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WRITE PLAINLY—USING UINFADING BLACK INKE—MAKE A PERMANENT RECORD QO

10.48

FILED NOV 15 1948

'BIRTH NO.
I. PLACE OF DEATH

STANDARD CERTIFICATE OF DEATH

THE DIVISION OF HEALTH OF MISSOURI

State Fiic N34,082 ........... .

REG. DIST. No. | gfi FRIMARY REG. DIST. no.mi. Registrar's Nowm D 3.

2. USUAL RESIDEMNCE (Whert Jecossed lived. II iosticution: residence; before

a. COUNTY Jacggonr S OTT a. STATE  pa b. COUNTY JaCkSOHN“?f}M,
b. ClTY LI outzide eorpunus limits, write RURAL and give g:I'ALYENGTH OF [ ClTY (LY ouradde oom timits, wrise RURAL acd give tawnshin) U
) {in this place!
romRural M. Washingts®?| "] ¢ 1o Rural . Washington . o
d. FHé.IgPII‘I_I{\ME OF (If not in bospital or instisution, Eive streot addross or locfilon) d. ASJRREEEST‘; (If rural, give location) O
\NSTITUTION 3 mi, n.w. H ickman Millgd B N.W., Hickman NMills
3. NAME QOF a. (First) b. (Middle) c. (Last) 4. DATE {Month) {Day)} (Year)
. DECEASED OF
(T¥peer Pingy  HARRY W, SCOTT peath Nov, 2, 1949
5. SEX 6. COLOR OR RACE | 7. &I:\ngg ISR‘ICE)R EgRgIED 8. DATE OF BIRTH 9. I:Ggr&:;.n;u n: :7::1 !D\'-:n O UKDER [4 HRS.
+ (Bpegify) 1 ¥, ol Houra | Mia.
Male {)| Wwhite ed™” % | Nov. 1, 1897 “5% R

10a. USUAL OCCUPATION (Give kind of work

Test  Board: Operator S.W.

10b. KIND OF BUSINESS OR IN-

Be1ll el .

11. BIRTHPLACE (State ot forsign eounw) /

Co. chkman Mills, Mo .

12, CITIZEN OF WHAT
COUNTRY?

13a

« FATHER'S NAME

William Scott

13b. MOTHER'S MAIDEN

Mary Faul

NAME 14. NAME OF HUSBAND OR WIFE

kner Gladys Scott

15, WAS DECEASED EVER IN U.S5. ARMED FORCES?
(Y-.Nw unkoown) | (If yom, give war or dates of service)

16. SOCIAL SECURITY

YIS /- 951023

17. INFORMANT'S SIGNATURE OR NAME ADDRESS

Mrs,. Harry Scott chkman Millis,M

, Enter only onaceuse per

18, CAUSE OF DEATH
1. DISEASE OR CONDITION

line for {a), (b), and (c) DIRECTLY LEADING TO DEATH® 1y

“This does mot mecn ANTECEDENT CAUSES

MEDICAL CERTIFICAT

INTERVAL BE BETWEEN

ON?H’ AND DEATH

Mortid eonditions, if any, giring DUE TO (b}
ride Lo the abore cause {a} stmmg
the underlying cause last. - i . S

" _DUE TO (g}

the mode of dying, such
as heard fallure, asthenia,
ete. It.means the dis-
case, infury, or complica-

tion which coused death.

@ 2749

tl. OTHER SIGNIFICANT CONDITIONS - _- % 7 w1

Conditions contributing to the dedth but not .
related to the dizease or condition cousing death. *

/S X

19! DATE OF OP{RF\ 19, MAJOR FINDINGS OF OPERATION . - . I 20. AUTOPSY?
. . )
/Z-U-‘—’ ves [ NOE

2%a. ACCIDENT (Bpecily} 21b,. PLACEOQOF INJURY (.g..inora 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)

SUICIDE boms, larm, [actory, street, office bldg., eta.) - . .

HOMICIDE . .
21d. TIME {Month)- (Day) (Year) {Hour) 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?

OF WHILEAT [~ NOT WHILE .
INJURY - WORK AT WORK .

2.1 hereby :j' at 1 atlended t{i;e decegsed from L‘i&:_, 19

alive oﬂ " and ihat death occurred'a

h 4 ,lo_u_.

19_9'1( Y that | last saw the deceased
., from the cayseq and on the date stated above.

l')

L7

A EEMOVAL Gaentes
- (6o -0 i

E
1-4-1,9

245. NAME OF CEMETERY OR CREMATORY
Memorial Park

i X

I 23c. DATE SIGNED

L+ 22

| .249. LOCATION (City, town, or county)
Jackson Co,,

(Statey

Mo,

DATE D BY L%CAEGL | REGISTRAR'S SIGNATURE
. ﬁ/-ﬁ T Ca, #

3b
-WL

2. FUN

AL DIRECTOR™S SIGNATU

S

‘ADDRESS

VR

Tivensed Embahier's Statement on Reverse Sidet



oo 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.

working under my personal supervision.

Student c..ucrevsvoanesaee
Student Erabalraer

P. O. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (F:ulure to comply with
the zbove constitutes grounds for revocation of hcense.) '

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




