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WRITE PLAINLY—~USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

FEDERAL SECURITY AGENCY
Oﬂice uf Vltal Statistica

11343

Registration District No...

2y .\

MISSOURI DIVISION OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registration District \Toz.QQ.O

12145

State File No.

1. PLACE OF DEATH:
{a) County. Gream

{3 City ot town__ field
(1f outside city or town licalts; writs “RURAL" ood name of township)
{c) Name of hospital or institution: O

~-O'Reilly VA Hospital

(If pot in hoepital or institution, writs street number o location)

{d) Length of stay: Ia hospital or |mutuuon._72 Jlay.sw

(Specify whether

In this nommumty.._._s_am-e
years, months or days)

Registrar's No. ..3.2;,2...._
2. USUAL RESIDENCE OF DECEASED; ?
(@ sae_Qldahoma (&) County. C)klahmna___..z_q ff' y
@ Cityor town... Jklahoma. City 7 7
(If catsids ch.y or towa limits, write “RURAL") V4
{d) Street No........._ _SZJLNB.O W‘! lzth 4
(Lt ruzal, give location)
{e} Citizen of foreign country? No. (Yesor No) *

If yes, name country.

4
Full Py Oscar M, Ferguson

3. (b) If veteran, 3. (¢) Social Security No.

4| 20.

MEDICAL CERTIFICATION

DATE OF DEATH: Month__ ADTLh. . aay. 15
——lgh . frOUT. 3 mimrlals A

_ ggﬁ-«» 72 b

==

{ Bc(_inlru'l— i

name war.__NOrld War II wnknom . year M
_“7 21, I hereby certify that I attended the d d from
D 5. Coloror . 6. (g} anzle. widowal. ma%% Fehnm_hh ________ - 19J.LB.. m__Apr.il__ls ________ S 19.11-8:
s sex. Male U rcefiida... divorced JILACWOA_ || 11 1 tast saw A atives ril 15 _.: 19148
6. (b) Name of husband of wife........—._._. 6. (¢) Age of husband or wife if || 27d that death occurred on the date and hour stated abave. ) Duration
A yeara || Tmmediate cause of dmma.lignanny Indiffere | 777 -
7. Birth date of deceased..... MBY 28 1897 entiated, firgt portion of jejunum. ... _ __
Momh) Ban e || with.-metastases to the brain, lungs,| - ..
8. AGE: Vears Months | Daya 1f lesa than one day mo-adrenal s.and mesenterys
50 10 18 e, .
Due to
. nmpum__ﬂe%harfond“r _____ T%L :
ily, town, or gunty i tats or £t country,
10. Usual oceupation Ww - Other m:fmﬂﬂamﬁhhsﬁlmﬂ.ﬁ“%s&— pulmonagy e —
11. Industry or business___ £ . lli:lra:’:.].;aﬁteral 3 mod.erate],y advanced‘ PHYSICIAN
= or findings: —_—
g{ 12, Nme____mt Fmon . . - B i Of nnprnhnn- . p— ,Q‘,— @“'"‘T"’_‘;" . Undertine
= . -
;3 13. Birthplace mm.__g ) ;hhig‘&:g
u town, or cout .. (Suateor forsign coontry) Of autopey___Sama_a8._abava : should be
g { 14, Mgiden name ... Eo wr mﬂﬂ_ulﬂ»-
y.
B
. Birthplacre. TGXBS . N
% 15. Birt T ———— S Srm——— 22. If death was due to err.e_mal causes, fill in the following:
6. (a) Informant.. v_ Records /. / ) (8} Accident, sulcide, or homicide (specify)
@ Ad £ y 7, Mo, () Date of occurrence
Al o’ __ . __ ® Dau — 4‘-/6 ‘,“] () Where did injury occur?. ppmrre
urinl, ugmunn, ar remaval) @

{Ci {County’
Did injury occur in or about home, on fn.rm inindustrial pla.ce. in Duhlic pla;ey

White at gt 7. ﬁ%z_ﬁ X
23. Signavure.... Ko Ja. _BQNDURANT.,_M De m.0. apethe)
ritiesO'RELLLY VA Hospitel . MEM

{Licensed Embalmer’s Statement on Reverse Side)
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A STATENIENT BY LICEI\SED EMBALMER -
fF;“:.'.:, W o boInITTU L . e i N
a l hereby certify that tHe body whose nameé is recurded on the reverse side of this cernﬁcate was embalmed by rne, or’ by )
- . S SRR M S i i » Registered Apprentlce No o
- - e et B . PR [ i i
working under my personal supervision..: -1+ "7 -7 . -
—— - - - _- 1.8 -
. ’

the nbove consbtntes grou.nds for revocauon of license.)

\\ If this body is not cml:;a]med, fact should be so stated abcwe.




