FILED A'PR 2 91954 THE DIVISION OF HEALTH OF MISOURI

.300 .
0 STANDARD CERTIFICATE OF DEATH e i o LRA20
" BIRTH Ko. REG. DIST. 0. __A5.7 PRIMARY REc. 01ST. wo. _L22F, Kegirtrar's No FZ.. ]
1. PLACE OF DEATH 2 USUAL RESIDENCE (Whers decesssd lhed. If Laatigtion: residencs befor e
\ a. COUNTY a. STATE b. COUNTY sduimionl.
Jagpeyp Mlagourl Jagnenr

b. CITY (1f outeids corpursts Lmits, write RURAL and give
townpbl

c. LENGTH OF c. CITY (If cutsdde corporsta limits, write BURAL and give mn-um é )ﬂ
ToW Carthage ?

| STAY iln this place)
TOWN Certhope

d. FULL NAME OF (1f not is boapital or icsthution, give strest addesw or losticn) || . STREET - QIf rorst. give location)
HOSPITAL OR _ . ADDRESS
INSTITUTION 309 ‘Boig D! Arc 200 Boia N Awn
3. gg%l\ég SOEFIE! a. (First) b, (Migdle) e, (Last) 4, DATE (Month) (Day) (Yean)
{ Type or Print) Thomas E, Stevens DEATH Ayl 1 2. 1GQ5L
5, SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED,/ | 8. DATE OF BIRTH 9. AGE (o yuare] ©# CNOIR 1 TEAR | W OWGKA 3 083,
", . WIDOWED, DIVORCED (8pecif s last birthday} Monﬂul Dan Bounl Min.
Male | Vnite Married 11-21-1874 79
m;m % gg:gl?'non t(li::.l:n:dnwk 105, KIND OF BUSINESS OR IN, 1. BIRTHPLACE  (Givy und State or Forsigs Commoy) O] 12 cgmﬁrwr WHAT
Ret'd Service Statlion! Exeter, Mo, U.S. A,
. ‘ISa. nm-u:n 5 NAME 135, MOTHER'S MAIDEN NAME 14. NAME OF HUSBANDL OR WIFE
“’.f*'" K Jdmes Stevens - : d Sarsh Welch e | Alips Stevong
) 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16, SOCIAL SECURITY | 17. INFORMANT' 5 SIGNATURE OR NAME ADDRESS
v, || (Youno. onmknovn) 116 yus, wive war or dates of servies) KO. ) :
~ i eVol i jote) Altpoe Steyenas, 200 RBade N Ane
18. CAUSE OF, DEATH =*,7 .- MEDICAL CERTIFICATION T INTERVAL BETWEEN
- || Enter only apemae per I. DISEASE OR CONDITION . . ONSET AND DEATH
“mm,m’ bj-and (¢ [ DIRECTLY LEADING TO DEATH"(s) Carcinoma of cecum and ascending colon 6 mog, ?

~oThis doer sl mern ANTECEDENT CAUSES

the mode of dying, such | Aforbid conditions, if any, sz DUE TO (b) -
s beart feRure, asthenia, | Tise to the abose cause (a) stating ) ]

de. It means the dis- the underlying couse lasd. .

eens, tnjury, or complica- _ DUE TO (¢c)

tion which caused decth. | 11, OTHER SIGNIFICANT CONDITIONS

WRITE PLAINLY—USING UNFADING BLACK' mn——ﬂxz-‘f_i PERMANENT RECORD

Ovnittons contributing to the death bu? 2ot ) -
related to the disease of tendition cansing dectt.  Carcinoma of upper _re ctum 1 mo. ?
Ba. DATE OF % 190. MAJOR FINDINGS OF OPERATION P x 20. AUTOPSY?
_ /9 ves (). wo B
21a. ACCIDENT Gapacity} 215. PLACEOF INJURY (s.s..in oz sbomt | 2lc. (CITY. TOWN, OR TOWNSHIP) (COUNTY) . " (STATE)
SUICIDE b, farm iaglery, street. ofies bidg . ete) . , -
HOMICIDE . ) : . - :
2tq. TIME Meath) (Dwy) . (Year? Eewn | 2le. INJURY OCCURRED | 214. HOW DID INJURY OCCUR?
oF ’ WHILEAT[] NOTWHILE
IRJURY - = | womx-L | ATwomx . L.
2. 1 hereby cerlify 1 atlended (e deceased from 6/9 1952, 1o 4712 19....‘_!"._ that T last sow the deceased
alive on 12 1954, and that death occurred atll: 30T, from the couaes and on the dote stated above.
* Dy SI - (Degron or title)of 2. ADDRESS _ 2. DATE SIGNED
i ’ - ; M, D Oprthoos M ’y"/'f'fj/
7 BURIAL CREMA- | 24b. DATE 2. NAME OF CEMEIERY OR CREMATORY — | 244, LOCATION (City, towD, of county) (State)
AL, Chpuelty) b Y s
ogur lal h-_13-8l Hackney Cemelery Trnowmpyn A Me
DATE REC'D BY mn%sn RAR'S SIGNATURE Y] 3;;-, 25- TUNERAL DIALCTOR®S SIGMATURE ADDRE$S
_‘9{"’/.5’ - ) Hnts ! rY 124
- — =




RECEIVED APR 2 2 19;

1asper County Health Offipe
County File Number ¥ -3

i ALt = _.__

- Dato Filed____ .APR 2 2 1954

STATEMENT BY LICENSED EMBALMER

I hereby certify that thé body whose name is fecorded on the reverse side of this certificate was embalmed by me, or by
Student Embalaer No,

working under fy personal supervision,

SEUdOR uvasnseasdscasiiesessins i SMJ%W

Studmt Ellulnr
Licensed Embalmer

Noté: The sbove MUST BE SIGNED BY THE LICENSED EMBALMER in hiy OWN HANDWRITING. ( ure to comply with
the above constitutes grounds §6¢ revocation of ficense.)
If this body if not embiatmed, fact should be so stated above. . -7




