THE DIVISION OF HEALTH OF MISSOURI 22159

No, 300
'o:20 ALED JUN 29 1950  STANDARD CERTIFICATE OF DEATH 06 File Nowrenmemdes i
318 1003 5397
'BIRTH NO. REG. DIST. NO, PRIMARY REG. DIST. NO Rem:tmr:N .
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deconsed lived. If ogtitution: residence before
a. COUNTY . . STATE b, COUNT 2 dimion.
0 : Oklahoma Y Choctaw e
b. CITY (Il outelde torpurate limits, write RURAL and give ¢, LENGTH CF ¢. CITY (If outside corporate limits, write RURAL acd give t6wnahip)
OR S L townshipl | STAY (in this place) R
TOWN t.Louis _ TOWN Hugo / Q % J
d. FULL NAME OF (If mot in hospital or institution. give streot addross or location) d. STREET {I! raml, give loeatlon) S f
HGSPITAL OR ADDRESS :
nstituTion Frisco Hospltal ‘! 4

4. DATE (Month) (Day) (Year

piAv  June 19, 1950

36%%!\&%5%!; a. (};irs’ b. { dle) mst)/
{ Type or Print) MQSEQ, ﬂOOD*v”’e'_

5, SEX 0 6. COLOR QR RACE | 7. &‘FD‘B’%-';EB' rsls\‘;rggcnésnn ED, | 8, DATE OF BIRTH 9. AGE (In years| IF UNDER | TEAR | ¥ Gaoem 2 WRS,
- - . {Bpecily) - last birthday) |[Montha! Days | Hours | Mia.
Male White Mayvried . | Auge4,1883 | |
10a. USUAL OCCUPATION (Ghvekindafwork | 10b. KIND OF BUSINESS OR IN- | 15. BIRTHPLACE (State or forelgn oountry) 12. CITIZEN OF WHAT
done during moet of working Iifs, sven i retired) DUSTRY . COUNTRY?
Raiingad Hopw,Arkansas Se
' I3a. FATHER'S NAME © 3b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
' John Wood Margaret Waylor | Franoces Wood
15. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' S SIGNATURE OR NAME ADDRESS
(Yea. no, or ukoown) | (If yes, rive war or dates of sarvice} . BO.
No Unlmown .
18. CAUSE OF DEATH | INTERVAL BETWEEN
ONSET AND DEATH

. Enter only onecauseper | 1. DISEASE OR CONDITION
line for (a), (b}, and (c) DIRECTLY LEADING TO DEATH® ()

*This does mol mean ANTECEDENT CAUSES,

the mode of dying, such | Aforbid conditions, if any, giring DUE TO (b)
-aa heart fotlure, asthenia, | - Tit¢ to the.abore cause (o) stating IR . e e - —_e -~ . . e - -
dde. It means the dis- the underlying couse lost.

case, infury, or complica- . Dl._JE TO ()
tion which caused death. | 1. OTHER SIGNIFICANT CONDITIONS -

Conditions eonfributing o the death but not
related Lo the disease or condition causing death.

19a. QATE OF OPE%AN- 196, "MAJOR FINDIG ERAT) Co T T g : - [ 20, AUTOPSY?
a5V At | ves B O
INJURY (o.£.. tn orabout

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

21a. ACCIDENT {Specity) ZID.PLAC 21, (CITY. TOWN. OR TOWNSHIP {COUNTY} (STATE)
SUICIDE homes, larm, Isctory, atrest, office bldg..et0.) P " : - LV N
HOMICIDE .
2id. TIME (Moath) (Day} (Year) (Hour) 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
. . WHILEAT[T] NOT WHILE . . . Q y ﬁ zpa
INJURY = | “work AT WORK / : . }

. 192, lo M, 1 that I last saw the deceased

2. I hereby cerlifinthal I'atiended the deceased from
alive on_ , 19.3 &and that death occurred at ., from the gayses and on the date stated above.

Dy A, # D | Py ke . A

BURIAL, CREMA 24b. DATE l Z4:. NAME OF CEMETERY OR CREMATORY ‘| 24d. LQCATION (City. town, of coun!y)- 2 L (State)

TICﬁREMOVAL(TdJ E=20=50 o ‘ Hugo,okla. i
DATE REC'D BY LOCAL | REG{RTRAR'S SIG 25. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS
JUN 20 1es | /}: Sn eSS Ix1m0rt H.Hoppe,4700 Washington Blvd

{Licensed Embaloer’s Statement on Reverse Side)
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STATEMENT BY LICENSED EMBALMER

......... Student Embalaer No. .

working under my personal supervision, //Q/Z\ﬁ\
Slg-npd % W _ e ____

SLtUdBNT svresanatssanonnasbuntrsssosannanns
o St"dmt_ e ; ) . ) Licensed Embalmer No 5{{??
| ) ’ P. O. Address ,///(% M %

(Failure to comply wif

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING

the above constitutes grounds for revocation of license.)
H this body is not emba]med. fact should be 50 stated above.




