THE DIVISION OF HEALTH OF MISSOUR! '

ww | FLEDSEP 7 gy STANDARD CERTIFICATE OF DEATH o e e I £ 0D

10.48 et
"BIRTH NO. REG. DIST. MO, _Lg_é_ FPRIMARY REG. DIST. uo.B_d_&éugimar'; Na.w.&.i.i,"....
1:[(_:21?"5??}' DEATH 0”5 1 2. U?;;?EL RESIDENCE (Whaere d-euludcolgnd. If institution: residencs before
. H a. . b. NTY admision),
Jackson o Missounrt Jackson
b. CITY (If cuteide corpurate limits, writs RURAL and g ¢. LENGTH OF ¢. CITY (if outld te limits, write RURAL acd
Tg\F\"N m-:ugr STAY i this place) T ng}N onme m‘:; eive ""2‘”‘? f 5_
a Independence (¢
© d. FULL NAME OF (If not in hosplial o inatitation, ad locathor d. STREET n
= ngﬁl_}r{}% o . not in hos or institution, ‘glve streot addrom or loca 1] ADDRESS (I reral, gve location) o
o ‘N Independence Saniltarium 1037 West Maple
o 3'$‘E‘::ME§SOEFD a. (First) b. {Middle) <. (Last) 4, DSI-E (Month) (Dey) (Year)
B ( Tvpe or Print} dJogeph B Jones OEATH Aippust 27, 1951
Fi 5. SEX 6. COLOR OR RACE | 7. #AR%EB NIEVERCNElBRRIED. B. DATE OF BIRTH - 9. AGE (In years| v uNDER 1 TEAR | o OooER 20 sy,
s (Ggecify) last bizthdsy) | Moaths H M,
S Male /7 | wWhite RATR 1Y Nov. 4, 1884 o™ 13| "
a1 10a. USUAL OCCUPATION (Givekindof work | 10b, KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (s
[l dona during eaowt of workl Lﬂo.o:.n':! ;ﬂr:;) l DUSTRY fate or forslan oouatey) 0 % CITI%EN ?OF WHAT
2 lAsst. Gashfer Banik| Bank ! Renick, Missourl C.h.
< 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. MAME OF HUSBAND OR WIFE
Richard Jones 1 Margaret Coxshot | 83
g 15, WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
- {Yes, MW?)::) ] (Il yoa, rive war or dates of servies) NO.
3 .
= o OD, Mo,
| 18. CAUSE OF DEATH MEDICAL CERTIFICATION R INTERVAL BETWEEN
] Enter onl I. DISEASE OR CONDITION . TH
2 '";ef;r":’a:’m“;‘;ﬁ‘(’g DIRECTLY LEADING TO DEATH (sN\Ja g & 4 Ny 7 Py P i . f
, (b), ¢ . b g & 5 g
é *Thix does not mean | PNTECEDENT CAUSES ' . - /] 7
|| the moce of dying, such | Aforbid conditions, if any, gising DUE TO (b) NEMPad gy, .
- 8 heart failure, asthenin, | rise.to the abore cause (a} slating e
I ete. It meams the dig. | ihe underlying cause lozt. /
o ease, infury, or complica- DUE TO (¢} e A R _I)’ > eV
= tion whick caused death. | 1). OTHER SIGNIFICANT CONDITIONS , - /] / p ”
= Conditions contributing to the death but 1ot - [/
E' related {0 the disease or condition cauting death. .
= 19a. DATE OF QPERA- | 19b. MAJOR FINDINGS OF OPERATION ' 2. AUTOPS
= TION 4}; o/ O
= ;o YES NO
= 21a, ACCIDENT (Bpecifr) 21b. PLACE OF INJURY (e.x..inorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY} (STATE)
> alé')lﬁ:glEDE boms, farm, lactory, sireat. office bidg., ava.) i
g 21d. TIME (Moath) (Day) {(Year) (Hour) | 2le, INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?
. WHILEAT[™] NOT WHILE
i INJURY ' = | "Work L] AT WORK
;‘ 2, I hereby certify that I atlended the deceased from , I.Qw lo , 1020/ that I last saw the deceased
=, alive on Claagg 2 b, 19,54 and that death oceurred at 4 m., from tiff causes and on the date siated above.

'E: ENATURE © " Y/ 23c, DATE SIGNED
£ - -"1 —-J-
,&,d 24a. BURTAL, CREMA- ¥) {Gtate) /
:6 ITION, REMOVAL (Specify)

2 { ve ___Jag i
DATE REC'D BY LCRKZEJ(\;L |25, FUNERAL DIRECTOR'S SIGNATURE ADDRESS
Rug 28 <7 Roland R. Speaks, Indep, Ho.
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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..._.

working under my persona! supervision.

Signed..... tresssasasssnesrnens

Student Embalmer ’ Licensed Embalmer ¥0.... . 3604 .

P. 0. Address__independence, Misso

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

¢ - ~ Hi this body is not embalmed,. fact should be so stated sbove.~t '~ , -~~~ : T




