THE DIVISION OF HEALTH OF MISSOURI
No. 300 FILET} AUG 2 8 ]952 28567
10.48 STANDARD CERTIF]CATE OF DEATH State File No..wvviveenne. t1anesrranrregeaesassaem
; !
..} y BIRTH NO. { 3 REG. DIST. NO. l é 4 PRIMARY REG. DIST. NO. é 2_3__.."" Registrar's Ng,___._.____,!,,!_,,..{ ,,,,, -
] I. PLACE OF,DEATH 2. USUAL RESIDENCTE (Wkers decassed lived. If iaatitation; residence before
% - a. COUNTY "Johnson. a. STATE Missouri b- COUNTY Johnson-.ﬁnwm.
: ? b-CITY- (.!l owld- corpurate limita, writsa RURAL snd give ¢. LENGTH OF ¢. CITY (If outside corporate limita, write nURAL and glve towaship)
. el townahip) Fgéun thia placel OR / 2',
a TOWN Warren sburg. TOWN Wa.l‘ren Bbul‘ g- 0 ‘5
. g . d. FULL N‘IBANLI.EOOF (Tt not in howpital or Institution, givg streot address or locatlon) d. AS[-)TDRESS (It rural, givo location) &S
"1 " e ¥
-2 : msmunou ‘RoBe Nursing ome, 731, E. Culton,
;- o 3II;EACP£EE?EFD , a. (First) b. {Middle) C. (Last) . 4. Dé}-E (Month) (Day) (Year)
s B |\ ATypeor i), James Marion Huffaker, peaty Aug. 18,195
é 5. SEX 0 6. COLOR OR RACE | 7. MIAD%R'I'EB ETE\\I'EgchESRRIED. 8. DATE OF BIRTH 9. AGE (l;:;:n b't' UMDER ) TEAR | W UNDER © mis
{Bpecity) onths | Days | Houra | Mia.
S male white married /" B4, Aug, 1874 | W | ]
10a. USUAL OCCUPATI of wor! Ob. SINESS OR IN- .
2 :Dudmgc UPAT ONH(!(.H::kind 1 nl): 10b. KIND OF BUSIN ?IS!‘RY 11. BIRTHPLACE (Btate or forelgn sountry) / l%gm%u?rwmr
& Tontradtor™ | Cement Iowa., QUKTRY,
< 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
+ Geo, W, Huffaker : _ Annie E, Huffaker,
E E' WAS DE%EMED EVER [N U.S. ARMdED FORC?S? 16. SOCIAL SECURITY | 17. INFORMANT' S SIGNATURE OR NAME ADDRESS
#. Do, OT unkoown) as , xlve war or dat i )
3 Ro e | St | 078-05=1180| Apnie E. Huffaker, Warrensburgl
i 18. CAUSE OF DEATH MEDICAL CE IFICATION lgTERVAAIﬁtB’{I"EWA_E;E.NH_
¥ || Enteronlyoneceussper | 1. DISEASE OR CONDITION . ' %
Z  'imetor (;' (b, and (¢ | DIRECTLY LEADING TO DEATH" ) /‘* . e ,
% *This does not mean ANTECEDENT CAUSES )
the mode of dying, ruch | Aforbid conditione, if any, gioing DUE TO (b)
3 o8 heast faflure, asthenta, |. Tise to the above cause (a) stating . .
e de. It means the dis. | the underlying cause lost.
o case, Injury, or complico- __DUE TO (c)
7z tion which caused death, | 11. OTHER SIGNIFICANT CONDITIONS !
= Conditions contributing to the death but nigt
S related fo the disease or condition cauring death.
E‘ 1%a. DATE OF OPF%’N 19b. MAJOR FINDINGS OF OPERATICN s Co ’ ’ 20. AUTOPSY?
S 74 4-X ves [ wo ]
o) 21a. ACCIDENT {Bpecily) 21b. PLACECF INJURY (e.g.. tnorabout | 21c. (CITY, TOWN, OR TOWNSHIP} v _ {COUNTY) (STATE)
gl SUICIDE * borae, barin, feotory, strest, offlce bldg.. sua.)
é HOMICIDE
g 2id. TIME {Month) (Day) : (Year) (Hour) 2le. INJURY OCCURRED } 21f. HOW DID INJURY OCCUR?
o | WHREAT) NOT whne
i INJURY WORK AT WORK
E 2] hereby eertify that I attended the deceased Jrom 3’_’-4_ 193], 10 .2_[_2:__ 10,5 3 that I last saw the deceased
= IQM that death occurred al _______ m., from the causes and on the date stated abave.
E m DWED AQDRESS ' acfATE SIGNED
E TIDNBHR I(I)\VLALCREMA 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY 244, LOCATION (Oity, féwn, or county) (State)
]
g Purialss 120, Aug,195B Sunset Hill Cem. | Warremsburg, Mo,
ATE REC'D BY LOCAL REGISTRAR'S SIGNATURE 147 —¢) |25 FUNERAL DIRECTOR'S 8|GNATURE ADDRERS
Ay 7, |[oweeneY Phillips. Warrensburg, MO.
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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 Embalimer lO.---lo-.--------n--.--o--
&\'Orklng under my persom’ supervision.

Signed ﬁ Q/M_,/}O

.........;.t.' ............... rermanes Licensed Embalmer Ne. .?\3'2:0
udent Embaimer

comply w

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

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



