5. No.3¥00
fv. 10.48
021

/

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

PRIMARY REG. DIST. Ntr:iﬁ Registrar's No-jé

FILED JAN 10 1951

1ST. NO

State File No.oo i i

143322

-BIRTH NO. REG. D .
1. PLACE OF DEATH 2. USUAL RESIDENCE (Wbere dscossed lived. 1f institution: residence before
a. COUNTY a. STATE b. COUNT adinission).
, Stoddard Missouri étoddard/nq/
8, CITY (If outeide corpurats limits, writa RURAL and give ¢, LENGTH OF c. CITY 1t outelde eorporate liryita, write RURAL aad give township) T
township) | STAY fin thia place} OR d
TowN  Dexter TOWN Dexter
d. FULL NAME OF (If oot in bospital or iastitution, glva strect sddross of loestion) d. STREET (I rutral, giva location)
HOSPITAL CR ADDRESS
_ INSTITUTION — 724 North Elm
335%%59%2 a. {First) b. (Middle) c. (Last) 4. DATE (Month) (Day) (Year)
(Typeor Print; Allie May Loveless tan Dec. 30, 1950,
5, SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (Iu years| i unDER 1 YEAR | F unDER u mRs,
. WIDOWED, BIVORCED (8pecify) last l}!_rl:hday) Nr:th’ D Hours | Min.
Femalel White Aug. 12, 1876 181 ]
10a. USUAL OCCUPATION (Givekind of work | 10b. KIND OF BUSINESS OR IN- 1 11, BIRTHPLACE (Btate ar farelgn oouuiry) 12, CITIZEN OF WHAT
dona during most of working lile, sves if retired) DUSTRY / COUNTRY?
Retired Housekeeper Indiana : U._Se.

138, FATHER'S NAME

John W, Tracer

13b, MOTHER'S MAIDEN
Frances Irgnspiger

NAME 14. NAME OF HUSBAND OR WIFE

15. WAS DECEASED EVER IN U.5. ARMED FORCES?

{Yes.no, or unkoown} | {If yes, xive war or datse of service}

no

16. SOCIAL SECURITY
NO.

17. INFORMANT'S SIGNATURE OR NAME

John Loveless (Deceased

ADDRESS

. Enter only onecause per

18. CAUSE OF DEATH
E OR CONDITION

1ine for {a}, (b), and {)

*This does not mean | PNTECEDENT CAUSES

the mode of dyring, such
as heari fallure, asthenta,
ete. It means the dis-
case, infury, or complica-

the underlping cauase last.

1. DISEAS!
DlRECTLY LEADING TO DEATH® (o)

Morbid conditiona, if any, giving DUE TO (b)
rise to the above cause (o) sating - .

Mrs, C, Kamplain Dexter, Mo,
MEDICAL CERTIFICATION INTERVAL BETWEEN
. ONSET AND DEATH
(d-raf}:c g,,éo/;s-» Zor )™

Mp7 /{/ L 2ad oy

BUE TO ()

0707— /(—-now-n

tion which caused death.

1. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death dut not
reloted to Lhe disease or condition causing death.

Yy

19a. DATE OF QPERA. | 13b, MAJOR FINDINGS OF OPERATION "20. AUTOPSY?
TION
. ves [ wo [

21a. ACCIDENT (Bpecity) 21b. PLACE OF INJURY (ez..lnorabout | 2lc. (CITY, TOWN, OR TOWNSHIP) {COUNTY) (STATE)

SUICIDE boms, farm. factory, siroet, offios bldg..e) . . '

HOMICIDE
21d. TIME . ‘(Momth} (Day) (Year) (Houn | Zle, INJURY OCCURRED | 21f, HOW DID INJURY OCCUR?

F WHILEAT|—] NOTWHILE| :
INJURY WORK ATWORK

22 I hereby certify that I attended the deceased from L2 = > & 19230t /2 —23e 19 $qthat | last saw o the deceased
Oubloc on A2 Yo 19.85¢ agndihat death occurred at ]_._S.O__Rn from the causes and on the date staled above.

IGNATURE

bé?téﬁ Aiﬁﬂ;rﬁm

or mle)

23b. ADDRESS

1Y B . Plpnes lD.P,qu Do .

| 23¢. DATE SIGNED

OH gERMIOA\}.ALCREMA. 24b. DATE ’ 24c. NAME OF CE.MEI'ERY OR CREMATORY | 24d. LOCATION (City, dwn, cr county) ' (Btate)
{ v
Buria 1-1-51 0ld Bethel R.F.D, #3, Dexter, Mo,

WE, PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

DATE REC BY LDCAL

Do Vs

ADDRESS
Dexter, Mo.

25. FUMERAL DIRECTOR'S 5 GNATURE

Strickland-Rainey

on R Side)




B
[
\
N
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, oeby— ...
' StUd et Embatmer—NC. v cnnrnes sesesenssers

working under my personal supervision.

—

Sigmed ‘(i::;? : ’z’124257 4/%ff/,

Signad..........' ------------- rrasaesaanns /Elccnsed Embaﬁner Nﬂ 07/,7/

Student Embalmer

P. O Address_n..%;ﬁé:z_d% ...........

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.




