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A

WRITE . PLAINLY—USING TINFADING BLACK INK—MAEE A PERMANi‘INT RECORD

THE DIVISION OF HEALTH OF MISSOURI

~ . P . “\
FILEDJAN 6 1949  STANDARD CERTIFICATE OF DEATH State Fi M}()Zflﬁ
BIRATH NO. REG. DIST. NO. PRIMARY REG. DIST. WO, B_QQ.O_. Kegistvar's Nn.....a..lq.. U sullt
i. PLACE OF DEATH 2. USUAL RESIDENCE (Where d d lived. I k jon: resid befors
a. COUNTY . £ b. Ci TY adinimion),
Adair MY S son ri , Rda1 /
b. %};Y {1 outride corpurate Umits, write RURAL and m:.m c. A]‘FNLSE. DIC.IF, ¢ cuc"r%r (If outside corporata limits. write RURAL an.d cive w-uhip» 3
. tow P 0.
ow Kirksville FYdaye ) %  Kirksville >
F:{JéJS-PE#\ME OF (M not in hoapital or institntion. give strect address or loeation) dAngREEDS-S (3¢ rursl, give location) : J
stitoTion  Laughlin Hospital ¢ 1012 W. Locust o
3&4&%& 5'2:% 8. (First) b. (Middie) ¢, (Last) 4. ng;g (Month) (Dey) (Yean
(Type or Print) Gary Lee Stewart oean Dec, 28 1948
5, SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (o years| (¥ UNDER 1 TEAR | W UNDER u Wrs.
M hi te WIDOWED, DIVORCED (Spacify) last birthday) | Month , Days | Hours I Min.
Single Dec. 13, 1948
102. USUAL OCCUPATION (Givekindof work | 10b, KIND OF BUSINESS OR IN- | 11, BIRTHPLACE (Siate or foraign country) 12. CITIZEN OF WHAT
done during most of working lfe, sven if retired) DUSTRY 0 COUNTRY?
Infant Kirksville, Mo. .« O,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Frank R. Stewart | Genevieve Beall ]
I15. WAS DECEASED EVER IN U.5. ARMED FGRCES? | 16. SOCIAL SECURH'C;( 17. INFORMANT"'S SIGNATURE OR NAME ADDRESS
(Yea, 80, orynknowa} | (0 , Eive w, dat ] ige} . -
No .- Trar T s Frank R, Stewart Kirksville, Mo
18, CAUSE oF DEATH =~ MEDICAL CERTIFICATION INTERVAL BETWEEN
| Enter only ohecauseper | |.<DISEASE OR CONDITION _ 0"5'?7@9:95\7"! J
linefor (a), (b), and (c) - DIRECTLY LEADING TO DEATH (a) 7
‘Thi.'l“ddu :;w! mean | ANTECEDENT CAUSES :%é E 22 ; Z; Z :
the mode of dring, such |  Morbid conditions, if any, ainiﬂa DUE TO (b
ar heart faflure, asthenda, | rise-to the abooe cause (a) staling -
ete. It means the dix the underlying cavae last. ]
cose, infury, or complica- N i DUE TO () — -
tion which caused deazh. | 11, OTHER SIGNIFICANT CONDITIONS )
g Conditions conéributing lo the death but not
/ ..SP related to the disease or condition cauring death.
1%a. DATE OF OP_F:'gH 1Sbh. MAJOR FINDINGS OF OPERATION ! 20. AUTOPSY?
. - . ves L] wo M
21a. ACCIDENT (Bpacity; 21b. PLACE OF INJURY fo.g.. Inorabons | 21c. (CITY, TOWN, CR TOWNSHIP) {COUNTY) (STATE)
SUICIDE ! . | boma, Iarm, factory, strast, office bldg..et0.} '
HOMICIDE,
2td. TIME {Month) (Day) (Year) (Hour) 21e. INJURY OCCURRED [ 21t. HOW DID INJURY OCCUR?
m.ruavé(.:ﬁ:;-f_'—:; R mﬂ%:f AT WORK. - i ’

2.

I hereby tfy that I ended thg deceased frm% lo M 19#&»‘1&! I last saw the décepsed

alive on , and that death occurred at H-m., from the causes and on the dale stated above.

7T Khissdo e I, 70

23c. DATE SIGNED

Nf2-25-48

Tl

24a. BURIAL, cnzm- 24, DATE 24c. NAME OF CEMETERY OR CREMATORY ~ | 244 LDCATION (Clity. town, of county) ~ {(Stale)

REMOVA Gt 12/29/48 Bear Cree Adair .County = Mo

X ‘
DATE REC'D BY LOCAL REGISI'RAR‘S SIGNATURE P> ERAL DIRECYOR" S SIGNATURE ADORESS
~ -4 Tf(xm&){hh N =, /Rty Kirksville, Mo

(licensed Embalmer's Statement on Reverse Side)




S RECEIVED
District Heaith Officar Ne

District File Numbor--/.'.ﬁz;é
N4 - 19

- R i 1 2 =
— ————

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 by — ...

......................................... . crrecreemees Student Embulmar No.

working under my personal supervision.

SEUZBNAT cevavnnurtrnorerorsosranansonctaans Signed....... f 2/ .....

Student &nbalmar
Llcen~ed Embalmer No ng

P. 0. Address £ Lettlarell’ . ; .... ? A

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




