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FILED APR 19 1949

BIRTH NO.

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

" REG. DIST. NO. 2o PRIMARY REG. DIST. no._z.%ﬁl. Registrar's No

11461

State File NO.oueiisssssssessrmmresresemosniosn

4

———

E—MARE A PERMANENT

.'f

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decensed lived. 1f Loatiigticn: residesce befors
a. COUNTY a. STATE . b. COUNTY sdiniiajon).
Bates Missouri Rates f?
b. CITY (i outside corporate limita, write RURAL and give c. LENGTH OF || c. CITY (1f cutide sarporate limits, write RURAL and give township) .
OR . rownebip)| ST, . &
TOWN drian TOWN  Adrian o
d. FULL NAME OF (It o instisution, . tho; . STREET 3
& RSP EoR {If not in hospital or tution, give streat addpfeor loation) d P (If roral, give loeation) o
* INSTITUTION
3 NAME oF u P ] b. (Middie) ¢. (Last) 4 DATE (Month)  (Day) (Year)
(Typeor Pint)  Violg Crozier DEATH Apr, 11,1949
5. SEX 6, COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (In years| IF UNDER 1 YEAR |  WenR 3 was,
N / - YIDOWED  DIVQRCED (Ewd!yr : laat birthdsy) | Months| Days | Hours | bin.
Fewmalel! | wnite LarTie 0ct.I4, I8R2 66_ 15 127l |
10a. USUAL OCCUPATION (Ghve kind of work 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Stete or forelgn country) 12. CITIZEN OF WHAT -
doow during most of working life, wren if retired) DUSTRY COUNTRY?
Housewife Stockton Missouri
138, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

| M.L.Guinn

IS. WAS DECEASED EVER IN U,S. ARMED FORCES?
(Yes. 00, ot unknown) | (If yes, zive war or dates of sorvice)

16. SOCIAL SECURITY
NO,

17. INFORMANTES SIGNATURE OR NAME ADDRESS
Samuel S.Crozier  adrian Mo,

19. CAUSE OF DEATH ’ MEDICAL CERTIFICATION INTERYAL BETWEEN
| Enter only coscouseper | 1. DISEASE OR CONDITION _ . . ONSET AND DEATH
lina for (8}, (b), and {c) DIRECTLY LEADING TO DEATH! (a) r
*This does not mean ANTECEDENT CAUSES : Ei
the mode of dying, such | Morbid conditiona, if any, giving DUE TO (b / R 2
o8 beart fallure, asthenia, |  Tide to the above cause (0) stating K L e e ] . [ 4 R
e, It meens the dis- | )€ wnderlying cause last.” /
east, Enjury, or complica- _ DI{E TO (F) .
tion which cawsed death. | [1. OTHER SIGNIFICANT CONDITIONS - i YV s
Conditions contributing to the death but not L]/
related to the disease or condilion causing death. . ‘
19a. DATE OF OPERA- | i5b. MAJOR FINDINGS OF OPERATION T D - 2. AUTOPSY?
TION
. ) YES D NO E/
21a. ACCIDENT (Bpacity) 21b. PLACEOF INJURY (es..lnorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) {STATE)
SUICIDE bome, larm, factory, srest, o ow bldy. ste) T
HOMICIDE
‘210, TIME (Month) (Day) (Yeat) (Hoar 2le. INJURY OCCURRED | 23f. HOW DID INJURY OCCUR?
ity g
22, I hereby certify that I attended the deceased from __ 7 =42 1904/ F o A =5~ mif_-; that I lasl sow the deceased

aliveon & —5" _  19% %, and that death occurred al _6 30 wP, from the couses and on the date stated above.

Da. SIGNATURE

S

=

{Degree or title)

Ao,

Z3c. DATE SIGNED
Y~12-49

23b. ADDRESS

WRITE PLAINLY—USING UNFADING BLACK IN

24c. NAME OF CEMETERY OR CREMATORY

/2 4G

[4

L DATE REC'D BY LOCAL ns;m-’s SIGNATURE
d! J

2da. BURIAL, CREMA- | 24b. DATE 24d. LOCATION {Olty, town, or county) . (smé)
TION REMg\fAL (Spaaily} . - .
Burial . 4-T3.49 Crescent H prdrian

Q)
¢ SIGNATURE - = ADOWESS

11 :
25:2!”. DIRECTOR’

(rh

on Reverae Side)




RECEIVED

District Hasdth Offioer Ne. 7,
District File i"umber T H P S

-------- L LS To

Date Filed S5 S

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 Embalaer No.

- P AN
Sigmed il

L4

519ﬂ0d ......................................... LiCCﬂSEd Erﬁbalmer Nﬂ t_:?é J—-a N

Student Embalmer - .
P. O. Address 61‘2 lcr

working under my personal supervision.

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. t -




