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WRITE PLAINLY—USING TUNFADING BLACK INE—MAKE A PERMANENT RECORD

I

ALED JUN 2 1949

BIRTH NO.

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH.

L_ e - N
.+ . REG. DIST. WO, _i,Z;__pmumv REG. DIST. NO. M Regisirar's No, ;i ....... R

State File No...

1481w,

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decessed lived. If ioathution: residence befors
a. COUNTY - a. STATE b. COUNTY adiniosion).
Jnllimger . Lo migg~uri Ballinper g
b. CITY {1t oguslde corvorate Braita, write RURAL and cive ¢. LENGTH OF || c¢. CITY {1f outaide corporate limits, write RURAL and give townshiz) o
OR R townabipy| STAY tin this place) ¢/
TOWN Rural ,ﬂ,r_mke'g ireek TOWN Rural Gran~ked Creek 2
d. FULL NAME OF {If not in hoepital or Fnuhntion atreot addrems or loatlon) d. STREET {1f rars!, give ioudon)
HOSPITAL / ADDRESS .
INSTITUTION Nane - Bessyllle ne P FD a
3. BJE%AEES%I-'D e A(_th) ] b. (Middle) ‘ c. (Last) 4 DATE (Month)  (Day) (Year)
(Typeor Print) VTGN Elmer Faliright oA lAy 21 1949

16, SOCIAL SECURITY
(Yoa. 5o, or unknown) NO.

yes

Legter Fulpright

5. SEX 6, COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH 9. AGE (1o yeam| I# thoen X 'rm  wocy i s

.. . WiDOWED, DIVORCED (a?quy: T o last birthday) | Months( D Hours
xale /)|White morried | June 5/1919 30 |33l id "

10a. USUAL OCCUPATION (Givekindofwork | 106. KIND OF BUSINESS OR_IN- | 11: BIRTHPLACE (Stste or forelgn seuntey} 12, CITIZENOF WHAT

doneduring most of working ilte, svan If retired) DUSTRY @-ﬁ/ . @ COYNTRY?

Farmer rarmer sl )

138, FATHER'S NAME 13b.. MOTHER" S MAIDEN NAME 14. NAME OF HOSBAND OR WIFE
b_Aming  Fulbright Maryy Cnset . .| npal Fulbright

I5. WAS DECEASED EVER IN U.S. ARMED FORCES? “17. INFORMANT' S 5[GNATURE OR

18. CAUSE OF DEATH
. Enter only onecausoper
line for (a), (b}, and (c)

1. DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH® ¢y

. MEDICAL CERTIFICATICN

Sh.L/ £

a; c/tr n 1

“Thir does not mean ANTECEDENT CAUSES .

the mode of dying, such
o# heart falluse, asthenla, .
eic. It means the dis-

rise to the above canse (a) sating
the underlying canae lgst.

DUE TO ()

Aorbid conditions, if ony, giving DUE TO (b) dl—-Lé .

case, infury, or complica-
tion which caused death, | 11. OTHER SIGNIFICANT CONDITIONS 1.

Conditions contributing to the death but not
related to ihe disease or condition causing death.,

Zornadn

£9345

INTERVAL BETWEEN

055:: AND DEATH'

19a. DATE OF QPERA- | 1%b. MAJOR FINDINGS OF OPERATION . AUTOBSYP
ion O s
YES NO
21a. ACCIDENT (Bpecity) 21b, PLACEOFINJURY [ luornhom 21c, (CITY. TOWN, CR TOWNSHIP) (COUNTY) (STATE)
ho: B offies bldg -

fovicoe Leef ‘/5 # fYe 3 | uasy j:)’ig,u,iﬂn, t-\-é: wh faﬂfq f; /Lo,

14, TCI)I\I:'!E tMoats) (Day) (Year) (Hour) 2le. INJURY OCCURRED /Zlf H INJURY / 7
y WHILEAT ] NOTWHILE '
INJURY 2y 2/ Icf,/ G4 | "orx AT WORK f‘ N b .

18

2. I hereby cemfy that I auended the deceased from
alive on , and that death occurred at

, , that I last saw the deceased .
. from the causes” and on the date slated above.

- Mﬁf%m 4“’““¢,,,°';’L’\ﬂ "/ W 2

I\{‘ /;_,, SIGNED

(Ticensed EmBgmet"s

e L/ (A \ J Qs fOAM lnLhAﬂ/hFE’

'r En MI 6‘\5' cgz%{ ‘21 24c. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Clty, wwn,ormunty)’ (sme)
|
Baria ma/23/1949 wuurricane Tar mllinger Rk
TE REC'D BY LOCAL RAR’S NATURE ADORES
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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 Embailmar Mo,

working ug_d_er my personal supervision.
S:gnem o a-%ﬂ/nd_ ....................................

Student ,..covns s..‘;..;.é;;.l.. ............. .
- tuden aloer
’ Licensed Embalm 0 Z( 4./ 6
P. O, Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Failure to compIy wi

the above constitutes grounds for tevocation of license.)
Ifthubodyunotembalmed.factuhouldbemmtednbove. R S e
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