. c

WRITE

&0 1999 )
FILED JUL 4 THE DIVISION OF HEALTH OF MISSOURI 2399 4

STANDARD CERTIFICATE OF DEATH State File No...
lmIRTH MO, REG. DIST. No. __<I DT primary fxe. 615F. NI L T3 Repistrer's Na._o?:Z?l.m
I. PLACE OF DEATH 2 USUAL RESIDEMNCE (Whaere deceased lived, 1f fastittion: residence befors
a, COUNTY IBWI'GHC? a. STATE mssouri b. COUNTY Adajr ld}niﬂlon).
b, CCI’IF;Y (I outslds eorporate lirits, write RURAL and give g‘r A]i!":NG:_th OF ¢. cgg (1 outaide ecrporate Limits, write RURAL sod give township) 3
woahi| [¢] i )]
TOWN Mt. Vernon () “w2|Shplp @ gy Kirksville 3
d. FHCL,.IS.PIIN_IﬁANI‘I_EO%F (If not in hospital or iastivution, give strect address or location) d.AS';I'gREEESTS {If tursl, give location)
INsTITUTION Missourli State Sanatorium 502 So. 6th Ste /
3. NAME OF . (First b. (M1ddl . (Last) .. - 5
DECEASED 8. (Flrst) (Middle) c éhul)lee 4 DATE  (Moith) (Dsy) (YE-B
{ Type or Print) Josie DEATH July 13 9
5. SEX 6. COLOR OR RACE | 7. mlanlmgg. gﬁggcngsnmzo. 8. DATE OF BIRTH 9, 1:\35 o rean| w oroca | vax | v Lo o et
. {Bpecify) irthday ont Days | Hours | Min.
ale White Divorced < 9501 | |
104. USUAL, OCCUPATION (Givekind of work | 10b, KIND OF BUSINESS'OR IN- | 11. BIRTHPLACE (Btate or fofelgn sountry} 12, CITIZEN OF WHAT
done during moat of working life, sven if retirad) DUSTRY 0 COUNTRY?
_Housework ‘ Yarrow, Mo . USsS A
13a. FATHER'S NAME 13b. MOTHER"S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Geo P. Osborn. . Annie Allen None -
Es{.was DE&EASED EVER !N U1.5. ARMED FO'FLCY‘F.S? 16. SOCIAL SECURkTov 7. INFORMANT' S SIGNATURE OR NAME - ADDRESS
om, DO, OF Bown) af . xive war or daf f ) .
no yem. rivs waror date olsarvics) ¢ ne knowvn B, McMichael, Record Clerk, Mo, State San
18, CAUSE OF DEATH . MEDICAL ce#‘hs'lcar INTERVAL gzgwum
| Enter only onoceumper | I, DISEASE OR CONDITION _ TH
Hizs fer (a3, (by. end (¢ | DIRECTLY LEADING TODEATH*;) _Far Advanced Pulmonary Tuberculosis t 2 yrs.

*This does not mean ANTECEDENT CAUSES

the mode of dying, such | Mortid eonditiona, if any, giring DUE TO (b)
us heari failuse, asthenda; |- rise to:the cbove cause (a) slazing - - - LRV . - L - - e
de. It meons the dis. | ke underiying cause lost.

case, infury, or compil DUETO (&) - . - - . . .
tion which eaused deagh. | 1. OTHER SIGNIFICANT CONDITIONS '
Conditions contributing to the death but niot VA j
related to the disease or condition exusing death. “ N
19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION ' 20. AUTOPSY?
TION
. -~ . YESD NO
2ta. ACCIDENT {Bpoclly) 215. PLACEOF INJURY (e.s., inorabout | 2lc. (CITY, TOWN, OR TOWNSHIP) . (COUNTY) {STATE)
SUICIDE home, farm, factory. amqr- oﬁub!dx 0%, - s -
_ HKCMICIDE ~ - L ) )
214. TIME {Month) (Day) (Year) (Hour) 2le. INJURY OCCLIRRED Zlf. HOW DID INJURY OCCUR?
oF WHILEAT[— NOT WHILE
INJURY = | “work AT WORK

22. 1 hereby certify that I atlended the deceased from Octa 30 | 18 6 July 13 16149, that I last sow the deceased
alive on July_ 13, 19_Li9, and that death occurred at Q340 @m., from the causes and on the daie stated above.

PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

23a, SIG&TURE {Degree or title) 23b. ADDRESS 23¢. DATESIGNED
- - .‘"'@/}W%Al sl /(O U 1 Moun%t Vernon, Mo

7-13-49
74a. BURIAL. CREMA. | 2%, DATE 24c. NAME OF CEMETERY OR CREMATORY

“24d. ION (Clty, town; or county} - (State)
Tl REMOVAL jfpecify) . . .
~/2-< 5 , L W(_o

DATE REC'D BY LOCAL (FEGISTRAR'S SIGNATURE // | 5. FUNERAL DIRECTOR'S S| CNATURE
YA A Wt Ly D o7

_(-fiarued Embalmet's Statement on Reverse SJi f3]




RECEIVED

., sait
Gistricy Fil h OfﬁCQr N

¢ Numb, 7 o.' 8,
Dete liRy XAy
oL @“Z--’5~£}t‘*z-

.

™

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 Embalmer No.

X . Licensed Embalmer No 5"—;\5‘ i
Student Embalimer -

P. O. AddressM )ﬁh’

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

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




