.

WRITE PLAINLY—-USING TUNFADING BLACK INE—MAEE A PERMANENT RECORD

BIRTH NO,

FLED NOV 10 1949

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. DIST. NO. _Aéé_é_

State File No..... 8:?...110---. e
PRIMARY REG. DEST. m.iﬂiﬁ. Registror's No 6.6

*This does not mean
the mode of dying, such
as heort fallure, exthenda, |
de. It means th: dia-
ease, injury, or complica-

ANTECEDENT CAUSES

Morbid conditions, if ang, giring DUE TO (b)
rise (o {he above couse (e} stating - -
the underlying cause last.

1. PLACE OF DEATH 2. USUAL RESIDENCE (Whers ¢ d lived., If institution: resid . before
8. COUNTY &. STATE b, COUNTY. adfistion
Howard g Cpawford 77
b, CITY {If cutside corpurate Umits, write RURAL and give ¢. LENGTH OF 6. CITY (If outelde corporate licalts, wrtte RURAL and cive township) / 5(
OR s 1ownahip) S'Ti‘( {in placel|f - \
TOWN PFayette, Mo. ayE TOWN Mo Cune R |
d. FULL NAME OF (If aot in hospital or Instisutlon, give streot sddres or Jooatlon) d. STREET ¢If rural, give location)
HOSPITAL OR ADDRESS
wsTitutioN.  Lee Hospital - c?/
3.6‘2?:’2%505"-0 a. (First) b. (Middle) ¢. (Last) 4, Dé}'E {Month) (Day) (Year)
(Typeor Print) Legll@ T3vin Edwin Wilson peatH - Qet. 23, 1949
5. SEX p .| 6. COLOR OR RACE 7 #&%EDD I[\l)lE‘YcE’gchEISRRIED 8. DATE OF BIRTH 9.':?E (Inn’u- ; u:::u |D'lm:" ; DNOER b N
(8 ) birthday o lours | Min.
Male White dowed L= | May 9, 1886 63 l I
10a. USUAL OCCUPATION (Givektnd of work | 10b. K[ND OF BUSINESS OR IN- | 11. BIRTHPLACE (Stata o forslgn oouatzy) ‘ 12. CITIZEN OF WHAT
done during most of working lifs, even if retired) DUSTRY _ COUNTRY?
_ Retail Merchant G angag .35,
138. FATHER'S NAME 13b. MOTHER™S MAIDEN NAME 14. MAME OF HUSBAND OR WIFE
Charles Moore Wilson. Sarah Francés Carns Minnie V. Eagt
I5. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECUR};I’J 17. INFORMANT'S5 SIGNATURE OR NAME ADDRESS
(Yes, Bo, or unknown) | (Il yes, rive war or dates of servica) .
No. T eme-— cemmm—— Mrs. John Dick Fay_ette Missourl
18, CAUSE OF DEATH INTERVAL BETWEEN
. Enter only oneceuseper | I, DISEASE OR CONDITION OJfSEJ AND DEATH -
lina for (a}, (b), and (¢) DIRECTLY LEADING TO DEATH {a)

.DUE TO (¢}

tion twhfch caused denth,

I1. OTHER SIGNIFICANT CONDITIONS

Conditions contributing Lo the death but not
related Lo the disease or condition causing death.

Lo | X

AT WORK

19a.” DATE OF OPERA- | 19u. MAJOR FINDINGS OF W ‘2. AUTOPSY?
. _ . vs O w0

21s. ACCIDENT (Bpecity) 215, PLACE OF INJURY (e inorabest | 21c. (CITY, TOWN, OR TOWNSHIP), . (COUNTY) (STATE)

SUICIDE bome, farm, tastory . strest, offiee blds.. eted . . )

HOMICIDE
21d. TIME (Month) (Day) (Teer} (Hoon | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?

WHILEAT ROT WHILE,
INJURY = | work

2. I hereby certify that I atténd

¢ deceased from

, that I laat saio the deceased
the date stated above.

, m_ 19
1 , and thal death occurred ai _.-:ﬁ , Jrom the causes and on

NIV AW

REGISTRAR'S SIG?

| alive on ’
Zia. SIGNA E (Degree or titls) \ l 3. DATE SIGNED
| SR W o |/6dsys
24; BU RIALALCREMA- 24b. DATE 24c. NAME OF CEMETERY OR CREMATOR 24d. LOCATION (d'i‘t—y. town, or county) - -
(Bpaety} .
“Removal 10/24/49 | MeCun e_oCam tery — MeCune Kansag _
ADDRE 83

___TFayette, Mo.




RECEIVEp NOV 8
_ n’. Nmbop

bt R 17 5 e
LT

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,~oseder

Student Embsimer No.

) Signed..( == / % @4/ |
Blanedeneeeners Stvdent Enbetmer T : 1ifnsed Ertamer No_ S22 22 ‘
P. 0. Addresm Z2z0 ‘

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HAND G. (Failure to comply with'
the above constitutes grounds for revocation of license.)

If this body is not embalmed, ‘fact should be 5o stated above.

working under my personal supervision.




