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FILEB MAY 3 1950
EamTa NO . g D‘ % _ REG. DIST. NO-)z,L‘v_

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

14273

State File No.ooniiviieccrrareensrerean -

PRIMARY REG. DIST. NO.. 30@_ Registrar's No. /r‘j é

1. PLACE OF DEATH
a. COUNTY

2. USUAL RESIDENCE (Where deconsed lived. If Instituticn: residence before

A . pgliniasion}.
St. Francols 2 STATE i ggsouri b. COUNEY | Franeoil =",
b. CITY (M outeide corpurats limita, write RURAL and d':.h . ECET ALYENlG;rhE OF ¢. CITY (1t outside oarporate limits, write RURAL and give u.“mp)
i 11}
Town  Farmington: rommble! mime sl rowN Farmington 5/ /
d, FULL NAME OF (1t mot in houpisal or instisution, gire stract nddress or location) d. STREET (If ram), give loeatlon)
HOSPITAL © ADDRESS,
~NSHIGTIoN 209 Pine Street
3. NAME OF . (First, b. (Middle c. (Last)
e rom u, ‘ [ o % T
{ Twpe or Print) John M, Burlbaw pEATH APT 3 9
5. SEX 0 6. COLOR OR RACE | 7. &l{ARRIED NEVER P&!SRRIED 8. DATE OF BIRTH 9.hA.GE (Il:hyo)an ﬁr uxu | YEMR | T ONDER 14 nRs.
{Specify) t birth, on) H .
Male White = o)) July 5, 1870 a1 1 el

10a. USUAL OCCUPATION (Givekind of work

10b. KIND OF BUSINESS OR IN-
done during moet of working life, even if retired) DUSTRY

Farmer

11. BIRTHPLACE (State or forelgn country)

Steslville, Misgouri d

12. CITIZEN OF WHAT
cou Y,

135, FATHER'S NAME 13b. MOTHER'S MAIDEN

Niekl oa Burlbaw

15, WAS DECEASED EVER IN .S, ARMED FORCET

(Yes.no. or unknown} | {If yss, xive war or datea of service)

No

16. SOCIAL SECURITY
NO
Nons

Monia Wildimpers

14. NAME OF HUSBAND OR WIFE

Maggie Burlbaw
17. INFORMANT' 5 SIGNATURE OR NAME ADDRESS
Mrs, Maggie Burlbaw Fammington, blissouri,

NAME

18, CAUSE OF DEATH
_ Enter only onecause per
Yine far (8), (b), and (c)

I. DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH® (q)

ANTECEDENT CAUSES
Morbid conditions, if any, giring DUE TO ()

*Thir does not mean
the mode of dying, such

MEDICAL CERTIFICATION

INTERVAL BETWEEN
ONSET AND DEATH

Aos Llmtare,

rise to the above cause (a) stating

a# heart fail fa,
cart failure, asthenia the underlying cause lagt,

efe. Jt means the dir-
ease, infury, or complica- s DUE TO_. ()

tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS

Conditions contriduling lo the dealh but not
related Lo the disense or condition causing death,

Hard

—
e T - - — S-'
USING UNFADING BLACK INE—MAERE A PERMANENT RECORD p—

19a. DATE OF OPERA- | 15b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
TION -
L e . ves (] wo [B

21a, ACCIDENT (Bpacify) 21b. PLACEOF INJURY (oy..Inorabout | 2le. (CITY, TOWN. OR TOWNSHIP) ({COUNTY) (STATE)

SUICIDE boms, farm, factory, street, office bldy., ste.)

HOMICIDE
21d. TIME (Month)  (Day) (Year) (Hour) 2le, INJURY CCCURRED | 211, HOW DID INJURY OCCUR?

oF Ao e B g WHILEAT /™ NOTWHILE

INJURY I WORK AT WORK

27 hergby eertify that I alteﬁdcd the decensed from

s IB.fZ_, to B

, 1959 that I last saw the deceased
&34 m., from the causes and on the date stated above.

WRITE PLAINLY.

F=L

alwe an i 4 , 195¢_, and that death occurred at
D SIGNATUF e P ) 0 (Degroe ot title) | 23b. ADDRESS 2. DATE SIGNED

feggpigdes.  Ho y-24-5 ¢

24a. BURIAL, b, DATE
TION, EMOVAL(B

April26, 1950

)

Oldcalvary

24c. NARIE OF CEMETERY OR CREMATORY

. LOCATION {(City, town, or couaty)
‘- Farmington, Migsouri.

(State)

DATE REC'D BY LOCAL
REG.

idr .

Rgls'l’RAﬁ SIGNATU

25. FUMERAL DIRECTOR'S SiGMNATURE ADDRE A5

Miller Funersl Home Farmington, lissou

v § icensed Emlﬁ[uf‘r’l Statement on Reverse Side)




- i 1350
E00 HZELTH OFFICE HNo. 4
SN B oJu-633

STATEMENT BY LICENSED EMBALMER

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

- ., Student Embalmer No. =
working under my personal supervision.
StUdent covevrarvenceranne SEIIA teaees Signed... A tlAs - “y
Student Embalmer ]
: Licensed Embalmer No f’l 20

3 P. O. Address_ 722144 e

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

Ifthinbpdyisnotemba\lmed._iac’:shouldbemmednbove.,




