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WRITE PLAINLY—USING UNFADING BLACK INK—MAKE A PERMANENT'REC-ORD

I

' BIRTH NO.

THE DIVISION OF HEALTH OF MISSOURI

REG. DI3T. NO. J! ‘7._

FLED APR 5 1950 STANDARD CERTIFICATE OF DEATH State Fiie Jff...' .......... ‘25‘?9

PRIMARY REG. DIST. m\i_ﬁé Reguimt:Na

line for (8), (b), and (c)

*Ths does not mean

‘etc. It means the dia-
case, infury, or complica-

DISEASE OR CONDITION
- Enter only onscousper | 1,558 OF BN DEATH®(q) £ 2]

ANTECEDENT CAUSES

the mode of dying, such §  Morbid conditions, if eny, giving DUE TO (b)y

t fallure, ig,.|. rise o the above cause (a) . stating . ..
ot heart faljure, asthenia, | the underiping cause last.™ -

DUE TO (c)

T PLACE OF DEATH 7. USUAL RESIDENGE (Whers deceased fived. 1f Mmﬁu:‘ldrlm batare

. COUNTY- : STATE. . b. COUNT adinision}.

. Bates M4 ssourd Bates '

b. CCI;II;Y (If oxgtabde uurp-ml.n:i.miu. 'ﬂ'lwd cive " g_.rAIZENhGllz ﬂ?:n c. CgY (If outaide corporse Limits, write BURAL axd give towaship) 0’0 '7(/)
Town . Rural-iit.-Pleasant 9 Towd Rural ~hMt. Plessant .

d. FULL NAME oF (1 bos ia hospital or lnatiwtion, strwst or location) d. STREET (I rurs!, give location) " -
HOSPITAL ADDRESS _
NRSWOTSR RFD 4 le /-o/ RFD 4 B"v //‘5 Ll

3.DNEAME Of"D a. (First) i b. (Middle) ¢. {Last) | 4. DSFE (Month) (Day) (Year)

(Typeor Printy  J ONN . Henry Wall peats March 28, 1950

5 SEX . o 6. COLOR OR RACE | 7. MIAD%%:‘%g ISIEVggchlsRRIED 8. DATE OF BIRTH 9. I:GE&::‘;" h: ur | YEAR | o unoER u wms,
. (Bpecify) 1 ¥. on Hoars | Min.
Male hite Sing ) Aug. 8, 1880 ',fa |
10a. USUAL OCCUPATION (Giukiadd-uk 10b. KIND OF BUSINFE OR fN t1. BIRTHPLACE (Btate or forelan country) 12, CITIZEN OF WHAT
dooa daring oo of working life, even if rect _ _ _ DUSTRY | _ - — |- COUNTRY? - - ...
- —-farmer-— - ‘|Farming England §£L‘ USA
. ll:ia. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF WUSBAND OR WIFE
James ‘Jall ] Annie Burbeck None =Sinela
15. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16, SOCIAL SECURITY | 17, INFORMANT'S SIGNATURE OR NAME ADDRESS
[Y+a. 00, o1 unknown) u:n- rive war or dates of sarvice) RO.
NG IInkncwn Arthur wall Butler, Mo,
MEDICAL CERTIFICATION INTERVAL
18. CAUSE OF DEATH c . - ONSET At ey

tion tohich coused death. | 11. OTHER SIGNIFICANT CONDITIONS = -

" Conditions eontributing fo the death but not
related o the disease or condition causing degth.

%‘WMJ e

-192. ‘DATE OF OPERA- 1196, MAJOR FINDINGS OF OPERATION ° : ST o R C -~ -1 20, AUTOPSY?
TION i
e 5 ves L] wo P4
21a. ACCIDENT (Bpecify) 21b. PLACE OF INJURY (e.g.inorabont | 2lc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) . (STATE)
SUICIDE bome, farm, lactory. street, office bidg., se.) T . oY
HOMICIDE
21a. TIME (Month} {Day) {(Year) (Hour) 2le. INJURY OCCURRED | 2If. HOW DID INJURY OCCUR?
‘. _OF W . wml.:n NOT WHILE
INJURY * m. AT WORK

URIAL CREMA- | 24b, DATE {/

IO B9 Nl“' 3 20-50

2. I hereby i{y that I attended the decegsed from ,E_h;f_/_'?_ 19_‘{_7., to MMQJ’:Q, thd I last saw the deceased
. . alive on - Igﬂ aud that death occurrtd at _CM m., from the causes and on the dale stated above.

U (Degme or title)

Oakhl 11 Cemetery

23c. DATE SIGNED

A LOW I {Gtate) .
Butler .. 1JIlSSOU.I‘l e

DATE REC'D BY LOCAL

REG.
| ﬁ&&@

R'S SIGN, //M }75

25. FUNERAL ‘DI RECTOR' 8 $1GNATURE ' nnouss
/QJW Butler, fissoul

~ ALicensed Eﬂ#!nlfl Ststement on Reverse Side)




" RECEIVED

District Health Officer No; 7
| | _ District Fifa mebgr‘f 4

Date Filag Rl 2

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, 0r bymeooe e

Student Embalamer HNo.

working under my persona! supervision.

Student | \ Signed. %Q’C‘(— gﬁ__\;jr_éa

Student Embalmer
' . Lxcenacd Embalmer No..... 7{/% .:2

P. 0 Addres%_@-%glf

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply witl
the above constitutes grounds for revocation of license.)

If this body is not embalmed; fact should be so stated above.




