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WRITE PLAINLY—USING UNFADING BLACK INK--MAKE A _BERM'ANENT RECORD

FLED AUG 22 195

~THE DIVEISION OF HEALTH OF MYOUURI
STANDARD CERTIFICATE OF DEATH

—
REG. OIST. NO. hu_?_ PRIMARY REG. DIST. NO. ;ﬁ&i

S—= i L

Registrar's Na....../;’.

Ben Chandler

Avery Starn

15. WAS DECEASED EVER IN U,S.ARMED FORCES? | 16. SOCIAL SECURITY
(Y, 00, oz unkoown) | (If yesgive war or dates obesssies) NO.

no none

g -

17. INFORMANT"S SIGNATURE OR NAME

Harlon Choat Maplden, Mo Rte.l

BIRTH, NO. .
‘1. PLACE OFDEATH - N 2. USUAL RESIDENCE (Whetc decoased livad, 1f iostisution: residence beford
" a. COUNTY - . - - *§ - a. STATE . . b. COUNTY ndnizeinn!
New Madrid : Missonri New Mad@id
b. CITY (11 oumdite corpurate limits, artdie RURAL and give ¢. LENGTH ©OF ¢. CITY (If suwide corporste limits, write RURAL acd give township) ™
: OR - - wwoahip) | STAY (in this plave)| OR
ToWN  Rural--Como Twp. 30 _yrd TN Rural- Comn Towmshin
' d"%PrAfzbOF at nln!'.in.bﬂln;pit.nl or institution, ive sirect addross or locatlon) d.Asl;ré?REEE;I‘S M (i rurs), give location) ‘d 7 7@
nstiTutionHome ol Harlon Chozat alden, Rte, ] Z
3, NAME OF . &, (Fist) b, {Middle) ¢. (Last)
DECEASED 4. DATE (Month}  (Day) {Year)
{Twpeor Printy ANDREW J CHANDLER oeATH ATJGIOST 11 1951
5. SEX 6. COLOR OR RACE I 7. wIARI?}!'EDD' BﬁgEC%SRRIED' 8. DATE OF BIRTH 9. uf.GEaii’é.'T“ ;; UNDER ) YEMR | oF nwDgR b ks,
R WED, (Bpecity) | t ¥ cotha | Drays | Hours | Min.
Male White Ydoved g March o,18781 73 I% | 13 ]
10a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Btate or torelgn country) / 12, CITIZEN OF WHAT
donqﬁguin- moat of working life, aven 1f retired) DUSTRY COUNTRY?
, arming : Al abamg U.S5.4.
"H¥3a. FATHER'S MAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

ADDRESS

18. CAUSE OF DEATH

. Enter only onecausoper | |- DISEASE OR CONDITION
Iine for (8, {b), and (c) DIRECTLY LEADING TO DEATH" () YV MYD'

*Thiz does not meen
the mode of dying, such | Aorbid conditions, if any, gising DUE TP (b)
2 heart faillure, asthenic, rize o the above caude (o) stating
ete. U mzons the diz-
case, infury, or complica- DUE TO (c}
tion which caused decth, | tl. OTHER SIGNIFICANT CONDITIONS -

MEDICAL CERTIFICATION _

ANTECEDENT CAUSES

the underlying cause last.

INTERVAL BETWEEN -
ONSET AND DEATH

Conditions contribuding to the death but not
related to the disease or condition causing death,

19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION - ' .+ - |-20. AUTOPSY?
ST U TioN : ‘I{‘fr 3 X O w1
YES NO
21a. ACCIDENT ' (Bpediy) 21b. PLACEOF INJURY (ex..inovabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE hooe, tarm, tastory, street, office bldg. ete.) , L .
HOMICIDE
214, TIME (Mcath) (Day} (Year) (Hour) 21e. INJURY OCCURRED } 21f. HOW DID INJURY OCCUR?
WHILEAT {—] NOT WHILE|
INJURY ) @ | “worx AT WORK

155}

, that ! last saw the deceased
causes and on the dale staled above.

Q)egl?jr title}

2. I hereby certify that I attended the deceased from j;—\—lf_%’ to _g_'-u,_
alive on . , 19 , and thgt death oceurred at <+ m,, from the
1 . FSS 1

2a. SIGNATURE

b,

)

24a
TION

Hi3

. BURIAL, CREMA- | 24b. DATE

pIEsy

24c. NAME OF LEMETERY OR CREWATORY | 24d. LOCATI

{City, town, or county) 3toté)

Mieaniiri

)
sl ‘gé:‘lb Aig 13 105

Momowrinal Do Cemetdry Maldan
qFo % FUNERAL DIRECTOR S S| GMATURE *

‘ADDRESS

Campbell, Mo

e e




RECEIVED._
AUG 21 1951
DISTRICT HEALTH CFFICE No.6
Fife NOwooeecrecee

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 )

............. . . Student Embalesr No.
working under my personal supervision.

SHUBONE vaeeerrrnnnesrrenrsannsesrsnranees sme.. tmal...._. Zh. .. K -
’ Student Embalmer ,

Licensed Embalmer No.... %2 Z- 7.

oo P. 0. Address—.Clian L/}Lu.
J
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITINZ- (Failure to comply with

the above constitutes grounds for revocation of license,)
I this body is not embalmed, fact should be so stated above.




