‘. 300 F".Eﬂ FEB 1 195 THE DIVISION OF HEALTH OF MISSOURI
e. [y
‘ 0 STANDARD CERTIFICATE OF DEATH State File Novn 538D
‘ 'BIRTH NO. /a ﬁjL REG. DIST-. NO. _\_3_/é_ PRIMARY REG. DIST. m.w Regisirar's No Q é
W L" 1. PLACE OF DEATH Z USUAL RESIDENCE (Whare decasssd lived. If lustitution: resideonce befors
a. COUNTY - * . ' e. STATE b. COUNTY adinimion).
\ "~ gt. Francoisg : Mo. St. Prancois
b. CITY «x u?e.aid. corpurate Limits, write RURAL ‘Nw‘::-hip) %A%TSE: D&E) c. Cg’;{( (If outaide sorporate limita, write RURAL azd eive townahin) 0?4 /
TOWN - . Bonne Ter . : TOWN Ronne Terre
d. FULL NAME OF ar act (2 hospital or insttcution. give streat addrom of location) d. STREET (1! ursl, cive foration)
. lHOSPITAL OR- ADDRESS
aflos INSTITURION S 715 gahanl : : 112 .School
T, oW " ‘“"‘_‘”*’ S o o D) o
-- (Topeor Print)” Apnie . L - Haton - DEATH  Tanuary 25, 1950
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (lo years|  UNDER | YEAR | f UNDER u Hi3.
WIDOWED, DIVORCED (Bpesity) last birthday} Mcnthn’ Days | Hours | Mia. ~
femnie white widowed :.L._.-_.L[aroh 27,1873 | A l )
102. USUAL OCCUPATION (Giekindot work | 10b. KIND OF BUSINESS OR IN- | 15. BIRTHPLACE (Btate or forelgn country) " 12, CITIZEN OF WHAT
domdu.ﬂn: mout of worklag IH- uven {f ratired) ) DUSTRY . () COUNTRY?
e of home none . Missouri 7.8
13a. FATHER'S NAME i3b. MOTHER'S MAIDEN, NAME 14. NAME OF HUSBAND OR WIFE .
John W. Bean _ Dont know T .
15. WAS DECEASED EVER IN U.5.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT 5 SIGNATURE OR NAME ADDRESS
{Yes, no, or ynknown) l (It yoa, ive war or dates of service) HNO.
Noa nane JTeas Taton Cantwell, Tn,

INTERVAL BETWEEN

Pter oot et 1. DISEASE OR CONDITION
. Enter only onecauseper | 1. .
Ine for (), (b, and {c) DIRECTLY LEADING TO DEATH® ()

‘CERTIFICATION
* ONSET AND DEATH

L
sl

*This does not mean ANTECEDENT CAUSES

the mode of dying, such J\Iorbid conditions, if any, giring DUE TO
- {|-as heart failtire, asthediia; | - rise to’the above cause (a) stating T
. Il means the dis the underlying cause last.

WRITE PI;AINLY-—-—-USING UNFADING BLACK:INE-—~MAEKE A PERMANENT RECORD

care, injury, or complics- : - DUE TOQ (¢) -
tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS
" Comditions contributing to the death but not "7‘1 2 o
o « related to the dizease or condition cousing death. ~ .- S . .. .- R
19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION B ) 20. AUTOPSY?
TION | _
VA I T . : e e e ) : .ml:lnog
21a. ACCIDENT (Bpecify} 21b. PLACE OF INJURY te.g..Enorabout | 21c. (CITY. TOWN, OR TOWNSHIF) . - - (COUNTY) . =~ , (STATE)-r- .
SUICIDE bocoa, Iarm, [astory. strest. ofSiow blds.. e%0.)
HOMICIDE .
21d. TIME (Month) (Dap) (Yewn (Houn | 2le. INJURY OCCURRED | 2if. HOW DID INJURY OCCURT i
L OF - - © .| WHILEAT[ ] NOT WHILE : - .
INJURY o~ | - WORK AT WORK T aey
2. 1 hereby certify that I attes e dece LgLL_ g& that I last saw the deceazed
alive on JTL#E> , rmd that death occurrédjat 2 8 3VE D3 om the cauaesland on the date staled above.
235, SIGN : ‘ - : (Degree or Hile) DRESS M | 23c. DATE SIGNED
. v - . by y -
TUA 16 0 lp2bs450
24a. BURIAL, 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (City, town, or ooumy) (Gtate)
TIONbREMOVALfnd@ . - o i AR
ban. 27-50 Mitchell - = = Mitohell, Mo -~
DATE REC'D BY LOCAL | REGISIR RS IGNATURE J'g 25 FUNERAL DIRECTOR'S 81 GHATURE “Foowees
O pu b e dfe DKo @ Seln ge, V0
Nt . - £ () r_‘gu i 17 . 7 ” - __ Vo4V p_2€ -

;!

L7 - 1 :censed j""? femeut on R¥¥erse Side) e




JECEIVED

JAN 35 1950

DISTRICT HEALTH OFFICE No. 4
File o, __ /S 0 -1y 7

e

g 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 .o ..

Student Embuimer So.

- _ : : . Licensed Em(lmer No—2le & O
L P. O. Address 2Lizg €, D,

working under my personal supervision.

Student .. veecicccentiatannsicanssanasioase Signed
Student Embalmer

Note: The sbove MUST BE SIGNED BY'I'!-IELICBNSEDEMBALMER::-I:::OWN H.ANDW‘RI’IWG to comply wi
tbenbunmmmmmb&rmoao{hm)

Rthubodyuqotemba!med.imubmddbccomdlm




