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WRITE PLAINLY—USING UNFADING I'i'LACK INE—MAKE A PERMANENT REC()Rl{‘,k G/‘Q

THE DIVISION OF HEALTH OF MISSOURI

ﬁLED SEP 15 1949 STANDAR? CERTIFICATE OF DEATH

N'

St P @7324 ............. .

'BIRTH MO, . .. .. REG. DIST. uo,__!ﬁ__i____ PRIMARY REG. DIST. NO. _}l_ZT. Rmmrar.lNo.__........_...'_.!!.?. ............. |
1. PLACE OF DEATH o 2 USUAL RESIDENCE (Where dé d lved. If,i §ul before
a. COUNTY A a. STA " b coum'y adunimiont.
Jagper G ™Missouri Jasper Fia
b. CITY (If outside corpurata limite, write RURAL and giva ¢, LENGTH OF ¢, CITY (If sumide eorporaté limits, writse RURAL snd give township} hd \H |
wownship}| STAY (la this place ' ‘
TOWN v TOWN >
d. FULL NAME OF {If ot in bospital or institution, give strect address or loentlon) d. STREET {11 rural, give location} '2/
HOSPITAL ADDRESS
INSTITUTION 407 W. Dausherty St, 407 W, Daugherty N
36&%%55%% a. (First) b. (Middle) -~ c. (Last) 4 Dgl:g (Month)  (Day) (Year)
rﬁwwﬁwi John Ervin Hoodard pea  Sept. 5 1949
// 6. COLOR OR RACE § 7. xiADFE)R\'EfEB EFJEFRICPEBR IED, 8. DATE OF BIRTH 9. |:GE {le rl)an .I: :1::! ID"mu“ IF UNDER L WXS.
peciiy) . t birthday! Ll Hours | Min.
Male White Marrie ; Jan.20,1900 49 rd ,15 |
102. USUAL OCCUPATION (Give kindof work | 10b. KIND OF BUSINESS OR_IN- | 11, BIRTHPLACE (State or forelgn country) 12. CITIZEN OF WHAT
dona during moss of working lite, sven if recirad) N DUSTRY COUNTRY?
Miner Doniphan,Missourl USA
13a. FATHER'S NAME 13b. MDTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

Jamesd Woodard Laura Ada

8

Leons Woodard

i5. WAS DECEASED EVER IN U.5. ARMED FORCES?

(Yes. 0o, or unknown) I (If yow, wive war or dates of service)

No

18. SOCIAL SECURITY
RO.

Mrs.

17. INFORMANT'S SIGNATURE OR NAME

ADDRESS

Leona YWoodard, Webb Citvy Mo,

. Enter only onecanse per

18. CAUSE OF DEATH
I. DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH® (5)

MEDICAL CERTIFICATION

-—

line tor {a), (b), and (c)
*This does not mean ANTECEDENT CALSES
the mode of dying, such

as heard failure, asthenia, rise to the above cause {(a) uat:iw

de. Xi fheons the dis- - the underlying couse losl. -

cate, injtiry, or complica- DIJE TO (c)

\

INTERVAL BETWEEN

ONSET A;D DEATH

Morbid conditions, if any, giving DUE TO (b) &m—% MN-M

11. OTHER SIGNIFICANT CONDITIONS. '

Congitions contribwting to the death but nol
reloted to the disease or condition causing deald.

tion which caused death.

19a. DATE OF OP%E;“ 19b.- MAJOR ‘FINDINGS OF OPERATION - ‘ X i| 20.- AUTOPSY?
. . . . - YES D NO
‘2in. ACCIDENT (Bpacity) 21b. PLACEOF INJURY (s.2., inorabout | 2Ic. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE home, srm, factory, street, office bldg. . e.) v os BTN
HOMICIDE 3 . .
21d. TIME (Month) (Day) (Year) (How | 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
INJURY ) o 'IIHILE AT N:‘_I' WHILE
2 I hereby cert d from ql S IQﬂg to _q‘_ﬁ_, Is_i that I last saw the deceazed

ify that I attended the d
alive on . 19ﬂﬁ, and thai degth occurred af _B_,;O,Pm from the causes and on the date stated above.

Th. 5)Of e
- mﬁ’\

s BURIAL, CREMA-
'nona wum:
Burial:

nuzmroavuﬁ%_
sspr.s,lshs—-

@(Dep’n or title)




RECEIVED 9-12-59
Jasper County Health Office

County File Number__49-8-092__.___. .
Date Filed_---9:l3;A9 ..... U -

&

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, OF b¥ e srrmenee

........... . ,  Student Embelmer No.

working under my personal supervision.

SEUAEAT vocasanvescnasvoarnonnnasnssassnsas Slgned. g/oé ..... Q ................ dl\ /\_) ...................

Student Embaimer
e B - : Lu:en:.ed Embalmer Nn / / 4 (4
. - e . - ; é
- T P. Q. Address }E% Ey/ﬂ

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRI'I'ING (Faxlure to mply with
the above constitutes grounds for revocition of llceme.)

If this body 'is not embalmed, fact should be so stated. above. S T
P AT s Trenr % -~ - - . .

cem

-




