. No.300
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FILED MAR

BIRTH NO.

21 1049

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. DiST. NO. z / . PRIMARY REG. DISY. HO‘_B._O..}_?{'

) )
State File Na?'?:}g..
Registrar's No.. \i:?

1. PLACE OF DEATH

2. USUAL RESIDENCE (Where decessed lived. If lostitution: residence before

a. COUNTY a. STATE b. COUNTY midsioa).
CLAY MISSOURI CLAY o
b. ClTY (If outclde vorpurates timite, writs RURAL and give ¢. LENGTH OF &. CITY (if outaide eorporate limits, write RURAL acd rive township) /
towaahip) | STAY (in this place) OR )
TOWN EXCFISIOR SPRINGS Yr's . TOWN TYCELSIBE SPHRINGS /

d, FULL, NAME OF (If Bot in hosplal or | 105, girs strest address orIgeation? d. STREET (If rura), pive location) ’
HOSPITAL ADDRESS .
INSTITUTION EXCELSIOR SPRINGS HOSP. 11 SARATOGA /7

3 NAME OF 5 (Fi:su b. (Middle) e, (Last) 4 DATE (Month)  (Dey)  (Year)

{ Type or Print) ARCHIE . WATSON DEATH  Mgr. B, 1824¢
§. SEX o 6. COLOCR OR RACE | 7. \EIADR'}IJED NIEVER IélgRRFEf , 8. DATE OF BIRTH | 9, AGE (In vc)-n L: ur |D'g F UNDER M4
. {8 ¥ on Hours M.ln.
MALE WHITE ERRTED NOV. 21, 1863 e
lﬂa USUAL OCCUPATION tQwekind of work | 10b. KIND OF BUSINESS OR IN- | 11, BIRTHPLACE (State or forelgn country) 12, CITIZEN OF WHAT
luning most of working Lifs, sven if rotired} DUSTRY ﬁ COUNTRY?
ATTORNEY Liw ALLIANCE, OHIO. UsA

T13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME GF HUSBAND OR WIFE

, JAMES WATSON - MARY SIAVEN CAPTITOI.A_ Hp.BAGH
‘15, WAS DECEASED EVER IN U.S.ARMED FORCES? | 16, SOCIAL SECURITY | 17, INFORMANT S Sl GNATURE OR NME ADDRESS
W-Na otu.nkn_pwﬁ\Ll (I yea, aive war or datss of sarvice) ' NO. -
S NONE o
18. CAUSE OF, DEATH MEDlCAL CERTIFI ION INTERY,
| Enter only ondtaiseper | 1. DISEASE OR CONDITION M ,&“ FOERTH,

Iipe £6r ( (n)_ (VN and {¢)

*This doer not mean
tbamodt of dying, such
u benrt faflure, asthenia,
ate. t¥neans the dis-
ease, infury, or i

DIRECTLY LEADING TO DEATH‘(a)

ANTECEDENT CAUSES

Morbld conditions, if any, glsing DUE TO (b)

rite to the abope couse (a) dlating

the underlying cauar last.

DUE TO (c)&}.}\j’g-u)-‘-l NAM L

7

;
I

tion which a:uwd death.

11. OTHER SIGNIFICANT CONDITIONS

Conditions contrituting to the death but nok
related to the disease or condition cxusing death.

WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD ___

F OP’IE-IROABE 19b. OR FINDIEIGS OF OPERATION ’ N - 20, AUTOPSY?
7 Cofore (Mot P Acdival thesr | w0 @
21a. AccmEN @pecitn] 21b. PLACEQF INJURY fe.g..norabout | 21e(CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE homs, furm, faotory, streat, office bldg. ete.)
HOMICIDE
21d. TIME {Mooth} (Day) (Year) (Hour) 2le. INJURY DCCURRED | 2it. HOW DID INJURY OCCUR?
OF - WHILEAT| ] MOT WHILE
INJURY A = | “woRk AT WORK
2. 1 hereby hay I attended the deceased from Y LN S 194%4, that I last soo the deceased
1 : , 19 ‘[_, and that death ckbcurred at o _m., from the causes and he date stated above.
2a. 5 @(Desrm or titls) Z. DATE SIENED
d_uﬁo—r\ M Y
%_Aa. BU RMI.AL' CREMA- | 24b. DATE = 24c. NAME OF CEMETERY OR CREMATORY
(Bpedity) - AR
RENEVAL _5/9/1949 Shewnee, kansae
DATE REC'D BY LOCAL RAR'S SJGNATY 25. FUNERAL DIRECFOR, § S1GNATURE " ADDRESS
REG. j - . 3 B
3/ /) o & ] Springs, Mo.

(Licensed Emb#r- Summnl on Reverse Side)




REEEIVED _ STy
District Health Officer No. 8

District Filu Nsmbcr-.a.__.._--_--_..- ,

- - . - z . %’
M-ty Filﬁd —.-d': - ’.z:.p--- 7-- A
RUDVRL- T 2
LW,
PP LN
7 :{4‘ .
- \g‘.

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, opbsn ..

Student Embalasr No.
working under my personal supervision.

Student

----------------------------------

Signed...ooooo .
Student Ernbalner

o

Licensed Embaimer No ‘/ / ( f

P. O. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failufe to comfply with
the above constitutes grounds for revocation of license.)

If this body.is not emhbalmed, fact should be so stated above. ‘




