THE DIVISION OF HEALTH OF MISSOURL -

-0 IFLED FEB 20 1950 STANDARD CERTIFICATE OF DEATH State File No.. 4’3‘3%
BIRTH NO. Rec. 01sT. wo, __ DY rRrimary rEc. DisT. noﬁaao__ Kegistrar's No..... 92.5 ........
qo\ I.-PLCSCE OF DEATH 2. USUAL. RESIDEMCE (Where d d lived, 1f iostitutd before
' . U " ' . a. X .. lllm- a),
e - Cass. E mf_‘]aisanuri. . "™ gpgg,: T

" b, ClTY {If outcide corpurate Limits, write RURAL sad give , ¢, l;l'ENGLl: £F) c. Cg’v (I ouaide mw-lmlh.mnummdu m-hip) a / 9 g
romRural’, Boldwater T LAY ™| rodn Rural, Coldwater, Twp. 2

d. ﬁl‘JésL FT{\ME OF (If pot in bospital or § H dv. alreet add or locath d. ASDTDRRF& (llﬂ!'ll shve Jocation)
instiution Not 4in hospital. it Home 7 Miles H/E Drexel, Mn.

3 NAME OF Fimy, T b, (Middie) o (Laxt) 4 DATE  (Moott) (D
ceciaseo  PRANEK -: . WELLING  NAPTON. P (e Du) e
' .--14.;._.1952_.

6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE CF BIRTH 9. AGE {Io years lf Unlem § AR | & UsoER u wes,

> SEX 0 WIDOWED, DIVORCED (8pacify} ¥) |Monthe |nm. Min.
/|sep. 25, 1872 | 7% "4"| T8|™™|

10a. USUAL OCCUPATION (Giive kind of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Stata or forsles souatry) 12_CrTi
done during most of working Ufe,sven if rtived) | < DUSTRY - COUNTRYS | "HAT
_Parming Retired Farmer,! Cas8 Coj o

13a. FATHER' s NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
i John Napton. | Msattie J. Smith. Ethel Williams Napton
iS5, WAS DECEASED EVER IN U, 5. ARMED FORCES? | 16, SOCIAL SECURITY 17. INFORMANT' S SIGNATURE OR NAME ADDRESS

W-Iram unknown) ] (H yes. Bﬂrew dates of servics}

None. Berniee Haptnn. I.isle Mo,

18, CAUSE OF DEATH MEDICAL CERTIFICAT)O lg;l'éﬂ‘l'ﬂ. BETWEEN
Enter only onecauseper | |- DISEASE OR CONDITION N _4 ET AMD DEATH
line for {ay, by, and (¢ | DCIRECTLY LEADING TO DEATH? ¢5) /04 rg

“This dots not mean | ANTECEDENT CAUSES . f : ﬁt - g'/d yrs
the mode of dying, such | Morbid condifiona, if any, giving DYE—TO (b ‘r -z X

o8 heastfaflure, nsthenia, | rive to the above cause (a) tta!mﬂ - - - | . ..
dtc.- -Ji Teans: the dis- |- th€ underiying causelogt. - - - . 7 ’ ' LR T

.
r

BLACK INK-—MAEE A FERMANENT RECORD

eare, injury, or complicn- Dm (0) 7
tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS — - \7 -
Comditions contributing to the death but not - o
relted to the disease or condition catzing death ),( 7 Plav.
VgL [} 1927 DATE OF OFERA. | 19 MAJOR INDINGS OF OPERAT[ON . r - . +| 2. AUTOPSY?
kg /_g /fJ"/— BJ‘IZ‘XF: ves [ wo
“21a: ACCIDENT ° ':wn TS PLA.CEOFINJURY(-.: nm@ 21/ (CITY, TOWN, OR TOWNSHIP) (co NTY) . ... (STATE)
SUICIDE boma, farm, fagtory, atrest, offiee bldg., ere.) R oD ~—e Jo S o
HOMICIDE B Tt
21d. TIME  (Moath) (Day) (Year) (Hous) | 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCURT
OF WHILE AT NOT WHILE e T Y YT T

77} INJURY ' . | WHLEA okt Aeadvy e tobs o
2171 hereby certify lhal I atiended the deceased f;:&,a:_“ﬁ_f_i IQA_ lo __Eﬂ_b_:__la 19_5_2_ that I last saw the deceased
" alive ¢i M 1 9_& and that occurred at _]_O_..lm ., from the causes and on the dale stated above.

WRITE PLAINLY—USING UNFADING

a5 NAT‘IJ__R_I;_;.; Ve ;o . {Degree or title) | 23b. ADDRESS 23c. DATE SIGNED
A (4/ MeDo . .. Drexel M -
) BURIAL.‘CREMA- Z.Ilb DATE 24c NAME OF CEMETERY OR CREMATORY 24d. I.OCATION (Ctty, town, or Don.nty) it R
0 l
F ]

) 'Aﬁbnfs:
Drexel, Man.

Tr‘ﬁﬁr"f By |0 11 g /52 ;
271?752 aee. | 2 ‘“SS‘GNW 2.

“(Licensed Embaimet’s Statement(s
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| CAS. coiwty
- S . vr § HBALTIL BEPARTHENT

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by meFfd Bﬁ_anally_

working undeh Rl RGN E FNATOISTH

Student mxxmxxxxxxx
Student Embalmer

-

P. O. Address_. Drﬂxal . . P
Nate: . The above MUST. BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply wit
the above constitutes grounds for revocation of license.) ] = S

If this body is eof embalmed, fact should be so mated sbove. © v _ LT

. .
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