Flizd JUN 10 105

THE DIVISION OF HEALTH OF MISSOURI
4 STANDARD CERTIFICATE OF DEATH

REG. DIST. NO. &3—&: PRIMARY REG. DIST. No. SOTD) Hegistrar's No..d 424D

State File N 019748 .

BIRTH KO, —
“1. PLACE OF DEATH 2. USUAL RESIDENCE (Wbere decessed lived, If ILnstitupitn: residence befors
a. COUNTY a. STATE %C NTY /h ad.unbwion)
Saline Migsouri e
b. CITY (If cuteide eorpurats limiw, write RURAL sbd rive ¢. LENGTH OF c. CITY d. I Residence within u.mm of
~ wwoabipl| STAY (in this place) . rny Heup.a‘n
TOwN Marshall, Jo. Yrs, ToWN YMarshall =l
d. FULL NAME OF (If not in bospltal or instiiution, give streat addrems or location) »- STREET (If raral, give location) '7/‘“
HOSPITALOR ~ 917 Park Ave ADDRESS o9 )
INSTITUTION 2 3 . 217 Park AvVe.
3Dh‘EAcNéES§DEFD a. {First) b, {Middle) c. {Last) 4. Ds}'e {Monih) {Day) (Year)
(Typeor Prie)  Reuben H, Povers peatTH June & 1957
5. SEX 6. COLOR QR RACE | 7. MARRIED, NEVER MARRIED: ﬁ__ﬁ. DATE OF BIRTH 9. AGE (Io yesrs| & usock 1 TEAX | © UNDER M KIS
i . WIDO_WED. DIVORCED (8 . tast birthday) Mnﬂi-hl, Days § Hours | bin.
W& White Widowed May 23-1877 80 o 0112 |
1ta. USUAL OCCUPATION L d of w 10b. KIND OF BUSINESS OR [N- | 11. BIRTHPLACE - < ' 7 12, Cr
:on.durinl moat of working llf!(:..:enk:;! r:th:'dk) ) DUSTRY . (Cicy asd Snu‘ or Forsiga '&.nnyJ COU-I;{I%%"{I'?OF WHAT
RBet.Carpenter- Laborer Dickerson Co,.Virginia U.S.A.

13a. FATHER'S NAME 13b. MOTHER"S MAIDEN NAME 14, NAME OF HUSBAND’OR WIFE
'Hiram Powers 1011ie Ritcnie | *
I1S. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yes, Do, or unknown) (If yes, ‘ivl war or dates of service) NO. . . .
o - Hone O, M, Harrig-Marshall, Missouri
18, CAUSE OF DEATH MEDICAL CERTIFICATION 'g;gﬂvhg%ﬂ‘
] 1. DISEASE OR CONDITION
- puter only onso0URPET | Th1RECTLY LEADING TO DEATH(g) /M 72:5--1-"‘\-—( l—? PR

Hne for (s}, (b), end (¢)
ANTECEDENT CAUSES
Aorbid conditions, if any, giving DUE TO (b)

*This doey nol mean
the mode of dying, auch
as heart fallure, asthenia,
dc. It meqna the dis-
ease, infury, or complice-

7 9< F

e
m Cobo i Fard A
rize to the ebose cause (a) dating

the underlying cauae last. s
DUE TO (c)

’

tion which coused death.

1. OTHER SIGNIFICANT CONDITIONS

Chnditions eontributing to the death but not
related to the disease or condition cauring death.

Brets Losirim

T deryr

[ 195, MAJOR FINDINGS OF OPERATION

20. AUTOPSY? _4—

]
| 19a. DATE OF OP_I!:ZIFE;’“
| 9200
i 4 YES El NO @/
| 21a. ACCIDENT (Bpweily) 215. PLACEOF INJURY (s.x.tnorabout | 21c. (CITY, TOWN. OR TOWNSHIP) (COUNTY) {STATE)
I SUICIDE boma, farm, lustory, sureet. offios bidg., et}
- HOMICIDE _ .
' 21d. TIME (Month) (Day) (Year) (Hour) 2le. INJURY OCCURRED | 211. HOW DID INJURY OCCUR?
WHILE AT[—] NOT WHILE
| INJURY WORK AT WORK

deceased from 7““1"‘1 /2 19 d 7 lo }"*"‘"\ o ID‘Q that I last saw the deceased

and thqt death occurred al 445 A m j/ m the causes and on the date stated above.
2. DATE SIGNED

2. [ hereby certs yrthal I atjended
alive on _,z;-“::.n_'z, 199
%

WRITE PLAINLY—TUSING UNFADING BLACK INE—MAKE A PERMANENT RECORD

K g 4 e T

"~ -

MU / G 4 47
3 BUR] g@_ CREMA- / 24.c I\AME OF CEMETERY OR CREMATORY | 24d. LOCATION (Oity, town, or county) <. (State)
TION, R {Bipacity) '
e | - Sy A 7/?17 : _/,, 77 —_— -
mﬁ‘ REC'D sﬂ’.ocm. mﬁ;lsvﬁmb GNATURE 4 / 2. FUNERAL DIRECTOR”S 81GNATURE ADDREAS
£G. .
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™ (Licensed Embaimer’s




W,

)

" STATEMENT BY LICENSED EMBALMER

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

by me‘.-—;_r BY - rcicciieniaraenans I AARRTED , Student Embalmer No.........c.-

working under my personal supervision..

Student .. ..oviiiusiinii et Signed / M ------ Rk et LA

Signature of Student Embalmer
Licensed Embalmer Nog2{/.

P. O, Address W P

* “*J Noté: The above MUST BE SIGNED BY THE LICENSED-EMBALMER in his OWN HANDWRITING. (Fai
to comply with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

T4 this body is not embalmed, fact should be so stated above. . v,



