THE DIVISION OF HEALTH OF MISSOURI

. Mo, 300 ) }
- - STANDARD CERTIFICATE OF DEATH SR 71 |
} ' SIRTH noF, D 1954 REG. DIST. MO, __é_lb_.—_ PRIMARY REG. DIST. N.M Regisirar's Na........h;:.é........._.__.
) g/ I. PLACE OF DEATH 2 USUAL RESIDENCE (Where decensed lived. If inetitatlon: residence befors
1{‘ 8. COUNTY . & STATE 4 ssouri > W Ehington M
b. CITY (I outide corpurats timits, write RUBAL und ‘lu LENGTH OF €. CITY (If outslds ccrporate limits, write RURAL and give townsbin) .
OR
] own . Rolla l %‘ha'-er“‘ own  Irondale 19
d. FULL NAME OF (11 pos in hospital or i ko, xive street addrem or | d, STREET (11 rura), give location)
HOSP1
S RS ot CParland Nurs ing Home | "o0s
M S NAME oF s (Pimst) b. (Middle) c (Last) LOATE  (Mooth) (Day)
DECEASED
E 8, SEX & 6. COLOR OR RACE | 7. #'ARRIED. NEVER MARRIED, 8. DATE OF BIRTH 9. AGE ﬂ-r-’n ¥ oo ¢ Ak | e n .
) male white RAPAREED st fl Moy 26 1872 “BY § | °7 | 2= ) =
102, USUAL OCCUPATION b bad o work 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE  (ci\) wad Saate o¢ Forsign Conatiy) 12, CITIZEN OF WHAT
Tarmer e ™| Chester Illinois / { USA
< 13a. FATHER'S NAME 13k. MOTHER'S MAIDEN NAME 14, NAME OF KUSHAND OR WIFE
Benjamin Powell , unknown Ilola L, Powell
B |75, WAS DECEASED EVER N U.S. ARMED FORCEST | 18, SOCIAL SECURTIY | 17, INFORMANT' S SIGNATURE OR NAME _  ADDRESS
E (Yo nogr oo™ | (Mo eive war or detes ofsarvios f no No.| William Powell, Fr edericktown Mo,
I 18. CAUSE OF DEATH MEDICAL CERTIFICATION IN‘I‘ZINAL Btrl'ml
. Enter only onecampeper | ). DISEASE OR CONDITION _ , . _ ONSET AND DEATH
E line for (a), (b), und (¢ | DIRECTLY LEADING TO DEATH® (4 ; ) 4.-_01,..4 ]
g TRlz dots not mean | ANTECEDENT CAUSES .
ihe mods of dying, such |  Morbid conditions, {f any, ﬂ" DUE TO (b) . Ze
|| e reortseture,ashente, | rioeto the abore conme (a)'dstag
B e 1t meens the ais- | Ao 2nderiving o ‘
o | ottty or omplica- DUE TO () s : ST e
|| thoa whick comsed desth. | 1. OTHER SIGNIFICANT CONDITIONS . \
5 : mz"m%w‘wmw fA : M . _ N DU
j || 190 DATE OF OPERA. | 190. MAJOR FINDINGS OF OPERATION N . AUTOPSYT |
g 740?'” _vis D i [ w
o [f 2hs- ACCIDENT (Bpecity) 215. PLACE OF INJURY (r.0.lncrabous | 21c. (CITY, TOWN, OR TOWNSHIP} (COUNTY) (STATE)
4 151%'&!&%5 bome, farm, fastory. strest, oiee bldg. ete) : .
g 214. TIME ety (Day) (Tan @own | 2o, INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
I = | "worx L] "s7 work.
g Z.Iherebyceﬂifylhdfaﬂmdgdt{s_cdmedfram_&%_ 9.8 Y to_ 2 = id xedemruamwmm
aliveon __ 2~ 2.5 19J7({and that death occurred at _‘9_9_?_ m., from the causes am:l on lhc date stated above. .
. E 23, SIGNATURE Desrnor tltla) 23b. ADDRESS . DATE SIGNED
| S E T ool o lbp. 0. |3y -sy
i E Pha BURIAL, CREMK. | 245, DATE 245, NAME or CEMETE.RY OR CREMATORY | 24d. LOCATION (Oity, town.otmty) T (Buate)
B N REMAL vt o g Methodist Cemetery | Caledonia Mo, .

DATE RECD BY %L REGISTRAR'S SIGNATURE 1!30 2y—~EUNERAL D‘ltCTUH‘ \
{ Rt 3
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STATEMENT BY LICENSED EMBALMER

[ hereby cértiiy that the body whose name is recorded on the reverse side of this certificate was embalmed by me, of by cmierea e

Student Embalmer ¥o. .

working under my personal supervision.

SEUdONE crvenvoonneracsrennrencacns Signcd.-..b..a._...%l . * S, o S s SN
Licensed Embagn%:.w__-.. %0...\\....

Student Embalmer
, _ P. 0. Address SN ) VAN
Note: The aboy'e MUST BE _SIGNED BY THE LICENSED EMBALMER in his OWN HANDWTING (Failure to comply witt
the above constitutes grounds for revocation of liunse.) '
ll'thubodynnotembalmcd.faadnddhem

"yff’ stated sbove. | o



