THE DIVISION OF HEALTH

OF MISSOURI

014708

. Health, 58_
wvae FILED MAY 2 1950 STANDARD CERTIFICATE OF DEATH TATEFLEMBER o7 )
. Public .
h Sarvice R:gistrqiion_ District No. 5- Primary Reglﬂraﬂon Dls"lti No. .----ﬂ oo Reglstmr s No. No.______ 2" . ﬁ_ N
"1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: R"Jdanca before
. COUNTY . b. N admi ssig
> 30 > C Jasper = STATE Mo, CONTYFagper
. 1-57 b. CIOTRY (I outside corporate limirs, give TOWNSHIP only) Inside Limirs c. chY #7 Inside Limits
N * .
4] TOWN Sarcoxie Yes L Mo ] 1oM Sarcoxie Mo. % Yesi] Mol
M , c. FgLI!'-I NA&\%OF {If NOT in hospital, give location) | Length of stay in 1b d. STREET (1f outside, give location) Reside on Farm
5 HOSPITA ADDRESS
?. \ INSTITUTION T3 Buegell Two years§ LaBussell Yos (K No []
: 3. NAME OF I_)ECEASED First Middle Lost 4. DATE )ﬂ\th Day Yeor
| P (Typeerpriot) Clarence Ora Boswell odF 16 1958
I 5. SEX 6. COLCOR OR RACE| 7. MARRIED&NEVER marRIEO[] 8. DATE OF BIRTH 9. AGE (In years JEUNDER 1 YEAR] IF UNDER 24 HRS.
lagt Airthdoy) [ Menshs | Da Haours Min.
M Wh wIDOWED[_] 1 oivorceo[) 10—20—1879 78 5‘“ 2'; I
10a. USUAL QCCUPATIDON {Give kind of work done | 10b. KIND OF BUSINESS OR i1. BIRTHPL ACE ([City ond stote or country) 12. CITIZEN OF WHAT COUNTRY?
during mast of working life, evan il retired) INDUSTRY

eic. must use only stondard nomenclature in item 18. Mo symptoms will be listed.

All diswoses in Port | must be cousally related.

Farmer

D

ILawrence Caounty

USA

13a. FATHER'S NAME

Davis Boswell

Mary Carver

13b. MOTHER'S MAIDEN NAME

14- NAME OF HU’SBAND OR WIFE

Rachel Boswell

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?
(Y.I,I?, or unllmwn)l (I yos, give war or dates of service) ]
Q

16. SOCIAL SECURITY NO.

+02~-20-5614

17.

INFORMANT Address
Raphell Boswell Sarcoxie

Mo,

DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)

PART L

18. CAUSE OF DEATH {Enter only one :uus?er fine for (a), (b, and (c}.)

Conditions, f any,

DUE TO (b} %’/ﬂﬂ//, j 5

,awyﬂQxLZ;§‘ v

INTERVAL BETWEEN
égeémg DE%H
[

2 Gite sy

which gove rise 1o
above couse (o),
stating the under-

i

DUE TO (e} m MLM

446 X

& Geans

USE ORLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

L

(Degreo or title) %/0 O

g lylng couse lgst.
= PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TC DEATH but not related to the tarmingl disssss candition given In PART I {u) 9. 5 :ngEgY
= . RFOR 7
E YES[} NO fxi
2| 20a. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
wr ..
o d | ]
5[ 20c. TIME OF How Meonth, Day, Year
‘o « INJURY a.m. -
= p.m. .
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inorchouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD HOT WHILE D farm, factory, street, office bldg., atc.)
WORK AT WORK — L
21. | attended the deceased from / W ! 3 3z , o ;éWﬂ and last aawhmahvoon/m /7‘52
Daath occurred ot 7, m on 1] dnie stated above; and to the best of my kno; )ﬂlldga, tlu couses stahd

‘22!: A.DDRESS ~ i %n} ;T;‘i;(

23b. DATE

4-19-1958.

BT

23c. NAME OF CEMETERY OR caau'roav

Union Cemete

23d. LOCATION (City, town, or l:oumﬂ

ry Lawveence

County

(State)

Mo,

24. FUNERAL DIRECTOR

Wilks Bros.

ADDRESS

Pierce City Mo,

25. DATE RECD. BY LOCAL REG.
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STATEMENT BY LICENSED EMBALMER

1 hereby certify that thg body whose name is ;ecorded on the reverse side of this certificate was embalmed
by me, aeby m‘wm .................................. .» Student Embalmer No. ...................

working under my personal supervision.

SHUENE vvviirieiiirieririeieie e e s erene e sae st Signed é- .......... &%» .............
Signature of Student Embalmer

Licensed Embalmer No..’é.[...

P. O. Addres

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING/ (Failure
to comply with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shatl'sign in hi§ OWN handwriting, °

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




