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WRITE- PLAINLY—USING UNFADING BLACK INE—MARE A PERMANENT RECORD

THE DIVISION OF. HEALTH OF MISSOURI

!
FLED JUL 19 1951 STANDARD CERTIFICATE OF DEATH svue rie o 22667
BIRTH WO._______ __ REG. DIST. WO, //CF PRIMARY REG. DIST. no._LéL‘a‘f Regittrar's No. ol (o
1. PLACE OF DEATH i 2. USUAL RESIDENCE (Whare deceased lived. I lnstitution: reeiiencs before
a. COUNTY a. STATE : b. COUNTY aduiuion).
Gasconade Kansds'
b, CITY (If outeide corpurate limits, write RGRAL and give ¢. LENGTH OF c. CITY (1f outeide mpmu limits, write RURAL aad dv- townahip)
OR townabip)| STAY (in this place) OR R W 5-37
TOWN Owensville 35 min.,. TOWN chhlta &7
d. FH%PII'I"J_\ME OF (If not in hoapital or instivution, give street address ar location) d'AsDTI?REErSS {If runt, ...-;vnlosunn:r _— /
WSTIUTION _ Qwen s 1200 N; ‘Popla¥".
3. NAME OF ™ "o (First) b. (Middle) o (Lm:n e |,‘L DAIE =~ (Mouth) (Day) (Year)
(Typeor Print)  Dyca . Mae McCaglin < .~ I DEATH « Junel 27 1851
8. SEX - 6. COLOR OR RACE | 7. MARRIED. NEVER MARRIED, |.B. DATE OF BIRTH  — =~ | 57 AGE-(Ic yiar| ¥-uen 1 YOR | ¥ Gt u s,
WIDOWED, DIVORCED (ﬁp-dfy)’ last birthday) |Months , Days | Hours | Min.
female vhite widowed Aug, 4, 1884 | 66 ' '
102. USUAL OCCUPATION (Ciivekindof work | 10b. KIND OF BUSINESS OR_IN- | 11. BIRTHPLACE (State or farelgn sountry} / 12, CITIZEN OF WHAT
done during mowt of 'wkln.ﬁl{ﬂo. even if retired) DUSTRY COUNTRY?
housewor own home Arkansas T.S5.4.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
James Fuller Alwilda Long 1 Geo. MeCaglin
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17 INFORMANT' 5 SIGNATURE OR NAME ADDRESS
(Yos, 8o, or unkoown) | (If yes, tln war or dates of service) NO.
no Sdr None Kenneth Wiibgnks O'Fallon, Mo,
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
 Eateronly onecenseper | 1. DISEASE OR CONDITION _ 7 AND DEATH
e for (8], (&), and (o | DVRECTLY LEADING TO DEATH® () Acor7e M !v c VAP TS /5 atinn s

*This does mot snean ANTECEDENT CAUSES

the mode of dying, such | Mortid condiions, if any, gising DUE TO (&) ___ﬂ_?_u_éfALE

aa heart fallure, asthenia, Te to the above cause (a) stating i e e e e e e e o .
de. It means the dia- the underiping caure

care, injury, or compli i DUE T? (g_:)
tion which caused death, | 11. OTHER SIGHIFICANT CONDITIONS ™ - e
" Cunditions contributing to the death but ot
relaled to the disease or condition causing death. D o 7 /’rﬂ o
1%a. DATE OF OF_F,ll'\(')ﬁﬁ 130, ‘MAJOR FINDINGS OF QPERATION - . LR ! Sl b ’3 : ‘2. AUTOPSY?
Nowe | . — 431X ves (1 o [
21a, ACCIDENT {Bpecify) 21b. PLACEOF INJURY (ex.. imorsbout | 2l¢, (CITY, TOWN, OR TOWHSHIP) (COUNTY] (STATE)
SUICIDE home, farm, fastory, strest. office bidg..e1a.) -
HOMICIDE O ENS v (A SCONAPE e
2id. TIME' (Moath) (Day) (Tear) (Hour) 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
OF Vem e a— | WHILEAT[] NOT WHILE —,
TRJURY |~ work AT WORK Tt -

‘2. I hereby certify that T attended the deceased from I;_-_ms_zJ_, 19 , o TienE 27 195/, that I last saw the deceased
aliveon Jurv& 27 195/ and that death occurred at £ Q-39 'm., from the causes and on the date stated above.

23a. i i . o ortitle) | 23b. ADDRESS _ Z3c. DATE SIGNED

: O W ENSYILLE %749 Juwe22/79

EMA- | 24b. DATE . RAME OF CEMETERY OR CREMATORY 244, LOCATION (City, town, or county) (5tate) .

L.
%" 6-28-1951f[|'Wichita Park _ |Wichita, Kansas
R 1—% s 2. FUNERAL DIRECTOR'S SIGNATURE ADDRESS
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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 by.._.%_m

. , Student Embalasr No.
working under my personal supervision.

Student ..cecesersmnsavane sesussnsaencanas .
Student Embalmer

Licensed Embalmer Na..........

P 0. Address_ QA EN SYLALE 2

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

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