No. 300
10.48

N
D

THE DIVISION OF HEALTH OF MISUURS

FLED APR & 1949 STANDARD CERTIFICATE OF DEATH

State File No

' NIRTH MO, REG. DIST. NO. _LE_L PRIMARY REG. DIéT‘. NO. 36 qo Registrar's No. 3 G
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decoased lived. 1f institution: mid-nu
a. COUNTY a. STATE | b. COUNTY ?
— Livingston Missouri leinﬂst.on"-‘
b. Cé‘rr{‘f (It outride eorpursts limita, write RURAL sad give §T AE?ENGE: £F ¢. CITY (if oouedde corporste limits, write RURAL and give townahip)
. townahip) fin ool
town Chillicothe 85 TOWN rhijlicothe . :Z

d. FULL NAME OF (If not in hoapltal or Institation, give strest nddrom of loomtlsn) d. STREET (1f rarsl, give looation}
HOSPITAL OR ADDRESS » 0
INSTITUTION- 473 Clays Street, ' 425 Cley Street
3DNEAC%ES°EFD a. (First) b. (Middle) ¢ {Last) 4. DATE (Month) (Day) (Year)
{ Type or Print) George Carl - Myers DEATH March 15, 1949
5, SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9, AGE (Io yeama| I UNOER ¢ YEAR | O GWOER b mas.
WIDOWED. DIVORCED SBpecity) ) last birthdsy) |Months , Days | Hours | Min,
_Male White Divorced November 1, 1888| 60 l
'IOa USUAL OCCUPATION (Giekindof work | 10b, KIND OF BUSINESS™OR IN- | 11. BIRTHPLACE (State or forelgn sountry) 12, CITIZEN OF WHAT
yring most of working lifs, 1t retired) DUSTRY N NTRY?
Retired Cigar er Cigar Factory Utica, Missouri f)

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN

Williem Myers

15. WAS DECEASED EVER IN U.5. ARMED FORCES?

16, SOCIAL SECURITY
(Yew, 0o, or unktiown) | (i yes, xive war or dates of sorvice) NO.

Hattie ¥, Jarrel

14. NAME OF HUSBAND OR WIFE

Icil Myers
S SIGNATURE OR NAME

NAME

17. INFORMANT" ADDRESS

CK INE-—MAEE A PERMANENT RECORD %”—.

i
LA

1

¥

Yes . W. Virgil Myers; ch:I.llicotheJ Missouri
18. CAUSE OF DEATH M CAL CERTIFICATION . INTERVAL BETWEEN
| Enteronly cnoesussper | ). DISEASE OR CONDITION ONSET AND DEATH
Jme for (a), (b}, end (9) DIRECTLY LEADING TO DEATH (2)
- This does not mean ANTECEDENT CAUSES
the mode of dfing, such | Morbid conditions, if ang, giving DUE TO ()
|} ws Beart failure, asthenia, |- riutotheabomcamz(n)ming ST, R omoInEsTLIST L Do = I ST L T ] H-ir. oS,
cte. It memns the diy. | the underiying caute last,
ot i o o DUETO - e SR
tion which couzed death. | 11, OTHER SIGNIFICANT CONDITIONS
Conditions contribuding (o the death bul ot \ \ l@)
. releted to the disease or condition cousing death. - N i - «
19a.” DATE OF OPERA- | 1967 MAJOR FINDINGS OF OPERATION Tt i‘ T 20. AUTOPSY?
TION o
SN RS Lo g ] s el

21a. ACCIDENT (Bpweify) ' 21b. PLACE OF INJURY (sg.. inorabout | 2lc. (CITY TOWN, OR TOWNS!IP) .. (COUNTY) . .. (STATE) .

SUICIDE boma, farm. tantory, streat, office bldg..ev0.) . rtotv o " T

HOMICIDE
21d. TIME {Moatk} {(Day} (Year) {(Hour) 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?

o OF D - -+ - | WHILEAT| ) NOTWHILE e ael ataer.
INJURY = | “work AT WORK

2. hereby certify that 1 'altcﬁd&:di’t?e deceased from _3;5’_—*__ 195{31 lo j__éﬁ_ IQ.Z_IZ that I last saw the deceased

alive on ,d_&_L, 18 and that death occurred aleed” A m from the causes and on the dale stated above.

.

. 23 S1G.

2

- o | 3 e

WRITE. PLAINLY—USING UNFADING B

BURIAL CREMA- | 24b. DATE LZ«:. NAME OF CEMETERY OR CREMATORY - |} 24d. LOCATION (Olty. town, or county) /.- - (State)/ -
(Bpeatiy} - PR
Tﬁrﬂi March 17, '4 Otice o~ e | Utica, Missourd .. .. -
DATE REC'D BY m’_ REGISTRAR'S SIGNATURE ‘/7, ., FUNERAL DIRECTOR™ S 81 GMATURE ‘ADDRESS
1yyi " | Fnoncan 03 Nl (O one; he, Mo,

1 Eobhalre

N

s Sta

on Reverse Side)




%

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, o DY e

Student Embalmer No.

working under my personal supervision.

Student ...cecvenrenscsasne srueassarneanaes
Student Embalmer

Licensed Embaimer No ‘;056-
P. O. Address_Chillicdothe, Missouri,

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

If this body is not embalmed, fact should be 30 stated above.




