THE DIVISION OF HEALTH OF MISSOURI

300 o

. HLD OCT 20 1953 STANDARD CERTIFICATE OF DEATH State Fite Nown D

'BIRTH NO. REG. DIST. NO. _ﬂ_ PRIMARY REG. DIST. NO-LSB_. Kegistrar's No alﬂ
1. PLACE OF DEATH ’ 2. USUAL. RESIDENCE (Where deceased lived. If institation: residence befors
a. COUNTY a. STATE b. COUNTY . adipimion).
Phelps Misgouri Phelps
b CITY (X outride corpurats limits, write RURAL and give ¢. LENGTH OF c. CITY (I ouwids eorporate lmits, write RURAL and give township)
OR township) | STAY (in this place) OR
TOWN Rollsa 1 month TOWN Rural-Miller Township LA
ld. FHOL'IS-P?TBA'{EO%F {If pot in bospital or institution, give sirect address or loeation) d.AsDrDR&EE;S (It raral, sive location) 68 I’V
INSTITUTIONPhelpe County Mem. Hospital Rt, 2 Rolla 0
3 l:')“!-:%: héﬁs%'i-:) a. {First} b. (Middle) c. (Last) 4 DATE (Month) (Day) (Year)

|l tTypeor Priney LEWIS HENRY MC CRACKEN bEATH  Oct. 14, 1953
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 4 | 8. DATE OF BIRTH 9. AGE (In yerna| * TNOER | YEAR | F ODR & WS,
‘ ; WIDOWED, DIVORCED (Bpe . thdn) Monthe| Duys | Hours | Min
‘Male thite Widower Sept. 13, 18?6 I ' l
10a:" USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN- | 1f. BIRTHPLACE (State or foielen mtryl 7y | 12_CITIZEN OF WHAT
"Il - done during most of working lifa, sven if retirad) DUSTRY O i
I_Farmer, ret, Own Farm Phelps. County, Missourl’ 3.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
John McCracken Eliza Rav ] Alcie
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY 17. INFORMANT S SIGNATURE OR NAME ADDRESS
{Yes. no, oruekoown) | (I yes, rive war or dates of service)
No | None Ray McCracken Lecoma, Mo. -
18. CAUSE OF DEATH MEDICAL CERTIFICATIO |g-r'§nmi:.“ gsm
 Enteronly onscaussper | 1. DISEASE OR CONDITION aZ;m_,
lie for (&), (b), aad (@) | DIRECTLY LEADING TO DEATH® 5) M@W :

*This does not meon ANTECEDENT CAUSES
the mode of dying, such | Morbid conditions, if any, giﬁ-ng DUE TO (b) :
o heart failure, asthenia, | ri2e io the above cause (a) stating R ] ]
de, It means lhe di | e undriitg s W
ease, fnfury, or complica- DUE TO (¢) -

tiom which caused death. | 11. OTHER SIGNIFICANT CONDITIONS
Conditions confribuling to the deaih dut not

WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

related Lo the disease or condition causing death.
19a. DATE OF OP_‘E_IRdFﬁ 15b. MAJOR FINDINGS OF OPERATION 2. AUTOPSY?
L 47 X ves [ wo [
21a. ACCIDENT (Bpecity) 21b. PLACEOF INJURY (e.g..inorabout | 21c. (CITY, TOWN, OR TOWNSHIP) - (COUNTY) (STATE)
SUICIDE home, larm, Iagtory, street, office bldg., eto.) :
HOMICIDE
21d. TIME (Meonth) (Day) (Year) (Hour) 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
oF WHILEAT[—] NOT WHILE
INJURY WORK AT WORK 7
2. I hereby certify that I attended the deceased from _Z=/1& 195—-? lo /@ —/% 1933 that I last saw the deceased
alive on _,f&‘LL 1933 occurred af 225 P m., from the causes and on the date siated above.
23a. SIGNATURE tle b. ADDR M’/ 23c. DATE S[G’NED
%/ Y i) AP |\ jossisz
24a. BURIJAL, MA- | 24p/DATE.__J 24c. NAME OF CEMETERY OR CREMATORY 24d, LOCATION (City, town, or count; State
TIGN, REMOVAL ¢ | 2" | _ itz 7 (Brated
Burial Qct, 17, 1953 Roach Cemetery o FPhelvs County, Missouri
DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE, 380, FUNERAL DIRECTOR'S S1GNATURE ABDRESS
Qet 16,1953 jia.ﬂ«—.a_ f o ) g’ .A,éé Rolla, Mo.

(Licensed Embalmer's Sutmt on *Reverse Side)

. A




Bquiny 3jt4 Auno?y

SZT 57T paly aeq

|

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.-—....

R . . Student Embalmer NO-cyuewevvsnsooannnoosnsens
working under my personal supervision.
Signed ,@M g_}z.z‘véé
Slgned....... P s v v esas s e e e asat e ana S ¥9£V
Student Embalmer Licensed Embalmer No

P. O. Address %%

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

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




