2. I hereby certify that I atiended the deceased fromNoe 20 1947 to__Tga 00 | 194~ thal [ last saw the deceased
alive on _Dec D0 1910 and that death occurred atmq.aapfm Srom the causes and on the date stated above

23a, SIGNATURE {(Degros or title) . DATE SIGNED
Q’M - mr ‘ L ofo fAn
242, BURIAL . CREMA- | 24b, DATE 24 NEWE OF CEMETERY OR CREMATORY | 24d. !.OC.ATION {Olty, town, or comnty) * (5tats)
TION, REMOVAL «Bpeaty) | K M
burisa Jaxn 1 1949) T 0 0 F Ca Hurdland nox o
RDDRESS

200 THE DIVISION OF HEALTH OF MISSOURI = 3 09 Iy Y’
% | BEDJAN 61980  STANDARD CERTIFICATE OF DEATH State File No
y .|' BIRTH NO. REG. DIST. NO. _&_Z__ PRIMARY REG. DIST. 0. _M Registrar's No..........z.?:._..._.............
_),2 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decoassd lived. I {astliutlon: residence befors
‘ a. COUNTY Krlox . a. STATE Mis So-uri b, COUNTY Knox ‘:ft,n:h:nl-
ﬁ CCI)EY {If outside corpurats limits, write RURAL and give cS::rAI"ENlEL}; DEF) c. Clc"!:{ {1f outside porporate timits, writes RURAL sod give township) v 4.-
townahip) § )
a-; towd  Rural Shelton Twp 6 yrs |- TW  Rural  Shelton Twp o
d. FULL NAME OF {(If not ia boapital or Institation, gire sifect address or location} d. STREET (IF rarsd, give location) ’ 74
HOSPITAL OR DDRESS
8 INSTITUTION. 1one /v A nono O
8 3. NAME OF @ (First) " b. (Miadk) ©. (Last) 2 DATE  (Moath)  (Day)
DECEASED " YOF 7)_ (Year)
o | (Tvworpy  B1MOT Ray Buck o Deo, 29 1949
g 5. SEX & 6, COLOR OR RACE | 7. MM})RIEIE)} IS!IEVEECIESRRIED 8. DATE CF BIRTH 5. AGE (h:l:-:;n h‘; UNDER | YEAR | * UNDER 1 Mns,
- 2 olfy} : ontha! Days | Hours | Min.
z M W Tdowed 3= |Feb. 18 1883 | 66" l |
; 10a. USUAL OCCUPATION (Givakind of wark | 10b. Kmb OF BUSINESS OR IN- | 11. BIRTHPLACE (Stats or forelgn souatey} 12, CITIZEN OF WHAT
E dons doring most of wor life, even if retired) I DUSTRY RY7
b merchan Hardware Missouri
{1328, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME E«mz OF HUSBAND OR WIFE
< { James Perry Buck Amy Adeline Stull dith Bell 2imn
E Ist WAS DEEkEASED EVER IN U.S, ARN:‘ED F'ORE'IFST 16. SOCIAL SECUREOY 17. INFORMAN_T' 5 SIGNATURE OR NAME ADDRESS
‘o8, IO, OF nown} | (If yes, tes of sorvice) .
g - B | g e e or dutee ot none AL MA REE FLECHAYV HupLAKp
I 18. CAUSE OF DEATH MEDICAL CERTIFICATION - 'g;ggﬁ‘ﬁmﬁ."
i || Enteronly onscemseper | 1. DISEASE OR CONDITION
Z  |[unetor ), op,anq (@ | DIRECTLYLEADINGTODEATH'q) __Congestive eapdinePaijure— |12 Henths
i «This does mot mean |nANTECEDENT CAUSES . . -
3 the mode of dying, such | Aforbid conditions, if any, giring DUE TO (b} Chronic 11(""’\117‘1 tig 2 woane
- as hear! foilure, asthents, | Tise to the abope cause {a) stating } o
= de. It means the dis- the underlying cauae lost.
o ease, infury, or compliza- DUE TO (e} _ :
2, tion which caused death, | 11. OTHER SIGNIFICANT CONDITIONS . : 45?:7 Q)(
[~ Conditions contributing fo the death but a0t -
E} rdaledmmdinanorﬂwnduio‘; muai-n;'dcau Arthrlth of ‘j'DlTIF‘ A vnq-yf-.—-
[ 19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION . 20. AUTOPSYT
z |- TION 0
=T \ R : YES NO D
o 21a, ACCIDENT (Epecity) 21b. PLACE OF INJURY (e.g., tnorabout | 2lc. (CITY. TOWN, OR TOWNSHIP) “(COUNTY) (STATE)
. SUICIDE boma. farm. fuotory, streat. ofice bldy. e1e) -
<] HOMICIDE ) .
g 214, TIME (Month) {(Day) (Year) (Hour) 21e. INJURY OCCURRED | 2i1. HOW DID INJURY OCCUR?
oF WHILEAT [} NOT WHILE .
J‘ INJURY m. | “work AT WORK
=
&
3
<%
A

e,

| DATE REC'D BY LOCAL | REGISTRAH'S SIGNATU 5// 2, AL DI
pw 9/ Nell S Dunl)

‘/,5 (licensed Enﬁdmrr-&-tmoukm Side)




STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by —coom.
. /

v

, Student Embdalaer No.
working under my personal supervision.

Student s.vsasrscsanannasases

) Signed é :i:"? é M/Q’
Student Embalmer

' «
Licensed Embalmer No ‘-//‘753 /
P. O. Addres=W é

MNote: The above MUST BE.SIGNED B'_Y' THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply v
the above constitutes grounds for revocation of license.)

If this body is not embalmed, fact should be s0 stated above,




