIAL SECURITY | 17. INFORMANT®S S|GNATURE OR NAME ADDRESS
< {Yos.no, or ynknown) | (If yes. eive war or dates of scrvice) NO. .
= No No Floyd Miller  Summersville, Mo
I 18. CAUSE OF DEATH MEDICAL, CERTIFICATION lg:sﬁg_;{ili'gmm
bt . Enter only onsocanss I. DISEASE QR CONDITION . . DEATH
Z |l e for (a{ (b)_md‘(’; DIRECTLY LEADING TO DEATH" ) Caj—- bio ~ LN / .,5},_,1 c/ i@ 2 a7
F] *This does nol meon ANTECEDENT CAUSES ’
2 the mode of dying, such | Aforbid conditions, if any, gieing DUE TO (B) ﬂ i +~€ Al - A /f YrosSrs _}-—_ia_:L
o || as beart fallure, asthenta, | - Tiee to the above couse (o) dating . - - LA . - L - -
T de. It means the dis- * the underlping cauee last. .
o care, infury, or complica- ... DUETO () . .
P tion which caused death, | 11. OTHER SIGNIFICANT CONDITIONS ~ .
= . Conditions contribuling to the death but not y 4&}(
% related to the diseare or condition cousing death. ! . /
fny 19a. DATE OF OPERA- | 194, MAJOR FINDINGS OF OPERATION ) i '20. AUTOPSY?
= TION .
o 21s. ACCIDENT (Bpecify) 21b. PLACEOF INJURY (e.x.,inorabont | 21¢. (CITY, TOWN, OR TOWNSHIP) - (COUNTY) . ,'(STATB-,
) SUICIDE home, farma, fagtory, street, ofcy bldy.. wte) - : T
é HOMICIDE . :
g 21d. TIME (Month) {Day) (Year} (Houn 2le. INJURY OCCURRED | 21. HOW DID INJURY OCCUR?
l IN.?L[I;RY WHILEAT—} HOT WHILE
B WORK AT WORK . .
E 2. I hereby certi yt a.t I atiénded the deceased from _4,1.11_44 1850, to Get Zo , 193¢ that | last saw the deceased
; alive on 20 1957 and thal death occurred at (/= %0 p m., from the causes and on the date siated above.
E 2. SIG TURE mle) ,B3b. ADDRESS 2. DATE SIGNED
2 ALY\ ’ W % ' /=350
E TION U ERIgOVAL MA- | 24D, DA1‘E 24c. NAME OF CEMEI'ERY OR CREMATORY . | 24d. LOCATION (City, town, or county) " (Btate)
, -
§ Removal” « \Nov 2 1950 Olean Cem, - Qlean Mo -~ °
’Nmu - || DATE REC'D BY L%%Aél' REGISTRAR'S SIGNAT@ jﬁz 25. FUNERAL DIRECTOR'S SIGMATURE ADDREAS
I\-20-dp Q}/MR...Q B lra _-‘ Duncan Funeral Home Mth View, Mo

{Licensed Embalmer’h Statement on Reverae Side)




REC I FiVEL
MoV 22 1850
DISTRCT HEALTH OFFICE No

! i
-‘0 0!-vn--n-n.-n.nn-n--u-.“-«

S

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, 6f by v

Student Embalmer No.

working under my persona! supervision.

S5¢udent cueiasesesarsrrsnesns srrnsses sranes Signed..........
Student Enballlor

Licensed er No%r'
P. O. Address M '77/‘-{1

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

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




