No_ 300
10.48

NE—MAEKE A PERMANENT RECORD —

+

WRITE. PLAINLY—USING UNFADING BLACK I

! BIRTH _n_{]_’ INEER

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

State File No

4025

42 1000

PRIMARY REG. Di1ST. MO. Registrar's No.

188

59 lﬂl'«'ﬂ REG. DIST. MO,

1. PLACE OF DEATH " Z USUAL RESIDENCE (Where deceassd fived. If nwtitaid idence before
a. COUNTY ‘_ Buchanan 2 STATE  jiicoouri b. COUNTY ~p.. .. ndr‘uﬁdmhlml
b. CITY (I outeide sorpurate Lmits, write RURAL snd give ¢. LENGTH OF ¢. CITY (I outside sorporate limits, write RURAL and give township)

township) AY {ia thia place)
TOWN  St, Joseph Y €& LS TOWN 5t. Joseph 17
d. FULL NAME OF U gt b bomplad wom || d. STREET 11 sural, aivs bosation} Vv
HOSPITAL OR fi!"' °g E\{_rs Thg Home ™ ADDRESS ¢ p v
INSTITUTION % araon Pilcher Hotel

3. NAME OF o. (Fist) b. (Middle) ©. (Last) " DATE Mat) ©w)  (Yan
{ Type or Print} Charles E. Dobson oeary February 13, 1954

5. SEX U| & COLOR OR RACE | 7. #ﬁp%ﬂ%g' NEVER MARRIED 4 | 6. DATE OF BIRTH 9. AGE (n resn| O GO0 | fin | % oo«

R . (B : y’-ﬂb‘h' onths! Days | Hours | Min
male vwhite wadowe INovember 17, 1861 98 l l

102. USUAL OCCUPATION (Give kind of work
done during moet of working 11

ret. merchan

1. BIRTHPLACE (Btte or forelgn country)

10b. KIND OF BUSINESS OR IN.
DUSTRY .
Queensville, Tennessee

/

sven if retired)

12, CSF@EF WHAT

13a. FATHER'S NAME
Thomas S. Dobson

13b. MOTHER"S MAIDEN NAME

Hannah Morrow Minnie M.

14. NAME OF HUSBAND OR WIFE

line for (g), (b), end ()

*This does not mean
the mode of dying, such
&2 Leard failure, asthenia,
de. It means the dis-
eqre, Infury, or complicg-

DIRECTLY LEADING TO DEATH®(,)

I5, WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' S SiGNATURE OR NAME ADDRESS
(Yes, oo, or yunknown) | (If yes, mive war or dates of sarvice) NO. P -
ng | ————= none ‘Kathryn Dobson,1924 S. 12th,5t.Joseph,Mo.
18, CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
1. DISEASE OR CONDITION . . . .
- Enter only onecsus per Chronic Arteriosclerotic Heairt Disease | Ukns

ANTECEDENT CAUSES
bUE To (» _Chronic Cardio Vascular Disease

Aforbid condilions, if any, giving
rise to the above cause (a) Hating ~ . - .. .
the underlying cause last, * - e et R -

DUE TO ()

tion which caused death, | I1. OTHER SIGNIFICANT conpITIONS - General® Debility & Senility Ukne
Conditions contributing fo the death but not
related Lo the disease or condition causing death.
19a. DATE OF oPﬁf,ﬁg 190. ‘MAJOR ‘FINDINGS-OF OPERATION -~ - =7 - f.~ R T TTD Y s U |20 AUTOPSY?
e, " ] ‘7/92'9"0 mD uo.
21a. ACCIDENT (Bpacity) 21b, PLACEOF {NSURY to.a. norabout | 2lc. (CITY. TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE home, {srm, Iagtory, street, offioe bldg.,et0.) it RN corn " T e
HOMICIDE
21d. TIME (Month} (Dsy) (Year) (Hows) | 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
. .~ WHILE AT NOT'IIHILE 3
INJURY n | wopK AT WORK | - - ' !

L]

2. I hereby certify -g];af I attended the-deceased from ___H=2 | 1953_ lo__2-313. ..., 195}1_ that I Iaat saw the deceased
aeliveon ___2=12 . 19 '-ﬂ; , and that death occurred al L3 28 m., from the couses and on the date slated above.

2a, SJIGNAT

R1
TION, REMO AL
remnova

pedlly)

&c. DATE SIGNED

2/16/54

24b. DATE

2/13/1

. .| Highland, Konsas

mu =T
e Af&l Sacramento St... . .
Jdazgrh Mo LN
. NRME OF csfnmznv OR CREMATORY ] 244, LOCA‘I'ION {Clty, town, or county) -

. (State)-

DATE REC'D BY LOCAL

REGYSTRAR'S SIGNATURE AD

'-/5"5 25 FUNERAL DIRECTOR'S SIGNATURE
* y;

R st - -

ek 20, /95%

er's Statemnent on Reverse Side)

DRESS




.
-
e ————

. ‘STATEMENI' 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

Student Embalamer No.

working under my personal supervision.

creeanrenes Simed%..

Licensed

Student .aenees rrraasee cesmasnen
Student Eﬂbaluor

P. O. Address o

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HAND TIN{(Fnilure to comply with
the above constitutes grounds for revocauon of license))

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




