. Mo, 300
. llo.l!

WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

HLED NOV 19 1949
am

BIRTH NO.

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

- —
REC. DIST. NO, _LZJL PRIMARY REC. DIST. W0 io_i)_ Registrar's No

Sigte File Nooon e

1. PLACE OF 2. USUAL RESIDENCGCE (Whare decoased lived. If 1 s read before
a. COUNTY a. STATE . b. ] . - adiaiosfon),
b. CITY 1z e ta, write od ¢. LENGTH OF ¢. CITY (If cowkds eorporate limits, writse RURAL and give township) K

oR "“’" R aweakip) STAY ta i s or T 5 ?f
TOwN N zecrn Tow Lexingégon kS
d. FULL NAME/OF (If not mpiul or institution, xive streat s#— or location} d. STREET (U munal, give loeation)
HOSPITAL , ADDRESS
INSTITUTION . / River Front St .

3. NAME OF . (Fimt b. {Mlddle} {(Last)

DECEASED {Finst) { 4. DATE (Day) (Yau)
(Typear Print) [ J Aty Apdrew DEATH S PP
5. SEX 6. COLOR OR HpCE | 7. MARRIED, NEYER-MARRIED, | 8, DATE OF BIRTH 9. AGE Un year] If troe) 7 oo u s

7 ©

Ve 223

"/
_Mar, 8,1883

A

Houts I Min,

Month’ 26

103, USUAL OCCUPATION (Give kind of work
done daring most of working lite, even if retired)

Coal *iper

10b. KIND OF BUSINESS OR_IN-
DUSTRY

11. BIRTHPLACE (State or foreign oountry)

Milan, Mo.

O 12, CITIZEN OF WHAT

13b. MOTHER'S MAIDEN

Sarah “ray

13a. FATHER'S NAME

Benjamin P,

Carter

UN{RY?
Hos O
t4. NAME OF HUSBAND OR WIFE

| Alta James

NAME

I5. WAS DECEASED EVER IN U.S ARMED FORCES? | 16. SOCIAL SECURITY | 17. lNFORMANT' 5 SIGNATURE OR NAME ADDRESS
(Yes, 0o, or unknown} , ilve war or dates of service) NO. -
Mra, Alta Carter, Lexington, %o
DI L CERTIFI TIO ' INTERVAL B
18, CAUSE OF DEATH ElL OHEEY - BETWEED
| Enter only onecausaper | 1. DISEASE OR CONDITION . . NSET
tine for (a), (b, and () | DVRECTLY LEADINGTO DEATH® (4 b ol
e | anTecevent cavses Carlr W
the mode of dying, such | Morbid conditions, if eny, gising DUE TO {b) o :
as heart failure, asthenia, | rize (o the above canse (o) stating - N N .
de. It means the dis- the underlying cavae lodd, / . ;
ease, infurt, or 04 DUE TO (‘9 - ’\—L-—-_e- '
tion which caused death, | [1. OTHER SIGNIFICANT CONDITIONS 4 '[ AR
Conditions contributing o the death but not % W
releted to the discase or condilion cousing deatd.
19a. DATE OF OP_‘F.'I%?‘ 19b. MAJOR FINDINGS OF OP RATION 20, AUTOPSY?
ves [ wo Jg
21a. ACCIDENT {Bpacity) ZHJ EQOF INJURY (s.5.. v orsbonat Zlc (CITY. TOWN, OR TOWHSHIP) (COUNTY) (STATE)
SUICIDE , factory, streat, offios bldg,, ste.)
HOMICIDE
21¢. TIME (Moath) (Day) (Year) {(Hour} 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
WHILEAT ] NOT WHILE
INJURY WORK AT WORK R, ”
2. I hereby certify that T atte edfhe decggsed from , v Mﬁ 18 » that I last saw the deceased
alive on qul decdh d a! m., from the causes and on thc date stated above.

£ (Degres ot title)

ANt

Z3a. SIG%

| Zi. DATE SIGNED

10452

ﬁD;EZ/IJ-&- P2t

24a. BURIAL, CREMA-
TION, REMOVAL (Specity}

24b, DATE ]
Bari

chpe lah

24c, NAME OF CEMETERY OR CREMATORY

rd

240. LOCATION (Oity, town, or county) (State)

DATE RECD BY L?ICEAGL REGISTRAR'S SIGNATURE




RECEiVeu ove
District Health Officer No. 8,

District File Number.____________

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 —cvevocevmrrieeee
tudent Embalmer No.

................................................................................................................

working under my personal supervision.

...................................

Student
Student Embalmer
Licensed Embalmer Mo
P. O. Address L. == A _.%jé

The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with

Note:
the above constitutes grounds for revocation of license.)

If this body is not em_balmcd. fact should be 50 stated above.




