i Yo, 300 . THE DIVISION OF HEALTH OF MlSSOURl 3827
N e STANDARD CERTIFICATE OF DEATH State Fite No..
I . i IRTH NO. FEB 8 1954 REG. DJ3T, m.Z 25 PRIMARY REG. DIST. m.éZéZ . Repistrar's No 3
T PLAUCE OF DEATH Wz 2. USUAL RESIDENCE (Wbers deceased lived, 1f loatiwton: remidencs before
| 3_ a. COUNTY firight ‘ / a. STATE Missouri b. COUNTY Wright sdtmion),
', b, %};Y (It outalds eorpurate Limite, write RURAL mdwg‘i':m " §T AI‘!EI:SLE p&: . ng . TWP . & n..dn..um“ w"%f:hr’fmuni‘o‘-'rzf
TOWwN jGraffy Vanburen Twp Lifetima TOWN Graff Van Buren Yea No

! .- d. FULL NAME OF {1f aos in hoepital or inatitution, glve strect address or looation} w- STREET (I rural, give location) //4/ [=]
. . HOSPITAL ADDRESS
g WSTTUTION o VanBuren Townghip g
H r - =
’; R .:. 23 DNE%NE‘ESOEFD 8. {First) . ' b. (Middle) ¢ (Last) ‘4 DOATE (Month) (Duy) (Year)
L SR |JI_(Twpeor Print SAMUEL I. HUTSELL DEATH _ Jgnuary 26, 1954
. JI 48, SEX d 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE Un years| o onocm | TIAR | O omER o nas,
! ; 1 WIDOWED, DIVORCED (Bpoui-fr)g last blrthday) | Montha| Days, | Hours l Mig,
- IDa USUAL OCCUPATION (Giveiadof work | 10b, KIND OF BUSINESS OR IN- | 11. BIRTHPLA . .
5 a7 e dons during mcet of working s, even if :ll:r:;) - DUSTRY {Ciey end State or Foraign Conatry) lz'Cglleh}'.lz'ERl;‘fOFWHAT
Farmer - Texas County, Mo, U.SeAe
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND'OR WIFE
'_Wright Hutsell i_Susan Hutsﬂwwm—ﬂn%n“
I5. WAS DECEASED EVER IN U.5.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' S S|GNATURE OR NAME ADDRESS
(Yes,no,or unknowa)} | {If yes, give war or dates of service) o NO.

No o Nana | Howard Greenlee, Graff, Missouri

/|| 18. CAUSE OF DEATH DISEASE OR CONDITI . . lg:gg}fﬁlhg%iﬂ
. Enter only onecauseper | [ DITION .
Jine for (a), (b), and () DIRECTLY LEADING TO DEATH'(a)

“Thiz does not mean ANTECEDENT CAUSES

the mode of dying, such | Morbid conditions, if any, giving DUE TO (b}
as hearifailure, asthenia, | rise to the above cause (a) slating

NLY-—USING UNFADING BLACK INK—MAKE A PEliﬁlNENT,ﬁEQORD

dc. It means the dis- the underlying cause lost. . .- . CPU .
case, injury, or complica- DUE TO (¢)
i tion !’Dflicfl caused d_mb.4 1. OTHEB SIGNIFICANT CONDITIONS
' " Conditions contributing to the denth but ot ‘ ‘ o . ‘o

reloted to (he disease or condition causing death.

19a. DATE OF OP_II;E)IN 19h. MAJOR FINDINGS OF OPERATION e . R I, \3?// .| 2. AUTOPSYT
7[ ves [ wo [
\ 21a. ACCIDENT (Bpecity) 2148, PLACEQF INJURY (e.x.,inorabout | 21c. (CITY, TOWN, OR TOWNSHIF {COUNTY) (STATE)
+>  SUICIDE bome. farcs, lactory, stroat, uﬂubl.d; o0}
HOMICIDE . . © e . oo
i 2id. TIME (Month) {Day) (Year) (Houn 2le. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR? ’

-

: oL WHILEAT HOT WHILE
INJURY &« .. WORK AT WORK

2. I hereby certify that I attended the deceased fr:#-a-"‘* 192}_ tjjb‘_L 19‘1% that I last saw the deceased
aliveon I~ 28~ " 19 54, and that dduth occurred at m the causes and on the date stated above.
. (Del_mgepr thle) 230 ADDRESS .| Be. DA:I'ESEGNED
)4(,‘&‘ T 4-"« Joio'- y=27-5%

24a. BURIAL, CREMA- | 24b. I:VI'E . 24c. NAME 0F CEMETERY OR CREMATORY “ | 24a. LCK:.ATION (Oil'.y. t.own, or oormty) " .. (Btate}
TION, REMOVAL (Bpesity)

Burial Jan, 28, 195A Number Qne Cemete,v:f) Graff Missouri . L

‘[}AIE;BCE?‘;%%% RW GIRECTOR' 8 81

(Licensed Embalmer’s Statement on Reverse Side)

WRITE PLAI
3INY




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embal
by me, OF by .ot it na st e - ., Student Embalmer No.............

working under my personal supervision..

Student......ovivoaiiiiiiiiiii it iirse maaaaan- - Signed.../ X N
Signature of Student Embalmer

Licensed Embalmer No.... 7.2

P. O. Addrg%w

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fai{
to comply with the above constitutes grounds for revocation of license). .
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
T this body is not embalmed, fact should be so stated above, . |




