THE DIVISION OF HEALTH OF MISSOURI

Mo . 300 . -,-
we || FLERDEC 1 1949 STANDARD CERTIFICATE OF DEATH State File N36175 ........ .
' BLRTH KO. REG. DIST. Mo. __|  PRIMARY REG. DIST. w. R3QQ0 Rm.‘;:_m;_-';fﬁ'.._- %Y. 4 ;
/ 1. PLACE OF DEATH ZUSUAL RESIDEMNGE (Whero deorased livsdeel] -amtislon: resldance before
. COUNTY . . STATE . . COUNTY s .. ndwiwion),
3 : Adair : Missouri i Adair "™/
b. CITY (It outelde corporato limits, writa RURAL snd give ¢. LENGTH OF ¢. CITY (If outaide corporate limits, writse RURAL anl give townahip)
oR . .\ waahipt| STAY (in this place} . 3
TowN Kirksville / 37 years) TOowN Kirksville Z.
FH&SLP?'PA{E QOF {If not in hospital or izstitution, glve streot addros of location) d.A%T[?RgEE‘SrS (If rarsl, ghve location) et
ST OTION 824 E. Scott St. 824 E. Scott -0
3 NAME OF 8. (First) b. (Middic} <. (La.st? 4 DATE (Month}  (Dey)  (Yewr)
(Typeor Pty SARAH LAVADA MQCK oA Nov. 19,1949
5., SEX _COLOR OR RACE | 7. #FRR[EB. ’S.E\‘,"EQCMSRR'ED' 8. DATE OF BIRTH 3. AGE us vens| r KR | YOOR | @ e 4w,
. (Bpecifyi: t o Hours | Min.
Female / ~White "Hidowed Y |May 6, 1864 B B Ty ")

10a. USUAL OCCUPATION (Give kind of wark
dogagluring most of wor 1ifs, even Uf retired)
ogugewirte

13a. FATHER'S NAME

10b, KIND OF BUSINSS OR IN
Home Making "
13b. MOTHER'S MAIDEN NAME

11. BIRTHPLACE (Btate or forelan sountry)

Marietta, Chio /

14. NAME OF HUSBAND OR WIFE

12, CI'I;‘I ZEN OF WHAT

V&,

WR_I'I‘E.PI:.A!N"LY—I-I:ISXNG UNFADING BLACK INE—MAKE A PERMANENT RECORD

. Enter only onecausa per

line tor (a), (b), and (c}

“Thiz does 1ot mean
the mode of diing, such
a# heart failure, asthenia;-
de. Jt means the dis-
ease, infury, or compli

~ rise to the above cause (a) stating

1. DISEASE OR CONDITION

DIRECTLY LEADING TO DEATH* (5 d' 7

» Thornton Bright Eliza Ann Bone Frank Mock
:3’. WAS DECkEASE:J E\(.;ER II':iU.S.ARMdED FORC!iZS? 16, SOCIAL SECURITY 17. INFORMANT S SIGNATURE OR NAME ADDRE
‘o8, DO LF Unknown oa, rive war or datea of sorvice) . .-
fo ” None ZM%QI!& 24 E Scalf ﬂl!é! 'éé%i
18. CAUSE OF DEATH MEDICAL C INTERVAL B! .

ONSET AND DET}H

ANTECEDENT CAUSES
Adorbld conditions, if any, giving PUE TO (b)

the underlyping cause last.
i . DUE TO (¢)- -

EEIF’ZCATION Z a . : ,

tiom which coused death. | 11. OTHER SIGNIFICANT CONDITIONS Ay
Conditions contributing to the death but not j,} s
. relcted to the diseaze or condition equsing death, i =
19a. DATE OF OPERA- | i%b. MAJOR FINDINGS OF OPERATION . 20, AUTOPSY?
TION -
A ‘ _ s 0 w0
21a. ACCIDENT (Epeeity) 215. PLACEOF INJURY (ag..lnorabont | 2ic. (CITY, TOWN, OR TOWNSHIP) . {COUNTY) (STATE}
SUICIDE . home, farm, fagtory, street. office bldg., ste.) '
- HOMICIDE -
21d. TIME {Mooth) (Dar} (Ves) (Hown | 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR? .
o \
INJURY ,"ﬁ%rff NOT WHILE

2. I hereby certify that auendcd the deceased from%.& Biﬁ
alive on , and that deaih dtcurred at _3_£. m.

AT WORK
v

to Dseanlyd [o

, Jrom lhe causes and

on iie

that I last saw the deceased
date siated above.

23a. URE Degrga or ;yll:) 23, ADD M:LQ& % l/zac DATE SIGRED"
. 4
- . - -
8 4‘9 Zm % ﬁ _ L, > /-3
24a. BURIAL. CREMA- | 24b. DATE 24d. LOCATION (Olty, town, or county) {State)

T

11-31-49

|Iz4c NAME OF CEMETERY OR dREMATORY

Highland Park.

emet

Kirksville, M_c».

DATE REC'D BY LOCAL

i l—,‘{l—"i-q REG.

REGISTRAR'S SIGNATUR

% /

(2]

UNERAL DIRECTOR'S SI

(Licensed Embalmer’s Statemnent on Reverse Side)




RECEIVED nov 2 g j046
District Health Officer Rer 9

Rinteict Filo §unbornadantlod =tol
s N0V 2 6 g

Il

- 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, wobibs ... -

SIgned ...ccivencivarsannincscsnnncratoracs sanse Licensed Embalmer 0‘_43],.5:—'

Student Embalaer .
P. O. Address ot ,%!

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

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

- e oAmeemeeeAASAASRLAS Smree eebe e e— e e meeeen aemt s emme mm e eemne +oeeS e—memrr——eee s ean ememan s famt ot amnen meamt eaat pean , Student Embulimer Wo.

working under my personal supervision.




