THE DIVISION OF HEALTH OF MISSOURI

. Mo. 300
e | FILED APR 251950  STANDARD CERTIFICATE OF DEATH ssare Fite No. 22
BIRTH NO. REG. DIST, no.__l_-@'_ PRIMARY REG. DIST. NO. 1000 Kegistrar's No,oe.oes.. h:.6.3.....__.
,1 I. PLACE OF DEATH § 2. USUAL RESIDENCE (Wher o d lived. If inats sdonoe before
. COu i
O “ a. COUNTY Buchanan a. STATE Missouri b. COUNTY Bu c] ..1 fowfon).
__5 b. CITY (1f oataide corpurste limite, writs RURAL and give ¢. LENGTH OF ¢. CITY (If outaide sorporsis limits, write RURAL and ghve towmahip) /
OR rowoahip)| STAY (i thia place) R , ' o// 7
TOWN St. Joseph “ ' TOWN St. Joseph
d. FULL NAME OF (If act in hoepltal or Institation, give sirest nddres ¥ location) d. STREET . (1 renl, give loaation)
HOSPITAL OR ADDRESS
INSTITUTION Enroufie to Mo. Méth,. Hospital . 2701 Folsom Street
3. :l;IE%ME C'?:_FD a. (First) b. (Middle) o. (Last) _ 4, DS}E (Month) (Day) (Year)
{ T¥pe or Print) Harry Edwin McPherson DEATH Aptil 10, 1990
5, SEX 6 6. COLOR OR RACE { 7. M&mw. NE\YEEC REMRRIED. 8. DATE OF BIRTH 9. AGE (Ia sen| o vock ¢ Dnmu o OXOER 1 b,
, (Bpaclfy) . : : birtbday E Mig.
Ma le White A May 31, 1885 I l ™
10a. USUAL OCCUPATION (('ﬂnhlndofwotk 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (State or foreign souwntry) 12. CITIZEN OF WHAT
daring most of w if rutired) DUSTRY COUNTRY?
neurance Busineos Life Inpsurance Tarkio, Missowri O USA
1!3-.. FATHER'S MAME 13b. MOTHER'S MAIDEN NAME 14. MAME OF HUSBAND OR WIFE
Alexander Lemon McPherdon Effie Mar Mable Lois McPherson
i5. WAS DECEASED EVER IN UJ.5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Ywe po, or guknown) (ll . wive war or dates of service) . NO.
Yoo torid War #1.- None Mre. Mable L. McPherson St.Joserh , Mo.

18. CAUSE OF DEATH . MEDICAL CERTIFICATION INTERVAL BETWEEN

Pt 1. DISEASE OR CONDITION ONSET AND DEATH
Lot (3, (0 % | OIRECTLY LEADINGTO DEATH® () M/Mylm Mm_

line for (a), (b), and (¢)

«Thia docs mot mean | ANTECEDENT CAUSES ,ﬂzﬁ i Z X f
the mode of dping, such | Morbid conditions, if any, giving DUE TO (b} /
M o heart faliure, osthenta, | riee to the above cause (a) sating . : : . -, . i - 1

ete. 1t means the dis- the underlying cause lasl.

ease, infury, or compli _ DUE TO (2)
tion whith caused death. | 11. OTHER SIGNIFICANT CONDITIONS ~
Conditions contributing to the death but not ‘ L/,:l/’)/
related Lo the dizease or condition causing death. P
19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION . 7 © . | 20. AUTOPSY?
- TION . . .
. ) ves (1 w0 X1
21a. ACCIDENT (Bpacify) 21b. PLACE OF INJURY (eg..inorabout | 2lc. (CITY, TOWN, OR TOWNSHIF) (COUNTY) (STATE)
SUICIDE home, farm, fnstory, street, office bldg. ets.) ' .
. HOMICIDE ) "
21d. TIME (Mocth) . (Day) (Yesr) (Homn | 2le, INJURY OCCURRED | 21f. HOW DIO INJURY OCCUR?Y
. - -t * | WHILE AT NOT WHILE
INJURY = 1| WORK AT WORK

.

WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT. RECORD

21 hereby certzfy that I.attended the deceased from _aM 19 2, to M 1952 , that I last saw the deceased
ali , 195 o and thal death occurred al M& from the causes and on the dale staled above.

ve
23 SIGNATURE.7?ﬂ (Degroes or titly) | 23b. ADDRESS f)’w 2. DATE SIGNED

' A 4&6/9’422¢4;r SR-5D

Tld Bgéﬁml' g\lr. CREMA- | 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Olty. town.ormumy) {5tate)
Removal 2/ |Apre13,1950 | Tarkio Gemetery Tarkio, Missouri.

CTOR'S SIGMATURE - ABORESS

Ve 8| L e ™o gl il
(Licensed Embaimer’s Statement on R 5




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the'reverse side of this certificate was embalmed by me, or*thAr L x2%

. AR EREK
* ok okk %
* & £k udent Embalmer No.

working under my persona! supervision,

Rk Rk
Student ...scecveravescnes vesbsesaranenn e
Student Embalmer

Licensed Embalmer No 4413 Missouri.
9¢. Joseph, Mo.

; P. 0. Address 3
Note: The sbove MUST BE SIGNED BY THE LICENSED EMBALMER in kis 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. ’ .
- ' . .

- L



