YBIRTH RO,

FLED JUN.15 1949 s

THE DIVISION OF HEALTH OF MISSOURI
TANDARD CERTIFICATE OF DEATH

~
REG. DIST. No. -,_bl_ PRIMARY REG. DIST. WO. M Registrar's No: .J«ﬁ@ i .'.

‘|| at heart fallure, asthenia,

. Enter only onecatise per

I. DISEASE OR CONDITION

line for (g}, (b), and (c) DIRECTLY LEADING TO DEATH® ()

*This does not megn | ANTECEDENT CAUSES

1. PLACE OF DEATH 2. USUAL RESIDENCE (Wher d d lived., 1f & 3d before
a. COUNTY JaBpeI‘ a., STATE Misscuri b, COUNTY Jaeperglm!-lon).
b, CITY (f onteide corpurates Hmite, writa RURAL and give ¢. LENGTH OF | ¢. CITY (If outalde corporate limits, write RURAL and give township) f /
OR township)] STAY (in this place)
Town  Carthage / TOWN Carthage /
d. FULL NAME OF (If not in heapital or institution, glvw streot address or location) d. STREET (If rumsl, give location) o
HOSPITAL OR ADDRESS
wstitution. 911 Orner 911 Orner P
SDNE%'EESOE% a. (First) S b. (Mi?ld!e} c. (Last) 4. Dg'l!:'g (Month}  (Day) (Year)
(Typeor iy JONN Samuel Galnes peAti  June 3, 1949,
5. SEX 6. COLOR OR RACE | 7. &1&)%%}%% EF\YSFR!CESRRIED./ 8. DATE OF BIRTH 9. I.f:GE (In years| IF UNDER 1 YEAR | IF UNDER 1 ugs.
. {Epwcify. t ) {Montks| Days | Hours | Min.
M. O| White rplad 4 | _Mar 16,1865 | 8L "™ |
10a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (State or forelgn oouniry) 12. CITIZEN OF WHAT
dooa dnrlnﬁutoi working life, even if retired) RY 0 COUNTRY,
mer Farming Saline Co.,Mo, .S,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
’ Hy Gaines | Mattle Ray Malinda Ann
lé. WAS DECEASED EVER [N U.5 ARMED FORCES? | 16. SOCIAL SECUR{'ITJ 17. INFORMANT" S SIGNATURE OR NAME ADDRESS
Yes, t unknown)} | (I ry r or dates of service} .
o¥e] nERE no Mre. Fern Davis, Carthage, Mo,
18. CAUSE OF DEATH MED)CAL CERTIFICATION INTERVAL BETWEEN

QONSET AND DEATH

Morbld conditions, if any, giring DUE TO (b)
rise to the above cause (a) slating
the underlying couse last.

the mode of dying, such

ce. It meons the dis-

ease, injury, or complica- DUE TO ()

II. OTHER SIGNIFICANT CONDITIONS

Cunditions contributing to the death but not
related to the disease or condition causing death.

tion whieh caused death,

/43X

19a. DATE OF QPERA- | 19b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
TION
ves [ NO D

21a, ACCIDENT {Bpacify) 216, PLACEQF INJURY (e.x.. fnorabout | 2lc. (CITY, TOWN, OR TOWNSHIF) {COUNTY) {STATE)

SUICIDE home, farm, tastory. atreet. office bldg. ato.)

HOMICIDE
21d. TIME (Month) (Day)  (Year) (Hour) 2le. INJUR:Y OCCURRED 211, HOW DID INJURY OCCUR?

OF WHILEAT ] NOT WHILE

INJURY m. WORK AT WORK

2. I hereby certify that I atiended the deceased from

alive onﬂaf_l,L__ 19% %, and that death accuﬁed al

1857 1o

, 19
m., from the

, that I last saw the deceased
uses and on the date slated above.

"23a. SIGNz /% /( A(Degmsorr.lt]e)

7

2

WRITE ‘PLAINLY—USING UUNFADING BLACK INKE—MAKE A PERMANENT RECORD

BURIAL. CREMA- | 24b. DATE 24c. NAME OF CEMETERY OR CREMATOR ION (Clty, town, or ctmntﬂ ~ (State) -
TION REMOVAL (Bpuuy) j "‘-9 Garthage MO
5 - | . .
REG! 25 FUNERAL DIRECTOR'S SIGNATURE ADDRESS

Afﬂ/’sf

Ed., C, Ulmer,

met’s Statermnent on Reverse Side)

Carthage, Mo,




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

2

working urder my persona! supervision. W

S 9nadererernn e, U/5'3/

P. 0. Address_{__

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

If this body js not embalmed, fact should be so stated above. C T



