IFME MAVINAAY W FRLETT WA s g
5. No.300

v e | Tito 0CT 141853  STANDARD CERTIFICATE OF DEATHED] § fui@.32d90

. <3 by empererrm

u\y BIRTH NO. ___ __________ REG. DIST. NO. _M'al"mv REE. 0IST, NO-M Rtgu'.l'rar,Ng_____“ .y _:._::_.

X 1. PLACE OF DEATH ' 2. USUAL RESIDENCE (Whers deceased livad, I foslsation; reskdegos’ befors
. COUNTY . STATE b. COUNTY wilinimion).
%' p : Jasper ’ Missouri. . Jasper . o
b. CAEY {It outalds corpurate limits, write RURAL snd d'n..hi %T I?ENGI‘}; DEF <. ng {If outsids oorporate I.ln:h' write RURAL sad give I.arn-l:.[n) :
tow) ] (i oa}h - [ T i .u.‘
Town  Webb City " 78 ARYET  row cartervilie a 9&40 o
d. ?%P'IQ'IBAN[‘_EO%F {If not in hospital or institation. give strect address or loeation) d‘A?-)rgREEETSS (If ruzal. ghve loeatlon} a
isTITUTIoON  Jane Chinn Hnspital 509 West Daugherty St.
3.DPJEAC%ES°EFE') n. {First) b. (Middle) €. (Last) 4. DATE (Month) (Day) (Year)
(Typeor Pit) FHANK BUGENE BLY samOctnber 6, 1953
5. SEX 6. CCLOR OR RACE | 7. MARRIEB I‘IIJIE\\’IEEChElsR(EIEﬁ'/ 8. DATE OF BIRTH 9, hA.(z;E (In v-)uu w wx:n 1| YEAR | o DxDEm a4 Hrs.
E Min
Male ¥hi te Brried = [June 11, 187Q | BY |"8™| "8y |
'Ioda;nI.JSUAL Sﬁ:gt":ﬂl;&b::?dwut 10b, KIND OF BUSINESS %RerN 1). BIRTHPLACE (8tate or forelgn ccustry) / 12, CITIZE?;OFWHAT
Gravel Cnmpany New Ynrk SehAe
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
Daniel Bly { Jnsephine _Wells Daisy E. Bl
2; WAS DEE!:EASEP EVIER IN.I.I'.I-.S. ARMdED T‘)RCFSE 15. SOCIAL SECURH’C,Y 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
. OT nown,; (I yos, war or dates ¢f sarvice! .
1A ' Mrs. Daisy E. Bly Carterville, Mn.
18, CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
 Enteronly anecausoper | I. DISEASE OR CONDITION . . . . ONSET AND DEATH

Lo for (53, (b, amd 1y | DIRECTLY LEADING TODEATH*(;y _ Auricular Fibrilation

“Ths does wot men | PNTEPCOENT CRUSES Mvocarditis
the mode of dying, such | Adorbld condilions, if ang, giring DUE TO (b) :
|| as beart fallure, asthenia, | rize to the above cause (o) dating . . R, - - . I
ce. It meons the dig- the underiying cause last
eqse, injurty, or compii . DUE TO {2)
tion which aured death. | 11. OTHER SIGNIFICANT CONDITIONS '
(}andﬂimmwmﬁmmgwmdmhm-:gtm. Prostatitis

related to
19a. DATE OF OP-'F:E-,A;J 15b. MAJOR FINDINGS OF OPERATION * - - o : R | 2. AUTOPSY?
. N Y T A2 22 ves L1 wo XK
21a. ACCIDENT (Bpecity) 21b. PLACEOF INJURY (e.4.. Inorabot | 21c. (CITY, TOWN, OR TOWNSHIP) ~ (COUNTY . (STATE)

home, tarm. tactory.strest. olics bidg..eve.) ' . . - ‘.

SUICIDE
HOMICIDE
21d. TIME {Monts) {(Day} -(Year} (Hour) 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?

: WHILEAT NOT WHILE oL A L s eh g
IRIURY = | “woRk AT WORK

z I hercby ceﬁf%y hat I gtcnded the deceased from OCctober 19 53 10 10-6~ 53 19 , that T last saw the deceased
and that death occurred at 5; 50Am , Jrom the causges and on lhs date slated above.

alive on
(Degree or titlo), | 23b. ADDRESS 23:. DATE SIGNED
D, O, Carterville,Mo - & ° 10-6<53
%aONBgERMISJ-ALCREMA ub DATE ~ NAME OF CEMETERY OR CREMATORY ~ | 24d¢. LOCATION (City, town, or county) (Btata) *
Rupinl - |Oct ber 9,1D53 Carterville Cem..| Carterville, Missouri

WRITE PLAINLY—USING TUNFADING BLACK INE—MAEKE A PERMANENT RECORD

DATE REC'D BY L%CEAGL REGISTRAR'S SIGNATURE ?7 4 N 25. FUNERAL DIRECTOR'S SIGNATURE _ ADDRESS
/0-T-"53 ‘2@_,1 M;upﬁ%&, Hedge Lewis Webb City, Mo,

‘s Statement oo Reverse Side)

{Licensed




oayeo OCT 121983

lasper County Health Offlce
County File Number- 1‘.'5.3. _-___0___8.2 /

Oate Filed---- I-l..2_1953.__

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

Studant Emabaimer No.

working under my personal supervision,

Student ...eseaseves tesevsmsucassesanrannns
Student Enbalnor

Licensed Embalmer No £ 0. A S S,

P. 0. Address___ %7~

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. ¢




