THE DIVISION OF HEALTH OF MISSOURI

ol FILEDJAN 29 1843 STANDARD CERTIFICATE OF DEATH. guwesiemo.. 33.39
!’l“m . REG. DIST. NO. ....3.._.18_ PRIMARY REG. -DIST. Joo—a_. Regisirar'a No 4‘“
1. PLACE. OF DEATH j 2. USUAL RESIDENCE (Whers 4 d lived, It inmti reuid. .bafore
a. COUNTY . ) a. STATE MIEE@HR.L b. COUNTY /%_4‘_ ::g:;ion).

b. CIW (1f outside corpurate limits, write RURAL aad give ¢. LENGTH OF ¢. CITY (11 outslde BRURAL sod sowrnahin) =,
™ townatip)| STAY (in thia place! OR SUUNOTRES e / /]
T wie TOWN -y
!t\

d. FULL NAME OF {1 not in bospltal or izstitution, give streot addrem or location) d. STREET

na\\«\

- o . give loeation)
HOSPITAL ADDRESS AN, "4 ;
INSTTOTION L4 164 A Covyocticuetr! 4104 Comnecticut /3
3. EIEJ?:IEE 5%15 a. (First) b. (Middle)f ¢ {Last) 4, 031_5 (Month) (Day) (Yeaan
QN (Twpe or Pring) Harold John " Potts DEATH 1- 14- 1949
NIEES 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED. | 8. DATE OF BIRTH 9. AGE o res) ¥ Do ) Vo | ¥ i w
d_HMele /) white | MEFPYER Y lAug 11 1897 LT [Meme] P | Heem | M
X[ 102. USUAL OCCUPATION (Grve kindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (State ex foreian oountry) . 12 CITIZEN OF WHAT
opt of working ilfe, aven If retired) o K USTRY N .. INTRY?
N “DockForeman Lruck Co  Greenville Il /
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF ugs;wn OR WIFE
arion ZPotts Louria O'Byrne Gertrude
i5, WAS DECEASED EVER [N U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 77, INFORMANT' 5 51GNATURE OR NAME ADDRESS .
. o, B0, OF wo) | (If yem, xive war or dates of service) B34_o3_2868 Gertmde Potts 41043 Connecticll't

18. CAUSE OF DEATH MEDICAL CERTIFICATION [ INTERVAL BETWEEN

Ex csseper | . DISEASE OR CONDITIO . ONSET AND DEATH
- aker anly omecamseper | Ly i T ¥ LEADING TO DEATH-(,)% M« wDin.. W

line for {a), (b), and (¢}
*“This doet not mean ANTECEDENT CAUSES

1he mode of dying, rueh | Morbid conditions, if any, eﬁua DUE TO (b)
a8 heart fallure, asthenia, | rise to the above coue () dating

Yo 1V
" the underlying catise ta.(t ) - \$ V/¢
de. It means the 'l‘ﬂl- DUE TO (&) __._._-—q J I ,

WRITE PLAINLY—USING UNFADING BLACK INE-—MAKE A PERMANENT RECO

caxe, infury, or P =
tion which caused death. | 1. OTHER SIGNIFICANT CONDITIONS -
Conditions contributing o the death but not
related to the disease or condition mubs?‘ngm M h &«MC@M M'
152, DATE OF OPERA- | 150. MAJIOR FINDINGS OF OPERATION / 2. AUTOPSY?
TION
. vis (] wo J
21a. ﬁéﬁfg’" (Epecity) ﬂb. P’MCE'OFINJURY {a..norabost 21c. (CITY, TOWN, OR TOWNSHIP) _ {COUNTY) (STATE)
HONICIDE me, farm, fastory, street, offios bldy., ste.) —— . -
219, TIME (Month) (Day) (Year) (Houn | 2le. INJURY OCCURRED | 21f. HOW DID [NJURY OCCUR? i
INJURY m. | WHILEAT[T] MO WHILE —_— )
2. I hereby certify that T aumded the d d from , 18 Lo , 19 , that [ last saw the deceased
alive on , and that death occurred ai ________ m., from the couses and on u‘w date staled above
3. SIGNATURE {Degres or mla) 23b. ﬁ / Sl
(e ¥ 0 Cag He O |25 %W P/l hha
%u BgEﬂulAL CREMA- 24b. DATE 24c NAME OF CEMETERY OR CREMATORY ON (Oity, town, or county)
BEAMON & | 12191949 ¢/ o robnville 111 1m0t
DATE mgy LOCAL st 25, FUNERAL DIRECTOR'S SIGMATURE -  ADDRESS
J - .
AN 1 f?ﬂ 3‘ X}A@Z: Rowland iertuary Service

d Embsimer’s St on Reverse Side) U4 h2NCHESTEY AVe,




STATEMENT BY LICENSED EMBALMER

- - —ﬁ-—-’-/
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or byamemeneccreee

_____ Student Esbalmer No. -

(/M “ WM
277

STgned.iiceveeensns tersessessaneannas cavarsasans Licensed Embalmer No

P. O. Address

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.




