AILED JUL 10 1950 THE DIVISION OF HEALTH OF MISSOURI - 19452

No. 300
-2 STANDARD CERTIFICATE OF DEATH State Fite N,
A "1 e1RTH NO. REG. DIST. NO. 2,2. PRIMARY REG. DIST. uo."f[ﬂ:a_t_)_. Repistrar's No 77 y
\ \ 1. PLACE OF DEATH § 2. USUAL RESIDENCE (Where decossed lived. If ingtitution: residence befors
n. COUNTY . a. STA b, COUNTY ad inision).
;\ Buchanan TEMisssou.ri Buchanan "
\ b. CITY (i cutside corpurate timits, writs RURAL and give ¢. LENGTH OF ¢. CITY (U outside sorporata limity, write RURAL nod give townskip) - f
OR . township)| STAY (in this place) OR ’ l ;
TOWN 5%, Joseph 5 yrs, |- _TOWN  St, Joseph 1N
d. FULL NAME OF {If uot in hosplial or institation, give atrent address or locatlon} d. STREET (If rans), give loeadon) ’ U
HOSPITAL OR - ADDRESS _
INSTITUTION 1202 North 2nd, Street 1202 North 2nd, Street
3':5‘5%“&55?—:% 8. (First) b. (Middle) ¢. (Last) : 4 DSI-E (Month)  (Day) (YeaD)
( Typs or Print) Clarence Moses Power - - pEATH  June 25, 1950
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH 9. AGE (To years| IF UNDER | TTAR | P WOOER &4 HES.
WIDOWED, DIVORCED, (Bpavity) . 1nat birthday) Mnhﬂul Days | Hours | Min.
Male _White Married July 7, 1876 |
10a. USUAL OCCUPATION (Giveklnd of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (State or forsign oountry) 12, CITIZEN OF WHAT
done during wmoet of working life, aven If retired) . . DUSTRY RY?
Retired Carpenter Building Cons't. Indianapolis, Indiana
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME - 14, NAME OF HUSBAND OR #|FE
Jacob Power . LaCinda Smock Grace Power
I5. WAS DECEASED EVER IN U,S. ARMED FORCES? | 16. SOCIAL SECURITY | {7. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yos. no,or unknown) | (If yes, xive war or dates of service) NO. .
No none Mrs, Grace Power - St., Joseph, Missourl
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN

. ol AND TH
| Enter only onsceuseper | |- DISEASE OR CONDITION aym — NSET AND DEA
Jige for (a), (by, and () | D'RECTLY LEADING TO DEATH® (5) yi N S I /0 Agriy

SThiz does not mean ANTECEDENT CAUSES c / Ez :’; * UN(/V
the mode of dying, tuch | Adorbid conditions, if any, giring DUE TO (b} -

WRITE . PLAINLY—USING UNFADING BLACK INKE—MAEKE A PERMANENT RECORD

" |[ o hesrtsatture, athenia, | rac to the atose cause (o) stating. -/ - . -
ete, It means the dis- - . .
ease, infuiry, or complica- . DUE TO (c)_ i &‘/L_. UNI’{/,{
tion which coused death. | 11. OTHER SIGNIFICANT CONDITIONS
Conditions contributing to the death but nol g / ;1 9 /
. reloted to the disease o condition causing death. .
19a. DATE OF GPERA- | 190. MAJOR FINDINGS OF OPERATION : ’ 207 AUTOPSY?
TIOR

21a. ACCIDENT {Bpecity) 21b. PLACE OF INJURY (e4..Inorabost | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)

SUICIDE bome, farm, factory, streat, office bldy..ete.) ‘

HOMICIDE R
21d, TIME {Moath) (Day} (Yar) (Hour) | 2le. INJURY OCCURRED | 21, HOW DID INJURY OCCUR?

oF ‘ ‘ WHILEAT[™} NOT WHILE .o

INJURY m. | “work AT WORK . .

2. I hereby certify that I allended the déceased from PN} A“"" 1992 , 5196;;"""“" , 19 ﬁ, that I last zaw the deceased

alive on 2 . 1929, and that death occurred al L_“:__O_é_ m., from the causes and on the date stated above.
23, SIGNATURE = L/ (Degree :,W’ zwms 23¢. DATE SIGNED

7(? &%W . W z’\.ﬂ ;’7}_&,‘)“0

2a. BURIA‘;.. CREMA- | 24b. DATE 1 24c, NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Clty, town, or county) Z  (State) |
n Gowt? | June 29, 1950 Memorial Park Cemetery |[St. Joseph, Missouri

DATE REC'D BY LOCAL ODRESS
EG £ %‘Z ey

[ 1950 S oney Toke Igseph, Missourd




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed byme, orby -

.................... y Student Embalmer No.

working under my personal supervision.

Student <eeesererien Signed. M-ZZ,_

Student Embalmer

Licensed Embalmer No.—.....

P. O. Address__ot. Joseph

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

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




