WRITE . PLAINLY—USING UNFADING Bj..ACK INE—MAXKE A PERMANENT RECORD

. No, 300
., 10.48

"FILED FEB

BIRTH NO.

29 1948

THE DIVISION OF HREALIH OF MISSUUR
STANDARD CERTIFICATE OF DEATH

REG. DIST. N0, ) ] _ PRIMARY REG. DIST. m._ZL_Oi/_. Kegistrar's No

State File No.5834..
LY

1. PLLACE OF DEATH 2. USUAL RESIDENCE (Whers deceased lived. If institution: residence before
a. COUNTY R'a.y a. STATE MlsBourl b. COUNTY R‘ay -dm}m}aelj

b, CITY {It outcide corpurate Umits, writs RURAL and give

om Stet,bural ,Grape “G‘:"ﬂ

LENGTH OF

Yo

c. CITY (If outalde sorporats limits, write RURAL and give townahip)

ronn B te t,Rurmal,Grape Grove Twn“a?

d. FULL NAME OF (if not in hu-piul or lastitation, give strect sddre- orlooation) II' d. STREET (1f rural, give loaation)
HOSPITAL OR XX ADDRESS — —
INSTITUTION _ 70 7 ET Aro
3. NAME OF a. (First b. (Middle ¢. (Last
DECEASED (First) ( 4 (Lest) 4. DATE {Month)  (Day)  (Year)
{ Twpe or Print) Carrie Es ter Paul e Feb 10,1949
5. SEX 6. COLOR OR RACE |} 7. VD?IAD%RIED. NII'EVERCESRRIED. 8. DATE OF BIRTH S'I:GE (lnd:ro;n ,: mg:n 1 YEAR | OF UNDER u wEs.
L 2ify) ’ t ¥ on Days | Hoars | Min,
fema white WIAGW ™ > | Nov.21,1855 [ |
10:. UEUALOCCUPATION ((‘hekimlmrwork 10b, KIND OF BUS[NESSD?JléTIRN‘; 11. BIRTHPLACE (State or torelgn country) 12. CITIZEN OF WHAT
one mast of worl 8, even if retired; . COUNTRX?
cus ow i 18 home Rockford ,Il1 / Y
13a. FATHER'S NAME - 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Edwin Hilton A DeBora Smith | Isasac Paul
15, WAS DECEASED EVER IN U.5.ARMED FORCES? | 16. SOCIAL SECURLI;)Y I INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yes. 0o, or unknown) | (If yea, zive war or dates of service} 5
| e no T.J.Paul Stet,Mo
18, CAUSE OF DEATH MEDICAL CERTIFICATION , lgﬂg\r’ﬁgggﬁm )
| Entet only onecanseper | 1. DISEASE OR CONDITION . 59 H
Jige for (), (b, and (o | PIRECTLY LEAGING TO DEATH®(g) et oAl
*This does not meen ANTECEDENT CAUSES )f
the mode of dying, such | Morbld conditions, if any, giving DUE TO (B) A QNAT -
o8 heart fallure, asthenia, | Tide o ¢ Mez above cauae (a) stating . : - . T R .-
ee. It means the dis- eriying caude fast. QA A
care, injury, or complica- DUE TO (¢) A . n @
tions whieh esused denth, | 1. OTHER SIGNIFICANT CONDITIONS - . l,{’ f
Conditions contriduling to the death but not
related o the diseare or condition cansing death. RN e .
19a. DATE OF OP‘FI%AN 18b. MAJOR FINDINGS OF OPERATION o ot . ° 20. AUTOPSY?
s - yes [ wo X -
2ta. ACCIDENT (Bpecity) 21b. PLACEOF INJURY (e.g.,inorabout | 21c. {CITY. TOWN, OR TOWNSH!P) (COUNTY) (STATE)
SUICIDE home, farm, factory, street, offioe bldg., ete}
HOMICIDE ~W.D . iy o i
21d. TIME (Month) (Day} (Year) (Hour) 21e. INJURY OCCURRED | 2. HOW DID INJURY OCCUR? -
. OF WHILE AT NOT WHILEIT) .
INJURY = | “work AT WORK 1] LAY W

2] hereby-cerlif ‘that I attended the deceased Jrom

LS

%

ot ., 18 ihat I last saw the deceased

alive on 4 194-_1; and thal death occurred at Sfrom the causes and the date staled above.
‘B3, SIGNATURE /. (Degree or title)™} 23b. ADDRESS Zic. DATE SIGNED
oitTRaom” YWy K | Braymer,lo 2+11-49

24n. B AL, CR|
TION, REMOVAL (Breety)
burisi

b. DATE

2-12-49

24c. NAME OF CEMETERY OR CREMA

Bethany Y€

TORY,, - | 24d. LOCATION (City, town, or county)

(State)
Stet. MBSounl

DATE RECD BY LOCAL | REGISTRAR'S SIGNATURE

77

2=

N ADDIESS

> / Braymexrio.




RECEIVED
District Health Officer No. 8,

District File Number-— - ocamcepor-=- ' L N
Dlh Filed ;.2 -2 15 ‘/' .

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 e

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

working under my personal supervision.
Licensed Embalmn/ 2&)1

P. Q. Address e Bra.,y mer. IMQ

Noﬁe 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. -

Student L..csecervacsrusnavroarassnnsaanaas
Student Enbalnor

4

- -



