o300 ALED JUN 28 1950 THE DIVISION OF HEALTH OF MISSOURI : ' 19744
10.48 STANDARD CERTIFICATE OF DEATH 168 File N oo s
. u) L}' BIRTH uo—. REG. DIST. NO. il__ PRIMARY REG. DIST. m-éQLLJ_ Kegisirar's Na....j.&'.z.m........;
Q 1. P%,Scs OF DEATH - 2. USUAL RESIDENCE (Wbarn decesssd lived. 1f institution: residence befors
a, COUNTY a. STA b, COUNTY * adnieaion}.
Cole o) 11
b. CITY {1t oatalde corpurate liratta, write RURAL and give c. LENGTH OF || ¢. CITY (1f cumids corporats imits, write RURAL sad cive township) e f
township)| STAY (in ubie place) OR o
ToWN Jof f erson Qlity Daygi _TOWN Eldon .
d. FULL NAME OF (If not in howpital or institation, xive street addross or looation) d. STREET (I raral, give ocstlon) ’ Fs
HOSPITAL OR ADDRESS i ’
INSTITUTION. St. Marys Hospital 507 B, 5th st L
3. l‘.!;lEAC EAS%FI‘) 8. (Cl"irst) ) b. (Middle) - ¢. (Last) 4, DS"!__'E {Mouth} {Day) {Year)
{ Twpe or Print) larence Leeo Foxworthy OEATH June 16,1950
8. SEX 6. COLOR CR RACE | 7. MARRIED, NEVER MARRIED, | B. DATE OF BIRTH 9. AGE (In yeara]| W UNDER 1| YEAR | & LaofR 24 4m,
O WIDOV/ED, DIVORCED] (Spacity) : tast birthday) Menm, Hours I Min.
‘Male White Married april 4,18921 58 l 26
10a. USUAL OCCUPATION (Qive adof work | 10b. KIND OF BUSINFSS OR IN- | 11. BIRTHPLACE (Btate or forelgn sountry) 12, CITIZEN OF WHAT
done during most of working lifa, sven if retired} USTRY COUNTRY?®
carp e'nter I Const. l"llct- 10!1 Morgan CO. B MO. U.SQ'AO
13a. FATHER'S NAME 13b, MOTHER'S MAIDEN NAME 14" NAME OF HUSBAND OR WIFE
b ]
James A, Foxworthy | Laurs O'neal * Josephine Foxworthy
I5 WAS DECEASED EVER IN U.S, ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
‘T&rl unkonown) | (If yes, give war or dates of sarvice) RO.
own . Josephine Foxworthy E.‘_Ldon, Mo
18. CAUSE OF DEATH ' MEDICAL CERTIFICATION 1§Eghgm
. DISEASE OR CONDITION .
 Bater only oneesussper | | etk DR, LI O T0 DEATHS ) ﬁ Gz

line for (s}, (b}, and (¢}

*This docs mot mean | ANTECEDENT CAUSES Z Z g : 3 ; ’. gz
the mode of dying, tuch | Morbid conditions, if any, giring DUE TO (b) g

‘N aa beari fallure, asthenic, | rise to the above cause (&) stating

de. It meons the dis- the underlm‘ng cause last,
caze, infury, or complica- - DUE 70 (0
tion which coused death. | 15, OTHER SIGNIFICANT CONDITIONS
Conditions contribuling to the death but not . %ﬁ‘ )
related to the dizcase or condition causing death, - . .
19a. DATE OF OPERA- | 15b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
TION .
ves L] wo [
21a. ACCIDENT (Bpecifr) 210, PLACE OF INJURY tes..inorabout | 2tc. (CITY, TOWN, OR TOWNSHIF) . {COUNTY) - (STATE)
SUICIDE homs, lartn, faotory, sirest. offtice bldg..av0) N
HOMICIDE A
21d. TIME (Month) {(Day) (Year) (Hour), | 2le. INJURY OCCURRED | 211. ROW DID [NJURY OCCUR?
OF . - WHILEAT NOT WHILE
INJURY WORK AT WORK

22 [ hereby certify that I atlendéd the deceased from éﬂﬂa.q_._, 192%, f%—-ﬂ.& 19570 that I last saw the deceased
alive on , 195772 and that deatfoccurred at Z:Z22: m., fom the causes and on the date staled above.
232. SIGNA R {Degree or title) Z3b ADDRESS Bc DATE SIGNED
e L5 it U e fpea i-r6-50
BURIAL. CREMA- | 24b. DATE 24( NAME OF CEMETERY OR ﬁ%ﬁm}?ﬂ w %&fﬁﬁé‘}' ) . (State)
TION REMOVAL
Removad £/ June 16,50 Hopewell organ | isaouri

ATE REC'D BY L%czﬁé!. 15T SIGNATURE, wg 5 F :? DILRECTOR' ‘ADONESS
e /C-(9.5D &fﬁ M—_ ° | 5 ersailles , Mo,
G (Licensed Embalmer’s Sta —

WRITE PLAINLY—USING UNFADING BLACK INE-—MAKE A PERMANENT RECORD




aequinpy i PG

6 'ON 19040 UNBeH 1oMsIa
gSel ¢ 2 Wil Cl':lMEI:]':m

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—-.....

............ , Student Embalimer Mo,
working under my personal supervision. /

Student ...uvenciiniiiriisinsstairicasanss Signed { ? W

Student Embalmer —
Licensed Embalmer /Ljé- ................................

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

If this body is not e‘m.l:nalmed. fact should be so stated above.




