i . . .
, - F”.ED FEB 14 1950 ... THE-DIVISION OF_ HEALTH OF MISSOURI K3 .
| ' 5 STANDARD CERTIFICATE OF DEATH stae Fie Nowor SFL
' BIRTH NO.__ : REG. DIST. NO. ‘ &2 PRIMARY REG. DIST. MO. L mft‘eﬂl’:fﬂzr’: No.omn ._..Q A
1. PLACE OF DEATH - 2. USUAL RESIDENCE (Whare deceased lived, If institstion: residencs befors
a. COUNRTY . a. STATE . . b. COUNTY adinision).
GREENE. - Missouri Crawford" ™"
@ 2. Ti:;: (I outaide corpurate limita, write RURAL und ‘::n.. bi;} CST AL\F!:{ﬂI: Deel:‘ c. Cg’Y (If sutaide ¢orporate limity, write RURAL and give township) j- 3 ;}
8 . SPRINGFTRID 171 Days|| -ToWN _ Bourbon
. FULL NAME OF (1f not in hospitsl or institation, give sireat sddres or Ioeation) d. STREET (1 rural, give loeation} '
o] HOSPITAL OR ADDRESS
3 INSTITUTION tRed )] 0Spi Star Route
ﬁ 3 gEAcME %I;J 8. (First) b. (Middle) c. (Last) 4. DA'rI__'E (Month}  {Dey) (Year}
E ( Type or Print) Con {0, Pennock DEATH February 5 1950
- [ 5. SEX 56. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (Lo years| & oo | TEAR § 0 teokm 0 ams.
: g . Whit WIDOWED), DIVORCED <épecity) ' b ey | Mona D | B | b
. g rate ite Married June m{ 1888 61 |
- - 10a. USUAL OCCUPATION (Ciive kind of work-| 10b, KIND OF BUSINESS OR IN- | 11. BIRTHPLACE ¢ r fo : *
-4 doned urm;mmn!-arﬂnclﬂ-.tm:! nt;:rd) T . T DUSTRY Bt o-l roien countzy} B lztgﬂ;‘}%r{'?oFWHAT
= Cook unknown Vilander, Missouri-~"f USA_
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME ' 14, NAME OF HUSBAND OR WIFE
George A, Pennock {1 Wettie Anderson ] Minnie Pennock
15. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16, SOCIAL SECURITY | 17, INFORMANT'S SIGNATURE OR NAME . ADDRESS
(Yen. no. or unknowa) | (If yea, xive war or dates of servion) NO.
Yes MY T 488 16 6619 ini i nefi
18. CAUSE OF DEATH MEDICAL CERTIFICATION ’ NTERVAL BETWEEN
| Enter only oneceuse per | 1. DISEASE OR CONDITION ONSET AND DEATH

DIRECTLY LEADING TO DEATH?y Tuberculosis, pulmonary, chronlc, far
advanced, active.

line for (a), (b}, end (c)

*This does not mean | PVTECEDENT CAUSES

the modz of dying, such | Aforbid conditions, if any, giring DUE TO (b)
a2 heart failure, asthenia, | Tise to the above cause (o) stating

ele. It meoms the dig- | the underlying cause lost.

ease, injury, of complica- DUE 70 (¢)
tion which coused death. | 11. OTHER SIGNIFICANT CONDITIONS 1. Cor pulmonale. 2+ Bronchiectasise

Conditions contritreding to the death but nol (‘) ' }(
related to the disease o condition cauring death. 3. Entero colitis, ulcerative. C) ‘ 2
19a. DATE OF OPERA- | 15b. MAJOR FINDINGS OF OPERATION . 20. AUTOPSY?
TION ,
. : ves (A wo [
21a. ACCIDENT (Bpecity) 21b. PLACEOF INJURY (a.x..Inorabout | 21¢. (CITY. TOWN, OR TOWNSHIP) (COUNTY) (STATE)
! SUICIDE homa. farm. [sctory,street.offios bldg..e18.)
HOMICIDE 7 5
21d. TIME (Month) (Day) (Year) (Hour) 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
WHILE AT [—] NOT WHILE
INJURY WORK AT WORK

2.1 here;;;( certify that i a}[&ded the deceased from _Augnst 18, 19 49, to _RBehruary§ 19 50, thﬁf }ﬁ/gfgﬁﬁ/ﬁf/qé#;éj

/19 / [/ and that death occurred at _B300 ., from the causes and on the date stated above.

PLAINLY—USING UNFADING BLACK INE—MAXE A P

- Yo
GflA U Chief (Desroeortitl) l23b ADDRESS O'Reilly VA Hospital z;:_g:‘i;gsum
3] msele M1  Profesgional Services Snriagfheld, M ssouri
E puT IAL, CREMN | 24b. DATE ~NAME OF CEMETERY OR CBEMATORY ] 24d, LOCATION (City, tgwn, or county) ,. State)
3 (27950 e Dlteer Lo 2t 4

REC'D BY LDE%E REGISTRAR'S snemmﬁfz /s / / /

b4 4
! » e (




STATEMENT BY LICENSED EMBALMER

r -+

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, O by oo

et erLeEh et et o e e RA LR b e ot am e e £t e st amnn memesmtres seesbanas \ Student Embalmer No.

working under my persona! supervision.

Signed.........c...

: Slgned....'..‘...‘.‘.:.‘ ...... eeersnmaassacs [P
v Student Embaimer

Note: - The abowe MUST BE SIGNED BY THE LICENSED EMBALMER in . lm OWN ‘- RITIN Faflure to comply with
the above constitutes grol.mds for revocation of license.) - /
If this body is not embalmed, fact should be so stated above.




