THE DIVISION OF HEALTH OF MISSOUR!

. Mo, 300

o |F ,_ STANDARD CERTIFICATE OF DEATH Stoe Fite No
 to- ILED JAN 2 1 1954
' BIRTH NO. REG. DIST. NO. / PRIMARY REG. DIST. WO.- F2B) | Repictrar's Nowmnnn B
;f- 1. PL:‘ACE OF DEATH 2. USUAL RESIDENCE (Where decomsed lived. If institutlon: residence befors
a. COUNTY Adair a. STATE Mo b. COUNTY 3 a i sdunissioa). |
b. CITY ¢ o.umld.- eoey::nt- Umita, wrise RURAL andwgi'v:'um gml.‘!’-il:lhsz;};lmgtl-", c. CBT;{ ) ) .18 Restdcnos withtn imie of
TOWN Kirksville 2 e, ToWwN  Kirksville =4 M |
W%PN'&T.EQ%F (If figt in hospltal or instituti give sirspt add gt' don) . A%T[;‘FE& {F ruml. eivs locatioa) /M/d ‘
INSTITUTIONC om. Nursing Home #1 1008 E. Washington S . .
3 gg@éﬁ E%IE a. (First) b. (Middle} c. (Last) 4. DATE (Month) (Day) (Year) |
{Twpe or Print Aaron P. Hopson oexmdan. 12, 1950
5. SEX | 6. COLOR OR RACE | 7. Mﬁ:’%ﬁ'}%% NF\%S{:@SRR]ED' 8. DATE OF BIRTH 8. AGE o yeun| i o .Dm ¥ UNDER 1 pus,
. {Bpacit, ¥) on ays | Hours | Min.
M W Married July 2, 1867 ‘86 l |
10a. USUAL OCCUPATION (GiveXindof work | 10b. KIND OF BUSINESS OR IN- | 1. BIRTHPLACE . . 312
dnno'duﬂn:muno!wnrkluw..c:onnﬂ m" DUSTRY . {Cicy end Seate or Forsign Country) & 2 C{Jle%NY?FWHAT
Retired Insurance ﬁgen; Insurance Adair County, Mo . Oe A
38, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND'OR WIFE
»  Cary N. Hopson Rebecca A. Coleman {Elizabeth Catherine Hoag
1S. WAS DECEASED EVER IN U.S, ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' 5 5|GNATURE OR NAME ADDRESS
(Yes, 0o, or unknown) | (I yes, wive war or dates of sarvics) NO. ‘
No none Mrs, Blanche Lowrance, Klrksv111e, Mo. 3
=il 18: CAUSE OF DEATH ' - =" *» - . ." 1. """ MEJHJCAL CERTIFICATION ~ . * P 1 ONeEr A oTeTH
 Enter only opecauseper | |- DISEASE OR CONDITION _ LI |
lize for (), (b), and (¢y | DIRECTLY LEADING TO DEATH® (- - £V 0X¢ lﬂ‘ 3

CThis does not mean ANTECEDENT CAUSES

the mode of dying, sueh | Aostid conditions, if anyg, giving DUE TO (b)
ax hear! foilure, asthenda, | - rise to the above cause () stating

v de. It means the dir. | the underlying cauae last. é
caze, injury, or complica- DUE TO () ’ r
tion which couaed death,- | 11. OTHER SIGNIFICANT CONDITIONS . . . .
" Conditions contributing to the death but nof
reloted Lo the disease or condilion cousing death, |
13a. DATE OF OP_FIFCOAri 191, MAJOR FINDINGS OF OPERATION T Toeodd T “|"20. AUTOPSY? ~ ‘
. 5/‘20 / YES D NO g
2ia, ACCIDENT {Bpecity) 215, PLACEOF INJURY to.x..dnorabout | 21c, (CITY TOWN, OR TOWNSH[P) (COUNTY) (STATE)
UICIDE , home, farm, fastory.sireet. ofice bldg.. ar.) A e e . - i R Lt .f' "
HOMICIDE - PR Ly L S o -
214, TIME  (Mooth) (Day) (Yoar) (Hour) 2le. INJURY OCCURRED | 21f. HOW DID [NJURY OCCURT
. LA WHILEAT NOT WHILE
INJURY . WORK AT WORK
2. I hereby cerfify thgt I attended the deceased from _f = 2Z. , 18 o _L'_LL., 18 hat I last saw the deceased
aliveon _f = ) 193_‘;, and thet death occurred at .- m,, from the causes and on the date stated above,
Il 23a, SIGNATU (Degree itle; 23p, ADDRESS . (, - 23!: DA IGNED
s % e Ii’(:l.rl«:sv111e, Mo. ST
2, BURJAL. CRE . g 24c. t\A‘dE OF {:EMEfF.RY OR CREMATORY _. 2 LOCATION (Cliy, mwn,oreonn;yj, R (smo)
N REM VAL MV’ K- - M
uri 1/15/5L Maple Hills = - . ) irksville, Mo,. . -

WRITE PLAINLY—USING UNFADlﬁG BLACK lNK;MAKE A PERMANENT RECORD

~{| DATE REC'D BY LOCAL EGISTRHAR'S SI - ER DIRELNOR" S 81 GMATURE ADDRESS
S A ‘\’ m é{larksville, Mo.

(Licensed Embalmer’s Statement on Reverse Side)
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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 emba

working under my personal supervision..

Stadent....oooioioiiiiiiineesere e arvse s sanannan
Sipuﬁn of Studmnt Embalmer

1.

Note: The above MUST BE SIGNED BY THE LICENSED-EMBALMER in his OWN HANDWRITING. (Fs
to comply with the above constitute’s grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in hiss OWN handwriting.

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




