e AVRIUN UF iREALIN UF MUDASURE

No. 300 re
%0 || FLED JUL 26 1955 STANDARD CERTIFICATE OF DEATH stae rie o e 1 O20
BIRTH NO. REG. DIST. uo._QL_anmv REG. DIST. M_ Registrar's No 7&
I. PLACE OF DEATH ’ 2, USUAL RESIDENCE (Whers decessed lived. If inatltution: residencs befors
, a. COUNTY . Clay e. STATE T owa b. COUNTY Wayne adinislon).
b. CITY f outalds corpurate limits, writs RURAL and give ¢. LENGTH OF || e CITY 4. I Residence within Ihmits of
OR . nahip}| STAY place OR ® city
ToWN Excelsior Spgs, Mo 1 ool town Gorydon A - il
d.. FH%SLP?_P;«:_EO%F (If ot in bospital or instivation. give strect address o | > ..A%rgl&% (If rural, give locstion) - J/&—
| NSTTUTIoN 335 E, Broadway Street 207 E. Steele 5
3. NAME OF a. (First) b. (Middle) ¢. (Last) 4. DATE onth)__ (Day) ear) -
DECEASED
BECEASED  “NETSON POWER MGCARTY ooy JULy 21 Y959
K. 5EX _ér 6. COLOR OR RACE | 7. Mﬁ)FlOIE'IJEEB. i‘[l)Evggc %SRIEEEI 8. DATE OF BIRTH S. !:GE (o vean] v w0 3 vian o U w.
3 'y curs | Min.
Male white |Marmied - ept 17 1903 B L )
m:m ”iiﬁiﬁ‘i?ﬂ"."lb?l‘ (b kind of work 10b. KIND OF ausmassD%lg:r IN: | 11 BIRTHPLACE (10 oug Stase or Toraign Coustey) / 12, CITIZEN?FWHAT
Machine Operator | Ey.constructio Oklahoma Y/
hls.. FATHER'™S NAME 13b, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND’/OR WiFE 4
Harry MoCarty { Emma Hastlings Mrs Dona McCarty
15. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | t7. INFORMANT' 5 SIGNATURE OR NAME ADDRESS
{Yes. 10, 07 cokpown) | (If yuu, war or dates of servics) é!
Y&£9 uﬂafa wa/ 715-05-7 08 s ngsMo.

|18 CAUSE OF-DEATH = - . oz o .+ e -, .. - ..-MEDICAL CERTIEICATION .. ... .. . .o .. .., %Egﬁg%?
| Enteronly onscameper | 1, DISEASE OR CONDITION * R T CoE -
tine for (a3, (b), and (c) DIRECTLYLEADINGTODEATH‘“) ng LS \-. éq-.y aQe ) W Y - cEXd

“This does nol ean ANTECEDB(T CAUSES '{_ '
the mode of dying. sueh | Morbid conditions, if any, gloing DUE TO (b) ig T apn/ w golors é; *\
o1 heart follute, asthenta, | rite o the aboce caude (a) dating

B M g i meeny the dia| e aderlying couselast. . Lt s ! L. g oiv. - ] 207 coo
care, injury, or complica- BUE TO {c)
tion which coused dextb, | 11. OTHER SIGNIFICANT CONDITIONS | :
" o “Conditions contributing to thé déath but not ' - = .
. reloted Lo the disease or condition causing dealh.
19a. DATE OF OPERA- | 19b, MAJOR FINDINGSG OF OPERATION et e Poew Laee e .. | 20. AUTOPSY?
TI'ON '™ . . L o 2T B -r ., M - .
ves [ no T
|| 21a. ACCIDENT . (Bpedity) , 2ib. PLACE OF INJURY te.g..inorabout | 21c, (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
N algﬁ:gﬁ)E . 5 M * bome, tarm, fastory, street, offios bldg.. e10.)
LA ., L. T T e o, . . . . . . oo s,

21d. TIME (Moath} (Day} (Year) (Hour} 21e. [NJURY OCCURRED | 21f. HOW DID INJURY OCCUR?

©OmJURY T d : m. | MHILEAT[™] HOTWHILE

21 hereb‘y cerltf’yjbal altended th’c;j_cceaud Jrom 213« ’r 183 f 21 duly . IB.&T;hal I last saw the deceased
alivon A ! S’y 198N and that death occurred Mﬂ , from the causes and on the dale siated above.

. IGNATURE (Degres o m:e)q) 23p. Annnm .. . |®e. DATESIGNED
’é‘&‘—ﬂj C‘A""‘L‘M i B L_gfr%}m 7228
Ti '

ndnagan MlgvlfREMA- 24b. DATE 24c. NAME OF c_sm-:rr_nv oa‘cgsmgronv Ol&gﬁl%wn,or connty) (Gtate)
Removai — linly 22/55 | New York Cemsfery . fl‘f? yne [Lounuy Iowa

72 =) {25 FUNERAL DIRECIQR'S SIGNATYRE ADDRESS

e

WRITE PLAINLY—USING UNFADING BLACK INK-I—MAKE A PERMANENT RECORD

’s Statement on Reyerse Side)



Tee o, s e - . .
S . . P . ; ug t » oy .
- L - - REEY ST AT AL |

' STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embk

ST - = - S L RLCL T IERE PRSP PP IE

working under my personal supervision..

Student ... ... e Signed . 4544l 0. Ll . 4

Signeture of Student Embalmer

Licensed Embalmer No, 3296

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

1




