THE DIVISION OF HEALTH OF MISSOURL _

S, MNo.300 ; '
s FILED JAN 18 1950  STANDARD CERTIFICATE OF DEATH e it o A2
0 ) L«l 9"‘ ' BIRTH NO. .REG..DIST. NO. "L 2 PRIMARY REG, DIST. NO.' _“00 Registrar’s No‘.'.'....i’:c%.....................
2)' 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decossed livad. If institution: residence before
a. COUNTY . STATE - . COUNT dinission).
CALLAWAY * MISSOURI ° Y BOONE Vo
b, CITY (I outsids corpurate limits, weits RURAL and give ¢. LENGTH OF €. CITY (I ouwide oorporate limits, write RURAL an.d give township)
township}| STAY (In thie place) OR C /7
TOWN FULTON Weeks TowN STURGEON, MISSOURT
d. FULL NAME OF (If not in bospital or institution, give street sddress or location) d, STREET (U reral, give laeation)
HOSPITAL OR ADDRESS
INSTITUTION STATE HOSE |'[|e ! #I
3.DNEAC%ES°EF‘D a. (First) b. (Mlddle) ¢. (Last) 4. Dé‘!!:E {Month) (Day) (Year)
{ Type or Print) WINFIELD 3. ST, CLAIR DEATH 1 3 50
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF .BIRTH 9. AGE (In yesrs| IF unDER 1 YEAR | » UNDER & wis.
D WIDOWED DIVORCED (Bpecity) ast blnhd.lv) Months l D-n Hours | Min,
MALE WHITE MARRIED _/ 4-15-1872 B
10a. USUAL OCCUPATION (Gw ofw 10b. KIND B SINESS OR_IN- | 11, BIRTHPLACE -
e duriag et of working tier veen it actrads | OF BU DUSTRY (fuata '°3° ”"“"" '%S{R%E’-‘,?F WHAT
FARMER MISSOURT U.S.A,
13a. FATHER'S NAME 13b, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
' THOMAS ST, CLAIR { EMILY ESTES.____ i MRS, W. 8. ST, CLAIR
15. WAS DECEASED EVER IN U.5.ARMED FORCES? | 16. SOCIAL, SECURITY | 17, INFORMANT'S S[GNATURE OR NAME ADDRESS
(Y, 00, o7 unknown} | (If yws, ive war or dates of sarvice) NO.
- HOSPITAL RECORDS, FULTON, MISSOURI
18. CAUSE OF DEATH MEDICAL CERTIFICATION IWNTERVAL BETWEEN
Enter only onecsuse 1. DISEASE OR CONDITION I ) : AND DEATH
line m"’(a;'_ . and ’(’:; DIRECTLY LEABING TO DEATH* (o) __ SENTLE DEMENTIA
“Thir doss ot mean | ANTECEDENT CAUSES ARTERIOSCLEROSIS . - : - | DK

the mode of dying, such | Morbid conditions, if any, giring DUE TO (b)
at Beart fallure, asthenia, rise to the obove cattse (a) stating
de. It me the dis- the underlying couar last.

care, injury, or complico- DUE TC (o)
tion which caused death, | 11. OTHER SIGNIFICANT. CONDITIONS =
Cunditions contributing to the death but not . : 4 g, H0
related Lo the disease or condition causing death. ) "
-19a. DATE OF OP_ll;:lRo.tN 19b. MAJOR FINDINGS OF OPERATION : 20. AUJOPSY?
: . . - YES g
2la. ACCIDENT {Bpecify) 210, PLACEQF INJURY (e.e..lnorabest | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE . homs, {arm, fastory, strest, offios bldg., s34
HOMICIDE .
2id. TIME (Month) (Day}) (Year) {(Hour) 2le. INJURY OCCURRED 21t. HOW DIP INJURY OCCUR?
wuu.u‘r NOT WHILE )
INJURY Atwork L. et L .
2, I hereby certify that attended the deceased from _ 1= 3~ L1950 ,to __ Ju? » 1850, that I last saw the deceased
alive on .ﬂ., and that death occurred at ﬁ% . Jrom the causes tmd on the dale stated above.
23. SIGN (Degroo o mla) 3 23b. ADDRESS : Zic. DATE SIGNED
§ CC;‘-_Q, &M Y STATE HOSPITAT, FULTON,MO! 31-3-5Q
24a. B;.‘IEI};A REMA b. DATE XAME OF CEME.T RY OR CREMATORY 24d. LOCATION (Oity, town, or county) ' ~ (State)

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

(Licensed Embalmn- Smcmcm on Rm Side)
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Student Embalmer

- , Licensed Embalmer?ﬂo .......... L'[ 037 ..................

----------------------

_ PO Address MLz are — Jpto
T BE SIGNED BY THE LICE :

. Note: The above MUS NSED EMBALMER in

the above constitutes grounds for revocation of license,)

If this body is nor einbalined, fact should be sq stated above.




