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WRITE, PLAINLY—USING UNFADING BLACK INE—MAEE A PERMANENT RECORD

Fllﬂ] JAN

I BIRTH NO.

31 4950

THE DIVISION OF HEALTH OF MISSOUR!
STANDARD CERTIFICATE OF DEATH .

1501

__ REG. DIST. NO. _[5;7_ PRIMARY REG. DIST. m.m Kegistrar's No ,/_3 !
1. PLACE.OF DEATH. s 2. USUAL. RESIDENCE (Wh;re’fdicm lived. If iostitution: residence before
. COUNTY . ST - by ad.oisstont.
. Jasper e STATE Missowl O gagper T
b, CAEY (It outcide corpurats Limite, write RURAL snd give §T AL;.NGTH OF c. CITF}’ (I! outadde sorporate limits, write RURAL and give towmahip): 4 ?
woahi, n thi e
toMn  Carthage romeahin| STAYG Sl 1Sl Carthage 5
d. ﬁlijésLPvTBAT.EO%F (1f not iz houpital or institxtion. give street sddress or loeation) dAS-DrDRREEEgS g} tural, give location) 0
INSTITUTION 737 Limestone St. 37 LimQStone S
a'gEAchéEs?E% a. (First) b, (Middle) ¢. (Last) Iy Dgr-[E (Month) , (Day)  (Year)
{ Twpe or Print) JOHN WILLIAM WALKER oeath Jan 201, 1550 --
5, SEX 6. COLOR OR RACE | 7. #IADROEE‘IEE gsvggchésnmso 8, DATE OF BIRTH 9':.653-;:?:- ;‘r u&u |Dr'm F UNDER M HES.
Bpacify) it ¥, oo ays | Hours | Min.
male white gle U Feb 25, 1871 78" 167 88 1™

10a. USUAL OCCUPATION (Give kind of work

T retITed TarheT g

10b. KIND OF BUSINESS OR IN-
DUSTRY

nd mbéner

11. BIRTHPLACE (3tate or foreiza country)

Barry County., ‘Mo @

12. CITIZEN OF WHAT
UNTRY?

I'-

13a. FATHER'S NAME

Henry H.

Walker Mary Ellen

13b. MOTHER'S MAIDEN NAME

. - 14. NAME OF HUSBAND OR WIFE
Duncan- none

Yes, oo, of,fﬁnown)

15. WAS DECEASED EVER IN U.S, ARMED FORCES?

(1f you, rive war or dates of service)

16. SOCIAL SECURITY
none

7. INFORMANT 5 S{GNATURE OR NAME ADORESS
essle Renner, 737Limestone ,Carthage

18, CAUSE OF DEATH
. Enter only oneenize per
line tor {(a), {b), and (c)

*This does not mean
the mode of dying, such
as hegrt follure, asthenia,
elc. It means the dis-
ease, injury, or complics-

1. DISEASE OR CONDITION

INTERVAL BETWEEN

ONSEI"ANZEJ\TH

DIRECTLY LEADING TO DEATH'(a)

ANTECEDENT CAUSES

Morbic conditions, if any, giving DUE TO (D)Ll
rize to the abore cause (u} stating
the underlying cause last.

.BUE TO ©

MEDICAZERTIFICATION i
/
/

tion which caured death.

TL -

1. OTHER SIGNIFICANT CONDITIONS

Conditions contribuling to the death but not
related to the discase or condition causing death.

A |

\ - g - - ™
19a. DATE OF OPERA- | i15b. MAJOR FINDINGS.OF OPERATION . - . - ‘| 2. AUTOPSY?
] TION ]
. R . ‘YES'B'NDD
21a. ACCIDENT (Boecify) 21b. PLACEOF INJURY fe.s..inarabons | 2lc. (CITY, TOWN, OR TOWNSHIP) ~ (COUNTY) = (STATR)
SUICIDE boma, Iarm, faotory, strest. ofice bidg..e10) - : . . :
HOMICIDE . - : .
21d. TIME {Month) (Day) (Year) -(Hour) 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR? ~ '\1 . s
oF . WHILE AT[ ] NOT WHILE .- LI PR
INJURY work t._| AT woRK : S -
2. I hereby - lo /- =2/ 1952, that I last saw the decensed

cerli] that I at{g__ded eccased Jrom , 18 . s
alive on anq that dea!hroccurrcd at ;l_._g m., from the causes and on the dale slated above.

2. SIGNATURE

BURIA

i e

L

23, DATE SIGNED

)" ity oo No - | 2850

24b, DATE

Jan 24,195

24c. NAME OF CEMéTERY OR CREMATCORY

Pippenger Cemetery. 6 mi NE of Golden City,¥Mo

24d. LOCATION (City, town, or county) - (Blate)

DATEREC'DB’YLOCA.L

" ADDRESS

Mo.

25. FUKERAL DIRECTOR™S S1GNATURE

Knell Mortuary Carthage,




Bkiis 2
Jasper County Health Office

COUﬂl‘y File Numbor 59—1-_5_4____
Date Filed.._____ /- Fo-.50

T et —————

»
———— T et——
—_——

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 ._._... S
Student Embalmer Mo. ..° f y

working under my personal sup@
[ g 5 M Slgned. S Mﬂ .............................................
!

L:cenaed Embalmer No...... L{'. L}Sq ................................

......... Gmens (FRPENT

P. Q. Address = ‘
to comply with

_Note: The above MUST BE SIGNED BY THE LICENSED" EMBALMER in his OWN HANDWRITING. (Fail

the above constitutes grounds for revocation of license.)
If this body_p not embalmed, fact should be so stated above.




