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WRITE PLAINLY—USING UNFADING BLACK INKE—MAEKE A PERMANENT RECORD

alive on 14

rluu NUV l 6 ]35] MR MIYINWTS W TR RITE W IV AW {3‘_’0
STANDARD CERTIFICATE OF DEATH State Fie No.. Fe I
' BIRTH NO. REG. DIST. NO. Jiﬁj_ PriuARY REG. DIST. 80,385 655 pesiivars No..) 3‘*
I. PLACE OF DEATH 2. USUAL RESIDENCE (Whers decosssd fived. If lastitticn; resklencs before
a. COUNTY a. STATE . N b. COUNTY - wdinbseion},
Lawrence Missowri Morgan: ce
b, CITY (1f outcide corpurate Limits, write RURAL and give ¢. LENGTH OF ¢. CITY (It cutide corporata limits, write RURAL x5 give township) N
OR t’ v townahip) 5[:\’ (in this place), R d :/" -5
TowN  Mt. Vermon davs TOWN Fortuna, Yo, -
d. FULL NAME QF (If not in hoapital or institution, give strect address or locstlon) d. STREET (It rursl, ghvs location) /
HOSPITAL OR ADDRESS
INSTITUTION Mo, State Sanatorium
3. NAME OF - (First b. (Middle) ¢, (Last)
DECEASED * ) 4. DgTE (Month) (Dey) (Year)
{ Twpe or Print) John H, ¥oss pear  Nov. 11, 1951
5, SEX 6, COLOR OR RACE | 7. MAD%FEEE% EE“"ISECQSRSREEI , 8. DATE OF BIRTH 9.1:\.?5 s vo;n ;!r u:::n | YEAR | o usDER M HES.
. (i ] birthday, on! Days | Hours | Min
Hale White YT rle / 6-29-78 73 , |
10a. USUAL OCCUPATION (Civekiad ofwork | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Btats or forelgn sountry) 0 12, CITIZEN OF WHAT
done during most of working life, even if retired) DUSTRY COUNTRY?
Famer Farm Missouri USA
13a. FATHER'S NAME 13b. MOTHER'S MA|DEN NAME 14, NAME OF HUSBAND OR WIFE K4
Dwana Moss Wary Elizabeth Davis | Martha V. Moss
I5. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' S SIGNATURE OR NAME ADDRESS
(Yea, 8o, or unknown) | (I yea, wive war or dates of service) NO. .
No Tnknovm Ruby Ann Wilson, Mt. Vernon, Mo.
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
| Enter only onecausoger ( 1 DISEASE OR CONDITION o Tub ulosi ONSET AND DEATH
Jietor (2, (by. and (¢ | DIRECTLY LEADINGTO DEATH*() Pulmonary Tuberculosis bt, 5 vrs,
*T'his doer mol mean ANTECEDENT CAUSE=S
the mode of dying, such | Mostid conditions, if any, gising DVE TO (b)
as heart faflure, asthenin, | rite 10 the abore Wﬂ-’f (a} stating . - - .
cte. It means the dig. | the underlying cause last. -
care, injury, or complica- DUE TO (c) _ _ ‘
tion tohich caused death, | 11, OTHER SIGNIFICANT CONDITIONS ‘ ~ |
Conditions contributing to the death bul nof
related to the disease or condition causing death.
19a. DATE OF.OP_FIROJN 19b. MAJOR FINDINGS OF OPERATION T ! 20. AUTOPSY?
OC X ves L] wo BAL
21a. ACCIDENT (Bpedify) 21b. PLACEQF INJURY (og..lnorabout | 21¢. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE) :
SUICIDE hone, larm, fastory, street, office bldg..ete.) L . - ;
HOMICIDE ‘
21d. TIME ' (Mooth) (Day) (Year) (Hour) 2le. INJURY OCCURRED | 211. HOW DID INJURY OCCUR? .
OF . WHILE AT NOT WHILE
INJURY =. | "woRK AT WORK : : C e
2. I hereby certify that I attended the deceased Jfrom 1-11-L8 19 to _11=11~ 1 that I last saw the deceased

, 1951_, and that dealh occurred ol ._2_..10.8.&?1 from the causes and on the dale staled above.

23a. SIGNA {Degredor title) | 23b. ADDRESS 23c. DATE SIGNED
% 0 Mt, Vernon, Mo. 11-11-51
au RI 5\1’. MA- . DATE Z¢ NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (City, town, or county) (5tate)
U' Do gy g F5 s Z .
DATE REC'D BY L%(:EﬁéL REGISTRAR'S SIGNATURE ¢Z),/ ERAL DIRECKOR'S S| GNATURE ! lyﬁnss
2w 957 w4 =’ (}71/{\ 9/1414;11? Lo
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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— ...

........ . Student Embaimer No.

i oo A oz

Licensed Embalmer No qsfé

working urder my persona! supervision.

Student cevveecseccaancnen tassamartanse vaoe
Student Embalmer

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

If this body is not embalmed, fact should be s0 stated above.




