FILED JUL 18 1 THE DIVISION OF HEALTH OF MISSOURI v A Sh%%‘éﬁ(l

No . 300
.48 - .. = N STANDARD CERTIFICATE OF DEATH SH6LE File Noourromusmonsgpmusmsessonsoros
4 Q BIRTH NO. REG. DIST. NO. &_‘ PRIMARY REG. DIST. m}ﬁL Kegisirar's No /;“’
1. PLACE OF DEATH j 2. USUAL RESIDENCE (Wbere decessed lived. 1f institution: residence befors
. COUNTY " . STATE s b. COUNTY admimion?,
a0 » Howell 2 Missouri Howell /7 /.
0 b. CITY Uf outcide corpurata limits, write RURAL and give ¢. LENGTH OF ¢. CITY (If outskds sorporate limits, write RURAL and give township) 7 D
OR townatip) Y (in this place) -
Tovn Mountain View years TOWN Mountain View ;
d. FULL NAME OF (If not ia hosplial or institution, kive strest address or looation) d. STREET (I roral, give looation) oo . ' L)
HOSPITAL OR ADDRESS
INSTITUTION / O
3. NAME OF a. (Firsty b. (Middle) ) 4. DATE (Month) (Dsy) (Yean
DECEASED )
(Twpeor Print)  ¥E1leria Agnes Rose DEATH June 15-49
5. 5EX 6. COLOR OR RACE § 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9, AGE (Io years| ¥ OER | YEAR | 7 CNDER a4 MEs.
F ‘ W W{DOWED. DIVORCED (Bpyrify} last binthday) |Months| Days | Hours | Min.
arried Aug 2-1879 69 110 1 13| |
10a, USUAL OCCUPATION (Gire kind of work | 10b. KIND OF BUSINESS OR IN- | 11, BERTHPLACE (State or forelzo country) 12, CITIZEN OF WHAT
dope during most of working ilfe, sven if retired) DUSTR COUNTRY?
Housewife Keofeak, Iowa
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF MUSBAND OR WIFE
Williem J Smith | Valerie A Prouty William E Rose
i5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S S|IGNATURE OR NAME ADDRESS
{Yea, no, of unknown) I (I you, glve war or dates of service)
W E Rose Mtn View, Mo,
18. CAUSE OF DEATH ME L CERTIFICATION INTERVAL BETWEEN
. DISEASE OR CONDITION ONSET AND DEATH
. Enter only aneesuseper | 1, OO0 PR, BUONG DEATH*(5) .

line tor (s}, (b), and (¢)

*Thia does mot mean | ANTECEDENT CAUSES

the mode of dying, Tuch Morbld conditiona, if any, giving DUE TO (b)
s heart failure, asthenda, | rise to the above cause (a) stating o - . -
cte. It means the dig. | the underlying cause lnst.

WRITE PLAINLY-—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD
e

case, injury, or complica- DUE TQ (¢}
tion which eoused death. | 15. OTHER SIGNIFICANT CONDITIONS -
. Conditions condributing to the death but not
e 1 ¥elated to the disease of condition causing death. V4 = Q 17 I/_‘/

19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION ' 207 AUTOPSY?

; TION

ves 1 wo D
21a. gﬁ%ﬁ%‘ (Specity) 21b. PLACEOF INJURY (s, norabont 2lc. (CITY, TOWN. OR TQWNSHIP} . (COUNTY) (STATE)
home, t msz: _street, offipe bldg,,eta.} > Aar? ﬁ‘; n-C/ Mo
. % . ome, far! ory. street, offioe ot M ’ ] .
21d. TIME (MonthY (Day) (Year) (Houwn | 2le. INJURY OCCURRED | 217. HOW DID INJURY OCCUR?
QF s WHILEAT[—] NOT WHILE

INJURY = | “work AT WORK ]

22. I hereby certify that I atlended the deceased from (4 IB!L? lo ) 1912‘ that I last saw the deceased
alive on , 194G, pod that dealh rred at 23 00D m., Jroffthe causes and on the date stated above,
Z3a, ATURE (D@a or title) },23b. ADDRESS Z3c. DATE SIGNED
Tlo ggl MIIAJ.. TREMA- | Zdb. DATE 24c. NAME OF CEMETERY OR CREMATORY m LOCATION (Qity, :own.orcuunr.y) (State)
(Bpecity)
?I.Ml -17- 49 Green Lawn Mtn View, Mo.
DATE REC'D BY Loc.eu. ‘S SIGNATU 25. FUMERAL DIRECTOR®S SIGMATURE - ADDRESS
-—/—4? Duncan Funeral Home Mtn View, Mo.

_ (Licensed Ernbdmrrl Su(emtnt on Reverse Side}




RECEWVED 7/5 ‘9
Districi Health Tificer Mo. 5,

Zﬁ.’.f.‘?éf.é

District Fite MNumber 4 9
Doto Filod oy 4f —

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 — oo

..... Student Embalaer WNo.
working under my personal supervision. Qal// jl\—)
SEUTBNE wevncoorsannsasnnvnnsnscssnantsanns Signed..

Student Enballur
Licensed Embalmer No. .jéiﬂz \S

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 so stated above.




