THE DIVISION OF HEALTH OF MISSOURI

17737

5. No.300 . p p
.. 10.48 FLED JUN 151954  STANDARD CERTIFICATE OF DEATH State File Nowmmom e remre
"BIRTH NO. REG. DIST. NO. f PRIMARY REG. DISTY. no._(?_g_@_) Registrar's No \S_'
0 1. PLACE OF DEATH 2. USUAL RESIDENCE (Whery 4 d Lived, If lostitutlon: resid befoie
/II a. COUNTY a. STATE 5, . . , b,'coum adiimion'.
J Wayne Missourdi - Wavne
b. CITY (It outzlde corpurats Umits, write RURAL and give ¢. LENGTH OF c. CITY (I outside corparata limits, wrive RURAL and give towaabls! / o
. . townahip) | STAY (in this place) OR V7
Town Mill Soring : ToWN Mi31]l-Snring v
a d. FULL NAME OF (If not in hospital or | zive sireset address of loeatlon) d. STREET - (If rursl, giva location) . e
o) HOSPITAL OR ADDRESS LT .
0 INSTITUTION -
a SDNEAC'EES%FD a. (Firs‘t) b. (Middle) ¢, {Last) l 4. DSIE (Month) (Day) (Year)
= tTypeor Priny  Hattie Coraon DEATH 6 7 =l
Z 5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH 9. AGE o years| ¥ URDER © YEIR | O OWORM 30 1.
g . IDOWED, DIVORCED (Specity) - I last birthday) |Monthe l Days | Hours ) Min,
3 Female White Widowed A | Dep n3t;-)859d ah I
102, USUAL OCCUPATION - 10b. KIND OF BUSINESS OR IN. | 11, BIRTHPLACE .,
[ done & muid-uﬂull‘!‘:;:&::nhl‘::ﬂrzg b. Kl o}; U DUSTRY {City and State or Fornll Cosetzy) 'zbgﬂr}‘l%'\"(?': WHAT
& dougewor ome Des Moines, Towa [/ oS AL
< 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
w b William Valentine Imlmeem | Willlam Carson
b2 || I5. WAS DECEASED EVER IN U.S$, ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT 5 S1GNATURE OR NAML ADDRESS
< {Yes, 80, 0 unknewn) | (If yes, give war or dates of sorvies) NO. .
T Walter Carson Mill Spring,Mc
I8, CAUSE OF DEATH MEDICAL, CERTIFICATION INTERVAL BETWEEN
] I. DISEASE OR CONDITION ONSET AND DEATH
E . Enter only onecsuseper | L, peels 'Ea BING TO DEATH Mﬁ; A 4Q9, Wm
(=] lire for (), (b), and {(c} @) J ﬂ
ch.‘.’ *This does nol mean ANTECEDENT CAUSES
the mode of dying, such | Morbid conditions, if any, giring PUE TO ()
3 o2 heart fallure, asthenia, | rise to Wl abone NW{‘@) #oting ) ‘
-] ee. Jt means the diy. | Uhe underlying couse logt: - -
2 eave, infury, or compll DUE TO {¢)
5 || tiom whieh caneed death. | 11. OTHER SIGNIFICANT CONDITIONS - _
] Conditions condributing to the death but 0t ‘
& related to the disease or condition causing death. -
Ez. 19a. DATE OF Op'ﬁgk 195, MAJOR FINDINGS OF OPERATION E 3 20, AUTOPSY?
g1 A2 D wd
|| 2ta. ACCIDENT (Bpecily) 21b. PLACEOF:NJURY to.g. laorabout | 2Ic. (CITY, TOWN, OR TOWNSHIP) © (COUNTY) - (STATE)
b SUICIDE bhome, farm, factory. strest, office bidg.. e1e.) -
& HOMICIDE ‘
g 21d. TIME (Month} (Day) (Yean) (How) | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
’ ’ | WHILEAT[—] NOTWHLE
hL TNJURY = | woRrk AT WORK L . .
E 22, ] hereby ify that I altended the deceased from M, 185, lo %&2_, 19_5?7, that I last saw the deceased
= alive on 19& and that dcath oecurred af _&/1 20 “m., froh the causes and on the date steted above.
S | 2. SIGNATURE (Degroe or title) | Z3b. ADDRESS 23¢. DATE SIGNED
vy e U J9 / LMY o §/55%
E a. BURIAL/CREMA- | 24b. DATE 24c. NAME OF cmsrznv OR CREMATORY | 24d. LOCATION 1Oity, tosrn, of county) {State)
TION, REMOVAL (Bpecify) .
; Burial 6 /a/ch |  fgpean i3 Mi11 Sprine. Mol
mm—_ REC'D BY LOCAL | REGISTRAR'S SIGNATURE 0__ 5. FUNERAL DIRECTOR' B 81CHATURE — ADDNE S8
Dene) )2, /2 \_},% 1}} ¢ Norman W. Gish Piedmont, Mo.

lﬁ Emlsdnuf‘l Statement oo Reverse Side)




RECEIVED '
JUN 121954

WAYRE CO. HEALTH CENTER

STATEMENT BY LICENSED EMBALMER

I hereby cértify that the body v%e name is recorded on the reverse si‘de of this certificate was embalmed by me, Of by emmaem

Student Embalmer No.
working under my persona! supervision,

StuUdent cousavrersscnsvssarnonnsane srsaaaes Simtd%‘("‘l E 4

Student Embalmer . ;,_f
Licensed Embalm CKJ’C,

oy
P. 0. Ad o =

. " ~ .
Note: The sbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revocation of license.)

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

-

n




