THE DIVISION OF HEALTH OF MISSOURI 1'?58 5

. No. 300 i
- e [FLES MAY 28 1952 STANDARD CERTIFICATE OF DEATH stare Fite No T L TOD
"IRTHNO.____________ REG. DIST. NO. ;..l_f_b'_‘_ PRIMARY REG. DIST. m./iﬂ_ Registrar's No 3{1
i M) 1. PLACE OF DEATH ' 2 USUAL RESIDENCE (Whars deosesed lived. If laatitution: rasidence befors
| . COUNTY . STATE , . . COUNTY wcimion).
11 . Randolph : Missouri > Randolph™™"
! b. %}"Y (I outside corpurate limits, write RURAL and ':,'.u csr AI:{ENﬂHh OF | e Cg’g (1f outnide eorporats limits, write RURAL and give townebip)
' . to ) [ place) . -
’ 8 Town  Huntsville "4 vyears| TOWN Huntsville 55 2
d. FULL. NAME OF (If not Is houpital or institation, eive strect sddrems of location) || d. STREET (I rural, ghve loeation)
HOSPITAL OR ' ADDRESS
8 nsTITuTion . Johnson Street Johnson Street 4
ﬁ 3 NAME OF 6. (First) b. (M:'Idd!e) c. {Last) 4. DATE (Month)  (Day) (Year)
A (Typeor Print) _JEME S Lewis Harvey DEATH May - 21 19562
g s sex #)/" | & COLOR OR RACE | 7. MARRIED. NEVER MARRIED, | 8. DATE OF BIRTH 9. AGE (In years| IF UxoEa © TEAN | & WNOEN A WIS,
B2 WIDOWED, DIVORCED (Bpacity > |Momin| D | Houn | 2o
_male negro widowed 4~ |June 8, 1872 |
é 10:; ug‘lijﬂ&OCCUPATIONI;’omm:dum; 10b. KIND OF BUSINESS OR_IN- | 11. BIRTHPLACE (3tate or toreiga sountry) o/ Iz.chrP:TzzNorqu'r
e m o, oven lf rutired . : RY?
W lgene Fal laborer general laborer| Randolph Co., Missourl U.3,
< 13a8. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. MAME OF HUSBAND OR WIFE
o Charley Harvey ] Susan Halley Emma Lyon Harvey
g || 15 WAS DECEASED EVER IN ,.9. 5. ARMED FORCES? | 16. SOCIAL SECURITY | T7. INFORMANT' 5 SIGNATURE OR NAME ADDRESS
‘w8, Do, or unknown yeu, war or dates of pervice) . . : I 'l
3 no none - none Mr. Dave Kirby; Huntsville, Missourl
| 1l 8. cAuse oF pEaTH MEDICAL. CERT [FIGATION INTERVAL BETWEEN
|| Enteron 1. DISEASE OR CONDITION . o~
2 Loa for oy, (0. and (y | DIRECTLY LEADING TO DEATH® (5) (_')Z.»vs--—c-g_, 2‘-“"/ C"‘P’E'Z“Z: V4 '-—i—
i *This dots mot mean | ANTECEDENT CAUSES \ Z .
ot the mode of dying, such |* Morbid conditions, if any, giving DUE TO (b) ""—"f'—jg <l a K,
5 s heart fallure, asthenta, | Tite to the above cawte () dating _ ]
% |lete. 7t means the di- | the underlying couse lait. ' : - : .
e ease, infury, or complica- DUE TO (c)
% || tion whter caused death. | 11. OTHER SIGNIFICANT CONDITIONS
o - the death but ;
: o P e Ty T I W%ﬁfa— ey
I |f 192 DATE OF OPERA. | 5. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
z WAL v o
o || 2ta ACCIDERT (Bpecity} 21b, PLACEOF INJURY (e.s- Encrabont | 21c. (CITY, TOWN, OR TOWNSHIP)  ~ (COUNTY) (STATE)
h SUICIDE ' home, Iarm, factory, street, office bldy.. et0.) . .
& HOMICIDE -
g 21d. TIME (Monts) Day) (Te) (Houn | 2le. INJURY OCCURRED | 2If. HOW DID INJURY OCCUR?
OF WHILEAT[— NOTWHILE
"l INJURY * WORK AT WORK - L .
E 22. I hereby certify that I atiended the deceased from 3 , 1852 to _L?_LL;, 19~ Z- that T laat saw the deceased
; alive on ._’lu.ﬁy__l_ 19_3Z; and that\death bccurred at L2 . m., from the causes and on the date stated above.
2 || 2. SIGNATURE - 7  (Degresortitly) | Z3b. ADDR Zic. DATE SIGNED
___&Q»w WD it el o, | sthafs
E % Nagmm. CREMA- | 24b. DATE ¢/ | 24&. NAME OF CEMETERY OR CREMATORY | 24d. RY | 24d. LOCATION (Oity, town, o mmy) (Btate) .
CBn-d-l ¥) .
§ DUrial "4 | 5-23-1952 |Huntsville Cemetery Huntsv 1lle , Misso ur:L
DATE ch.-o Y L%CEAGL EGISTRAR'S SIGNATURE 2 70 35 FUNERAL DIRECTORLS 816N DDRE$3
Ll ) /3 A %

(Licensed Embulmerl Summm on Rmm Side)

~ PR




- '

STATEMENT BY LICENSED EMBALMER

I hereby certify that the lqbdy whose name is recorded on the reverse side of this certificate was embalmed by me, of by e

Student Embalimer No.

working under my personal supervision.

SEUAONE vaueonrorasseronsorerraanaennsnatss Signed jM/% %%

Student Embalmer el
Licensed Embalmer No‘-3 f <

P. 0. Address Loredare &L = Jrif

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

If this body ir not embalnied, fact should be so stated above. - ©o- -




