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

~1

THE DIVISION OF HEALTH OF MISSOURI 208(’)8

FILED AUG 11 1950  STANDARD CERTIFICATE OF DEATH  Stte e No..
| ainTH WO. n_gf.. DIST. m:%pmmv REG. DIST. WO. _A?“ RcamrarlNo....,.Aé._.% ......
- 1. PLACE OF DEATH : 2, USUAL RESIDENCE (Whee d d Hved. I 1 i before
2 Y Stoddard . - “SE Nigsourd | bW Soddaplee

'b. C[TY (I outaide .omr.;. limita, weite RURAL snd give ¢, LENGTH OF c. CITY (If oawide sorporata limits, write BURAL and give townshis) - ?

-

1owpah STAY i
oM Rurel Liberty Twh oo “@®**l sy Rural Liberty WP _ e
d. FULL NAME OF (If ot in boupital or instiuation, give strect address or locstion) d. STREET (1 rural, give loeation) s
HOSPITAL OR ADDRESS
: INSTITUTION 6§ Miles West of Bernie 6 Miles West of Bernie, MO.
S-EI,*E%BEES%I; 8 (Flrst)_ : . b. (Mlddle) e (Lm). ‘ a, Dg"‘r_‘E (Month) (Day)  (Year)
(Twpeor Priney  Ppul J Roberts DEATH 7 29 1950
5. SEX 0 6. COLCR CR RACE | 7. \"'J‘IAR%IEEB résvgn %SRR!ED ) 8. DATE OF BIRTH I 9.:.(":'E Un vnn :h:l' w&n ) YEAR | IF mER M owes,
(Bpuc-i!r y on Hours { Min.
Male white Brr 160 12/28/1913 36 |7 1371
10s. USUAL QCCUPATION {Qiwe kind of work | 10b, KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Btate or forelgn country} y 12, CITIZEN OF WHAT
dona di moat of woridng lile, sven if retired) —_— DUSTRY . COUNTRY?
: Farming Missourt ’
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF MUSBAND OR WIFE
i George W Roberts 1 Christine Cupp
i5. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT S SIGNATURE OR NAME ADDRESS
{Yes, 00, 0t unkoowa) | {If yes, give war or dates of service) NO. )
phyloighupilislmibed Unknown Lucy Roberts Bernie R#1
18, CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
Enter only onecaussper | f- DISEASE OR CONDITION' ONSET MED DEATH

'line for (a), (b, aad (¢} | DIRECTLY LEADINGTO DEATH® () _Acuzg_cgmnam_thnomb.om_s____ 0 min,

«This does, not mean | ANTECEDENT CAUSES

the mode of dying, such | Mortid eonditions, if any, giving DUE TO (b)
s hear! failure, asthenia, | rise o the above cause (s} staling
ete. It means the dis. | the underlying cause last.

eaae, infury, or complica- DUE TO {c)
tion which caused death, | 11, OTHER SIGNIFICANT CONDITIONS !
Conditions contributing to the death but not f,ﬁé /
related to the disease or condition causing death. . ; “
19a. DATE OF OPERA- ! 19b. MAJOR FINDINGS OF OPERATION ) 20, AIJTOPSY?!
TION E/
ves [J wo
21a. ACCIDENT (Bpecily) 21b. PLACEOF INJURY (e, inerabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE hotos, farm, fastory, srest, office bldg..era,)
HOMICIDE - ——— — o -
21d. TIME (Meath) (Day) (Year) (Hour) 21e. INJURY OCCURRED | 211. HOW DID INJURY OCCUR?
WHILEAT[™] HOT WHILE )
INJURY = o o @ | “work AT WORK P
2. I hereby cerlify that I attended the deceased from 18 lo , 19 , that I last saw the deceased
alive on and that death occurred at 5_.:3%]31., from the causes and on the date stated above.
23a. SIGNATURE h{ {Degroa or title) l 23b. ADDRESS 23c. DATE SIGNED
/é“/“y Coroner Dexter, Migssouri 7=31-50
%l'a\./ OV CREMA— {db DAT) 24c. NAME OF CEMETERY OR CREMATORY 244, LOCATION (Oity, town, or county) (Btale)
{Bpecify,
Ririal U | Bernie, Cemetery . | . Bgrnie Missouri
DATE REC'D BY LOCAL REGI 'S SIGNATURE ) j b? =, FuBEraL P RpeTon’ 4751 gnaTURE ‘ADORESS
J-3.50

7 Enbalmer's 5 R Side) 5 T




RECEIVED AU 8 1950
District i:valth Office No. 6

District Fite Number
Date Filed

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, of by—— oo

...... Student Embalmer No.

Licenzed Embalmer No..... L,'-OgGJ ........................
) P, 0. Address_ eI Me_n >

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.)

working under my persona! supervision.

StUDBNT sevnsrccncaasonssascrnncannns veaens
Student Embalmer

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




