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WRITE PLAI

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

FILED JAN 15 1949

BIRTH NO. ﬁ—é? Y& T nc. oist. wo. 233

22

51ate File No.couerssssismsmsssosssssssssnss

PRIMARY REG. DIST. m.-3C_' 22, Registrar's No /

. Enter only one cause per

line for (a), (b), and (¢} DIRECTLY LEADING TO DEATH® ()

*Thia does nol mean ANTECEDENT CAUSES

ccldentia

ti Re

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decessed lived. 1f instltutlon: residence befors
a. _COUNTY Soott a. STATE Misaouri b, COUNTY SbOtt -a.ns:sfm.
b. CITY (1f outeide eorpurate limits, write RURAL and give %T A!=|'El'¢c1"rH OF €. CITY (If outsids corporats limits, write RURAL and give townahip) pd v
whabip}|, (1 this placel||
ToWN Sikeston R “l  Town  Sikeaston 2
d. F}{Jé.ép?AME %F {If nat in hospital or institution, give strect nddfulior locatlop) d‘A%rgFEgﬁ {If raral, give loeation)
INSTITUTION Home: — /20 Wavhslon fz 100 Washington, Btreet
. NAME . (Fi * 3 .
¥ BECeASED > (Firsh) b- (M o (b + oo (%omn) [27)  (Yoar)
(Twpeor Pint)  Louls Edward Watason peatH Y811, 1949
5, SEX 6. COLOR OR RACE | 7. \%‘FD%%!'EB' rSIE\\:'gECLQSRRIED, 8. DATE OF BIRTH 9. :.GE {In yeass|+IF UNDER | YEAR | o UNDER 22 biRs,
. , {8 ¥) o ¢ ¥) | Mo Days | Hours | Min.
Oct, 27 1948 | “"p" l |
10a. USUAL OCCUPATION (CGwekind of work | 10b. KIND BUSIN R IN- | 11. BIRTHPLACE (3tste or foreign country) 12, 'CITIZEN OF WHAT
dona during most of working ife, even if retired) USTRY COUNTRY?
Sikeston, SOOttCO. . Ce, 2.(__‘?
13a. FATHER 5 NAME 13b. MOTHER™S MAIDEN NAME 14, NAME OF HUSBAND OR WiFE
Walace Watson Anna Lester D —
i5. WAS DECEASED EVER IN U.S, ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' S SIGNATURE OR NAME . ADDRESS
(Yre, no, or unknown) | (if mﬁn war or dates of service) NO. ; : ¥ ey 7071
nng Lester 100WW n 8tan
8. CAUSE OF DEATH - MEDICAL CERTIFICATION - INTERVAL BETWEEN
I. DISEASE OR CONDITION ONSET AND DEATH

ihe mode of difing, such
as keart foilure, asthenia,
ete. It means the dis-
case, injury, or 2i

Morbid eonditions, if any, gieing DUE TO (b)
-rise to the abooe couse (o) stating . . .-
the underlying cause laai,

DUE TO (¢)

5

11. OTHER SIGNIFICANT CONDITIONS

Conditions contribuling to the death but not
reloted to the disease or condition causing death.

tion which caused death.

A aff"

NLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

alive on __~——

i 2

19a. DATE OF OPERA- | 190. MAJOR FINDINGS OF OPERATION ‘Ca 1 \ [ '| 20, AUTOPSY?  _-
TION X
. . YES D uoﬂ

21a. ACCIDENT (Bpacify) 21b. PLACEOF INJURY (a.g.. lnorsbout | 21¢, (CITY. TOWN, OR TOWNSHIP) - (COUNTY) (STATE)

SUICIDE boma, farm, factory, streat, offfios bldy.. 0.} N e : a - .

HoMicioe 2acc ident L crrane Slkeston Scott Mo,
21d. TIME *  (Moothy (Day) (Year) (Houn | 2le.. INSURY OCCURRED | 21t. HOW DID INJURY OCCUR? g

mivey By rg ¢ @ | MRt Hovme o MooWAshinaTon, ST
22, I hereby certify that I attended the deceased from Called Afizer Qea_th.__Ll{ 19.4:2, that I last saw the deceased

, 18— anyhat death occurred af _© 2 A g, , from the causes and on the date stated above.

23a. SIGNATURZ ; ; -

’3 (D?or title) I 23b. ;f

praill,

|

Zda, BURIAL, CREMA- | 24¥. DATE
TION, REMOVAL (Bpacty)

Lall - ,"f‘ 7

242, NAME OF CEMETERY OR CREMATORY
Sunaset . Cemetory

244, LOGATION (City, town, or county) .

Slkeston,

.7 (State)

Missouri .

DATE REC'D BY’L%%%L(%EGISTRAR S SIGNATURE

305

- Maud

ADDRESS

§t. &/f’/‘

'Fﬂiﬁqu

(Licegyhd Embalmul Suumem on

25. FUNERALLDIRELTOR' S SIGNATURE
s & J ., -
Side) = -~ ..




. x “IVED
laalth Offloe No

Dietrict Filo Number. 27 ..
Qets Flled L3

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 ——

......... . Student Embalmer No.

working under my personal supervision.
T /{‘(////ﬂ 4
Signed ,; o ha e 2

PN A

P. Q. Address  AllA 5 20

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply +
the above constitutes grounds for revocation of License.)

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

Slgned ----------------------------------------- LiceﬂgEmbalmef NO....
' -

i ' .




