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WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD
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YHE DIVISION OF HEALTH OF MISSOURI 26196

18. CAUSE OF DEATH

line for {a}, {(b), and {(c)

*This doer not mean ANTECEDENT CAUSES

the mode of dying, such | Morbid conditions, if ang, giring DUE TO (b)
a2 heartfailure, asthenia, | .Tiee to the abose cause (o) stating . _. . - /% D
the underlying couase last.
cte. It means the dip- W i
ol , W Lreacote 5

eaze, infury, or comp

I._DISEASE OR CONDITION
- Eter only ongosuse per | Ty RECTLY LEADING TO DEATH® (g

FLED AUG 22 1949  STANDARD CERTIFICATE OF DEATH Stoe File No.. .
BIRTH NO. Ree. oisT. no. _ 112 primsay rec. oist. wo. 1000 . Registrars No.. 873
1. PLACE OF DEATH : 2. USUAL RESIDENCE (Whare decesssd lived. If institution: residence befors
a. COUNTY a. STATE _ | . b. COU adusimion).
Buchanan Missonri forth- . ./ ‘i
b, CITY (If cutnide corpurate Lmits, write RURAL snd give ¢. LENGTH OF ¢. CITY (If outskie sorporate limits, write RURAL and give towsahiny ) .
rawnahip)| STAY (In this placed .. 4
TOWN St. Joseph t 7 da ysfl TN Crlorth /
d. FULL NAME OF (If not in hospital or institution, give streot address or location) d. STREET (If rural, phve loaation) /
HOS| [¢] . . . ADDRESS
INSTITUTICNM ] asonri Methodigst Hos.
EN I:I’QE%ME %IE 8. (Flrst) b. (Middle) ¢c. (Last) ry DS‘EE (Menth)  (Day)  (Year)
{Typeor Print)  CoOra Dell Wallace OEATH Apgust 11, 1949
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8, DATE OF BIRTH 9. AGE (In years| w DR | \'m ¥ UNDER u uu
. WIDOWED, DIVORCED _(Bpaciiy) Last birthday) Homhl Hours
femalel white widowed ¥ June 2/,1876 73 17 | ™
10a. USUAL OCCUPATION (Givekind of work { 10b. KIND OF BUSINESS OR:IN- 1 IL BIRTHPLACE fsuucrlumln sountry) 12. CITIZEN OF WHAT
done during mowt of workisg [y, #ven if retired) DUSTRY / COUNTRYT
at home at home Shelby, Indiana
13a. FATHER'S NAME 13b. MOTHER S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
Nathaniel Owens Dorothy i
5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY 17. INFORMANT' S SIGNATURE OR NAME ADDRESS
(Yea. 50, orunknewn) | (If yes, clve war or dates of sarvice) NO .
no no - none alena Wallace Ot, Josep
ERTIFICATION INTERVAL BEYWEEN

Z @4{ p o/u;_ET AND DE.ATfl

. DUE TO (o)

tion which caused deazh. | 11, OTHER SIGNIFICANT COND!TIONS

Conditions contributing to the death but not
related to the disease or condition cauring dcatb

ﬂmf/”éﬁ P et 4"’:;(! 2X |

19a. DATE OF OPERA- | 19b.” MAJOR FINDINGS OF OPERATION =~ ' 20, AUTOPSY?
TION m
21a. ACCIDENT {Bpucify) 21b. PLACEOFINJURY [og..inorsbout | 2lc. (CITY,. TOWN, OR TOWNSHIFY . . (COUNTY) - (STATE).
SUICIDE .| bome, farm, taotory, strest, office bidx..eva.) - Cot : !
HOMICIDE
21d. TIME - (Monthy (Day) (¥ear) (Hour) 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
OF N . . o | WHILEAT NOT WHILE o T
INJURY = | WoRK AT WORK
2. I hereby certify that I atiended the deceased frorﬁ?“ — = 19‘/7 tag"; — Isﬁ!hat I last saw the deceased
. alive on CL€eP —/S  19¥F and that death occurred at _@_.é-m., fr lhe ses and on the dalg stated above.
2. SIGNATURE, (Degree or titlo) ~| 23b. ADDRESS /71.0 | Zic. DATE SIGNED
. 7/ 2o (V& 20 /27 I/7-%7

BURIAL. CREMA- | 24b, DATE 24c. NAME OF CEME!'ERY OR CREMATORY 244. LOCATION (Oity, town, or county) (Gtate)
TION REMOVAL (Bpestty) | A i
Removal 8/12/49 1:__Gyant City. Mo -

E ‘FUNZIIM: DIRECTOR'S ZB‘AW!!?, /?a/ WQ‘L’/

{Licensed Embalmet’s Statement on Reverse Side) %u




als 2N

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, 0f by e

[ —— ., Student Embslmer Wo.
working under my personal supervision.

SEUGBNT cevrnvnncinnssnnan Neettsentnsanain . Signed___._-_.-./.w @”7 *1

Studaﬂt Embaimer

censed Embalmer No. ...*.)’ f % ..........................

P. O. Addroﬂ)J/ 7 O/ “ ktv” adl,

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in lm OWN HANDWRITING. (Failure to cmnply with -
the above constitutes grounds for revocation of License.) -

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




