.5. No. 300

EY.

10.48

WRITE PLAINLY—USING lUNFADlNG B_-LACK INE—MAKE A PERMANENT RECORD

HU"-D FEB 1 v THE DIVISION OF HEALTH OF MISSOURI 1.083

STANDARD CERTIFICATE OF DEATH 51642 File Norursrmmemssmresms e
' BIRTH NO. / é £ REG. DIST., NO. _/ Q‘Z PRIMARY REG. DIST. ml‘iML Registrar's No. CJ-

. PLACE OF DEATH . 2. USUAL—RI;SIDENCE (Whers deceased lived. If MW: residence befo.s
a. COUNTY Jefferson a. STATE Misgouri b. COUNTY e €T S G fmion:.
b. Ccl;ll;r (f outelde corpurate limits, write RURAL and give :.5'_ LYENGTH OF c. Cg’g (It ouseide sorporsta Lmits, writs RURAL and give towmbic?

woahi In 3
ToMN De Soto o ‘y"i-"é":' rown De Soto 059 2
d. FULL RAME OF (1f not m hosplial or lustitution, give street addrem or locaton} d. STREET - (K runsl, give location) o
HOSPITAL OR - ADDRE
INSTITUTION o § 9 8503 Cedar St,

3. NAME OF First . (Midd) L

s s { ) b (GF--"‘!) e {Last) 4, D(AJ}'E (Month) (Day) (Year)

Pinson DEATH 1 20 B3

(Typeor Pinyy  Hardy

5. SEX ﬂ 6. COLOR OR RACE ) 7. MARRIED NEVER MARRIED,”/ ‘8. DATE OF BIRTH 9. AGE {Io years| ¥ DR 1 vEAR | o UNOCR M 3.
)3 W . WIDOWED, DIVORCED " (Bpacify). S % ?5 1 7,] Ingt birthday) Monﬂa, Deys | Hours | Min.
Never- Married | Sept. =3, 18 75 |
10a. m OCCUPATION ntr('.l.h':.k:n;ohwk 10b. KIND OF Busmisso%g_r I, | 1. BIRTHPLACE  (G31y wag Staty or Forsign Conerry) & 12, CITIZEN OF WHAT
Engineer .Road ,Grader Madden Richwoods, Mo,
13a. FATHER'S NAME, ‘ -‘ L “[13b. MOTHER'S MAIDEN, NAME 14. NAME ‘OF HUSBANL OR WIFE
James RY Pinscn' - | Jane Madder
I5. WAS DECEASED EVER IN-U.S. ARMED FORCES?’| 16.. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yes, Bo, or unknown) | {If yes, xive war or dates of Il‘l""lﬂ] No NO. . .
Yo - Mr=s. Frank Couch, De Soto, Mo,
18. CAUSE OF DEATH o MEDICAL CERTIFICATION INTERVAL BETWEEN

.|| Enter enly onecauseper | |- DISEASE OR CONDITION P ' ONSET AND DEATH
line for (a), (b}, and (c) DIRECTLY LEADING TO DEATH® () LA £7/|41 L7 W” mw&(mw’_r .

*This does nol meen ANTECEDENT CAUSES
the mode of dying, sueh | Mortid conditions, if any, giving DUE TO (b}

as kearl fatlure, asthenia, | rise to the abose cause (a) stating . ) )
de. It meons the dia- | B¢ underiying couse lait.” L - O02 X
caze, injury, or complico- DUE TO {c)

tign which couted death. | 1. OTHER SIGNIFICANT CONDITIONS - Zores Gra e //€e ast loaead d
S Conditions contribuding to the death but ot " ; . / ro*r 7. #.W ~fm
reladed to the dlaease or condition cousing death. X .

U , .

19a. .DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION . - | . - R . /’ 20. AUTOPSY?
. TION .
_ ves (] wo (X
21a. ACCIDENT {Bpecify) 21b, PLACEOF INJURY (e5..in orabout | 21c, (CITY. TOWN, OR TOWNSHIP {COUNTY) . (STATE)
SEHCIDE home, arm, aotory, strest, ofios bldy., e . , .
HOMICIDE ) ‘ . '
2id. TIME (Month) {(Day) (Year) (Hour) 21e. INJURY OCCURRED | 2If. HOW DID INJURY OCCUR?
~. e WHILEAT NOT WHILE
{NJURY . + = |- work AT WORK

2T hereby r,,fy at I attended the deceazed from %— 1950, lofﬂ..lﬁ_ 19£ that T last saw the deceased
alive on mﬂ.. and that death occurted al m., f the causes gnd on the dafc staled abore.

Da. SIGNATURE. - v (Dmuonltlo) Z3c. DATE SIGNED
HZZW@-&; ool ik O | e dsTs, . Y e

Bl.l R IAL CREMA- | 24b. DATE 24s. NAME OF CEHETERY OR CREMATORY | 24d. LOCATION (Oity, towu, of county) {Btate)

Bur afmh) 1-22-53 Blackwell, Mo.

DATE REC'D BY LmAL 25' FUMERAL OIRECTOR'S SIGNATURE - ADDRESS

REGIST%GNATURE /% -0 :
MLS_@(AJ_._M De Sota_ 3o

VEY#10F i

T (licemsed Embalmer's Ststerett on Reverse Side)



STATEMENT BY LICENSED EMBALMER

I hereby cénify that the body whose name is recorded on the reverse si_de of this certificate was embalmed by me, or by oo

....... . Studont Embalmer Ho.

working under my persona! supervision.

STUD BNt vevenensesacsovons toesossatsancnnas Signe 4 .&Qe___

Student Embalmer

Licensed Erﬁbalmer No.-.....! 3 .. _I

P. Q. Addnss_W -t S/ SO M

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 is not embalmed, fact should be 0. stated above.




