THE DIVISION OF HEALTH OF MISSOURI

.S, No.300
e ALED FEB STANDARD CERTIFICATE OF DEATH “ate File No., ,}_5_1,1 _________
: 21 1950 |
- ' BIRTH MO. REG. DIST. NO. PRIMARY REG. DIST. Rzgurrar:No............. s creeeenerarrrrern
0’7 / 0 1. PLACE OF DEATH .; = 2. USUAL RESIDENCE (Where deceased lived. 1f institution: residoncs before
a. COUNTY . . a. STATE b. COUNTY admission?.
Morgan. - Missouri. Morgan
b CITY (1 cutide corpurate limits, write RURAL and give ¢. LENGTH OF ¢, CITY (If ousside corporae licaits, writa RURAL and give townahip)
CTOWN townabip) | STAY (in this place Tg‘bsN #7 p 5
Stover - Life Stover  Missouri. 75
d. FULL NAME OF (If oot in boepital or inuhuuun dn strect sddrul or loeation) d. STREET 41 runl give location}
HOSPITAL OR ) ADDRESS ﬂ
INSTITUTION _ S SLOVe Mi Ennr-n
3 gE‘%:hEE 5%':3 . & (Fimst) b. (Middie) ¢. (Last) 4. DS;E (Month)  (Day) (Year)
{Typeor Print)  WTTT,TaM HENRY FAJRN DEATH ___PFeb 1] 1950
8. SEX 6. COLOR OR RACE | 7. MARRIED. NEVER MARRIED, | 8. DATE OF B!RTH 9. AGE (ln years| IF UhDER 1 YEAR | & OwOER b 23,
. WIDOWED, DIVORCEDj{Bpecily) last blrthday} Monun’ Hours | Min.
! i whi Widowed ;s& April 2& 1867 82 Q 0
10a. USUAL OCCUPATION (Girekindof work | 10b. KIND OF BUSIN OR IN- | 11. BIRTHPLACE (Suu or farelgn sountry) % 12. CITIZEN OF WHAT
dons daring mi‘n of working life, sven if retired) DUSTRY COUNTRY?
Lumber Lunmber Yard Stover, Missouri. | UsaSede
138, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
John Fajen Anna Holsten | Sena Fajan
I15. WAS DECEASED EVER IN U.S. ARMED FORCF_":? 16. SOCIAL SECURITY | 17, INFORMANT' S SIGNATURE OR NAME ADDRESS
(Yea, no, or unkbown) | (If yos, rive war or dates of service) NO.
HO None kirs Henrv Risgher. Stover, Mo,

18. CAUSE OF DEATH MEDICAL CERTIFICATI |g;|"§g¥.u_ B

. Enter only onecauseper | 1. DISEASE OR CONDITION o DEATH

Lo for (2. (by. end 1 | DIRECTLY LEADING TO DEATH(5) /-ym

«Tis does mot mean | ANTECEDENT CAUSES m /) :

the mode of dying, such | Adorbid conditions, if any, gicing DUE TO (b) &7 Z )

as heart fallure, asthenia, .| - Tite o the.above cause (o) stoting N / . e

ele. It means the dis- the urderlying cause last. M—

case, injury, or complica- . . DUE VTO (c) . " e

tion which caused death, | 1. OTHER SIGNIFICANT CONDITIONS ’ o [ N .
Conditions eontributing to the death but ot W W QS’?/LG\

related to the disease or condition cauting death.

4

192, DATE OF OPERA-'! 190, MAJOR FINDINGS OF OPERATION . - ” : : | 2. A'UTOPsw Y
TION ) .
. . _ . - | ves O wo
21a. ACCIDENT (Bpacify) 21b. PLACEOF INJURY (o.x.. inorabout | Zlc. (CITY. TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE bome, farm, fastory, street, office bldg. . e10.) ) o .
HOMICIDE =y ﬁ
21d. TIME (Moath) (Day) (Year} (Howny | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
WHILEAT NOT WHILE
INJURY = | woRK AT WORK

2. [ hereby certiiy that I attended the deceased fW—, IBM _ML’__, 19&, that T last saw the deceased
alive on /f , 182 2 and that occurred at A+ p ., m., from the causes and on the date staled aboue

222, yyﬂ% (Degru ortivagf |/2. APDRESS | m

MMM\./ N Oeaaeclla,, f2-2a (o

24d. LOCATION (City, town, or county) / /(Sm.e)

WRITE PLAINLY—USING UNFADING BLACK INKE—MAKE A PERMANENT RECORD

# URIAL, CREMAT | 24b. DATE 24c. NAME OF CEMEFERY OR CREMATORY .
. REMOVAL (Bgeelt5) ) . ;
urigl Pah 15 195( Stover Cn-na"hp-rvnm Stover R 2
2 A CTOR'S 31 GMATURE W _ADDRESS

TE REC'D BY LOCAL REWRSS%R
/L #/’{Bffgo A e




RECEIVED
Dlstrlct Health Offloer No 7,

------------ -y

Date Filed J-;?a.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

working under my perscnal supervision.

Student c.iceieannicanrsrsssarsrrrrerrrannyeas
Student Elabalmer ..
Licensed Embalmer Neo 4073
- . P. O. Address__bmxex_.Jii_ag.omu.;:i,... .........
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (leure te comply with
the above constitutes grounds for revocation of license.) ‘- )

I this body is not embalmed, fact should be 5o stated above.




