. No, 300
10.48

USING UNFADING BLACK INE—MARE A PERMANENT RECORD

PLAINLY:

WRITE

r-L

{0 DEC 22 1951

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. DIST. NO. ,;:'2 PRIMARY REG. DiST. NO.

State File No 40?4 2

_]M_ Registrar's Na....l3.9]'|'.

{Yes, Do, or unkoown)

Bo

i5. WAS DECEASED EVER IN U.S. ARMED FORCES?

(I yea, mive war or dates of service)

—————— —

16. SOCIAL SECURITY
RO.

"BIRTH NO.
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whers decosasd lived, If lostitution: residencs befors
a. COUNTY a. STATE . . b. COUNTY adiniasion).
: Buchanan Misssouri Buchanang'// 7
b. CITY (If outzide corpurate Umits, write RURAL nnd give ¢. LENGTH OF c. CITY (If cusmide sorporate licidts, write RURAL scd give townahip)
townahip)| STAY (in this place! OR [e]
TOWN  St. Joseph ‘ 2 menths TOWN St, Joseph
d. FULL NAME OF (If oot in bhospital or institgtion, give streot address of location) d. STREET, (If rursl, give location)
HOSPITAL OR . ADDRESS
INSTITUTION 1807 Pacific St. 1807 Pacific St.
3. NAME OF a. (First) b. (Middle} c. (Last) 4. DATE (Month D
DECEASED i 1 oF D cem‘i)ner( “é ngl
{ Type or Print} Josie Mae McConne pearn De
5. SEX 6. COLOR OR RACE | 7. mr&m&g NIE\\I,CE)EC%SRRIED' 8. DATE OF BIRTH . 9. l1'\'GE (lnd.y-)ln l‘l; u::.u ) YTEAR | o ueogm a4 owms,
N . {Bpecity) ¥, on Days | Hours | Min.
female / white marri June 25, 1886 B5" ] [
10a. USUAL OCCUPATION (Give kiad of work | 10b, KIND OF BUSINESS OR IN. { 11, BIRTHPLACE (State or forelgn ocuntry) 12, CITIZEN OF WHAT
dose d most of working life. evea if retired) RY . / COUNT! é
ousewlfe own home Greenfield, lowa A
13a. FATHER'S NANE $3b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
Jasper S. Welch Sarah Marsh - | Ernest C. HcConnell
17. iINFORMANT'S

SIGNATURE OR NAME ﬂﬁSS

18. CAUSE OF DEATH
. Enter only onacause per
line for (s}, {b), and (c)

*Thkis does not mean
the mode of dying, such
a8 heart failure, asthenia,

ele. It means’ the dis-
caze, infury, or complica-
tion which eeuased death.

1. DISEASE OR CO-NDITION
DIRECTLY LEADING TOQ DEATH®

ANTECEDENT CAUSES

the underlying cause lost,

Mss. Finast 1807 Puc1flc
Sd_mmﬂ;%'_wmumeﬁ‘_

OIISEI' AND TH

DUE TO (c)

MED[CAL RTAFICATION
W Mmgj P

Morbtid conditions, if any, giving DUE TO (b)
rige to the above catise (a) slating

11. OTHER SIGNIFICANT CONDITIONS

Cunditions contributing to the death but ot
related to the disease or condition cauting death.

&M?W

M

15a. DATE OF OP_I!::ROSN "19, MAJOR FINDINGS -OF OPERATION - ’ 20, AUTOPSY?
1
53 [ Xh‘ ves (1 o B

21a. ACCIDENT (Bpecity} 23b. PLACE OF INJURY (e.g-. Inorabout | 2ic, (CITY, TOWN, OR TOWNSHIP) (COUNTY) . (STATE}

SUICIDE . home, farm. fastory. strest. office bldg., sta.) ) .

HOMICIDE
2id. TIME (Month} (Dsy) (Year} (Hour) 218. INJURY OCCURRED 211. HOW DID INJURY QOCCUR?

oF WHILEAT[™] NOT WHILE

INJURY WORK AT WORK

alive on

1.9_5__!_ and that death occurred al

., from the cauae.a and on the dgle stated above.

2. I hereby certify that I atiended the deceased Jrom _l_o.'_l)__, 1—9.5.'_.’, lo _u_L_L 19_.&'_! ‘that I last saw the deceased
—12-1b, T:30a.m

NATURE (ﬂ §)ﬂ/ (Degru r title)

23¢c. DATE SIGNED

(A 1% -8

23b. ADDRESS

903

W;

“(State)

(licensed Embalouer’s State:neut on Reverse Side)

ERMIM;\LCREMA. 24b. DATE | 24z, I\A'HE OF CEMETERY OR CREMATORY . LOCATION (Clty, towm, or county)
(Bpedty]
v % 12/20/1951 Nebraska
DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE : 25. FUNERAL DIRECTOR™ S S1GMATURE ADDRESS
~ < REG. ‘"“‘"--g. ’
el m?




STATEMENT B\tg@eusm 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 Embalmer No..cvecsvrnaasesnann rareens

working under my personal supervision.

Signed......._...

.slgned""""""' """""" P . Licenzed Embalmer No.. J .............. ,ﬂ ............

Student Embalmer
P. O. Address ;/fé/

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to co

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




