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

RLEG MAR 12 1951

BIRTH NO.

L VI UF el

STANDARD CERTIFICATE OF DEATH
REG. DIST. NO. ii ‘2' PRIMARY REG. DIST. RO. 30/ 7_, R;gg‘;lmr'gNg___,_.-,:ZL.&._

W MilaaJund

4249

State File No..uuiiiens

FRE——

I. PLLACE, OF DEATH

a. COUNTY cooper

2. USUAL RESIDENCE (Wbere d

d-lived. I 4
b. COUNTY

: rmidence before

do‘oper nduiseion).

a. STATE

Misgouri

b. CITY (It cuwide corporate Limits, writs RURAL and give ¢. LENGTH OF c. CiTY ({If outalde sarporate limity, write BURAL and give tewnahip) Ly
OR ip)| STAY tin this place) L) ?‘ 7“’
7own Boonville 3 Weaks oW Boonville L)

13b. MOTHER"S MAIDEN

Mary Moore

13a. FATHER'S NAME

Frank Leatherman

NAME

d. FH!.-I‘.;PNAME OF (If not Lo hoapital or jnstftution, give street addres or location) ASI;FDREs (If rural, d“ loeation)
INSTHUTION Alex VanRavenswaay Hospital 109 West Spring St.

3 EI)“EACNéES%‘E a. (First) b. (Mlddle) c. (Last) 4. DS;I-.'-E - (Manth) (Day) (Yean

{ Type or Print) Walter Leatherman veATH  March 6 1951
5, SEX 6. COLOR OR RACE | 7. \P‘;"IAR%}EB N‘E\}IEEC%SRRIED 8. DATE OF BIRTH 9.}:!::5 (I::-;;n l: :&l:l |D;m;. W OMDER M WES.

pacify) . L Bours | Min
Male ()| White Merried J November 4" 1878 "% l |

10a. USUAL OCCUPATION (Givekind of work | 10b. KIND OF BUSINESS QR [N- | 11. BIRTHPLACE (8tate or forelgn country} 12, CITIZEN OF WHAT

done during most of working LEfs, even if rutired} DUSTRY O COUNTRY?

G Versaillea, Misasourl, US4,

14. NAME GF MUSBAND OR WIFE

Mrs, Pauline Rasa leatherman

15. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16, SOCIAL SECURITY

(Yes.n0. or unknown} | (If yes, cive war or dates of service)

NQ —

18. CAUSE OF DEATH

. Enter only onecauso per DISEASE OR CONDITION

17. INFORMANT®

495-05-0934 | _ Mrs. Pauline Leatherman, Boonville, Mo,
CERTIFICATION INTERVAL

MEDICZ T

S SIGNATURE OR NAME ADDRESS -

ONSET AND DEATH

1.
lne for (a), (b), and () DIRECTLY LEADING TO DEATH'(a)

*This does not mean | PNTECEDENT CAUSES

Otonan At a;.«

Morbid conditions, if any, giving DUE TO (b}
rize to the above cause (o) stating
the underlying cause Iast.

the mode of dying, such
o4 hear! fofture, asthenta,
ete. It means the dis-
ease, injury, or complica-
tion which caused death.

DUE TO {c)
11. OTHER SIGNIFICANT CONDITIONS

r Carcre s .
bioX

Conditiona contributing to the death bul not
related to the disease or condition causing death.

19a. QATE OF OP'FI%?H. 19b, MAIOR FINDINGS OF OPERATION 20. AUTOPSY1 |

21a. ACCIDENT (Bpecily) 21b. PLACE OF INJURY te.g..inorabout | 21¢. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE ;
SUICIDE homa, farm, factory. streat, ofSes bldg..ete) a '
HOMICIDE -—

21d. TIME (Month). 2. HOW DID INIURY QOCCUR?

,/

9_.1'_7 that I last saw the deceased

{Year) (Hour) 2ie. INJURY
nSURY WHRERT
2. ] hereby Jﬂdﬁbt I atignded the deceased from

alive 19977 and that death occurred ot _ 2L &

o from the causes and on the date slated above.

22, 51 7D (Degree 23b. ADD) Zi. DATE SIGNED
W 7 ) (ﬁj amvm.é& < ' e
%h.NB'IiIRMIAIKLCREMA- 24b, DATE 24z, %E OFf CEMETERY OR CREMATORY 24d. LOCATION (Clty,town, or county) {Btale)
A (Bpeadlty)
e £y March 91951 | Walnut Grove Boonville, Missouri,

TURE

381

DATE REC'D BY LOCAL

3_. 67__ J"/ REG.

25. FUNERAL DIRECTOR'S IIGIATURE

“ADDRESS
Goodman & Boller, Boonville, Missouri,

" (Licensed Embalreer's Statemant on Reverse Side)




RECEIVED 5-/.-#
DISTRICT HEALTH OFFICE No. 3

District File Number _.____.._____
Date Filed. .Z. -0, 5/

o N T

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose narme is recorded on the reverse side of this certificate was embalmed by me, ot byamee

. .. 5
working under my personal supervision, tudent Embalmer No..

e L0 €

debsinansasnvannas

Student Embalmer " Licensed Embalmer qqcl I

P. O. Address..._._ m&& mn.L

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 sbove. -

*>- . . -
] - .




