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WRITE PLAINL

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

State File No.,, 5‘8)8.(};5..._

BIRTH NO. REG. DIST. NO. L PRIMARY REG. DIST. noiQLZ. Regintrar's No.. 9? =
i. PLACE OF DEATH Z USUAL RESIDENCE (Where decsssed lived. ‘M laai T
a. COUNTY a. STATE b. COUNTY ad:leton).
S Goqpe;- Missouri Cooper/; 5o
b. CITY (I outelde corpurate Bmits, write RURAL and give c. LERGTH OF || c. CITY (It cutdde carpizate wmmnmmmww }I‘;.‘Z.a
oR towmbl - OR
town Boonville o 3y sl (Siv Boonville X
d. FH(I:.)-SLPF'I'AALI‘..EOOF {1 not in boapital or 1 ion, give strest addres or location) d. A%rDRF% (1f raral, give location) -
instrrution Readdence 104 Water St, . 104 Water St, )
- NAME OF . y )
3 NAME OF a. (First) b. (Middlc) <. (Last) . Il DATE 0 (eaog;) (%,) 1 %)
(Typeor Printy Moy Philbert Vuileot pexm_October
5, SEX 6. COLOR OR RACE | 7. MARRIED. NEVER MARRIED, | 8. DATE OF BIRTH 8. AGE da ran] u oo | TR | ¢ oer u s,
Femals White WIHGAE ™ =2 | November 8 1859 “<Gi -] D | Foum | M
10, USUAL OCCUPATION (Qivekind of work: | 10b, KIND OF BUSINESS OR_IN- | 11. BIRTHPLACE tState or forelgs sountry) 12_ CITIZEN OF WHAT
done during most of yogking life, sves if retired) RY - RY1
Housew At home Osage County, Missouri & .

h|3,..

FATHER' S NAME

Lancien Philbert

13b, MOTHER'S MAIDEN

Elizabeth Roberts

14. NAME OF HUSBAND OR WIFE

Inelen Vuilecot.

Hae for (s), (b), and (c)

*This does not mean
the mode of dying, ruch
os keart failure, asthenia,
de.” It meana the dis

ANTECEDENT CAUSES

Morbld conditiens, if any,
rise to the above m'u.lfe fa) ﬂﬁ
the underiying couae last.

IS, WAS DECEASED EVER iN \.U.5 ARMED FORCES? | 16, SOCIAL SECURITY | T7. INFORMANT S SIGNATURE OR NAWE ADDRESS
-.ln own; N war or dates of survice) 3
o~ | Mige Helen Weed, Boomville, Missouri,
18. CAUSE OF DEATH MEDICAL CERTIFICATION TERTAL GETwEER
ceusoper | I. DISEASE OR CONDITION :
- Enter only onecatiss per mREr:rL)'l.EAS?NGTo%EAm-(,, CENERAL ARTERIOSCLEROSIS UNKNOWA

DUE TO ()

CUE TO {o)

ease, bnfurt, or di

tion which coused death,

11. OTHER SIGNIFICANT CONDITIONS

Conditions coniributing to the death but not
relafed to the dizense or condition causing death.

4 580

19a. DATE OF OPERA- | 190, MAJOR FINDINGS OF OPERATION 2. AUTOPSY?
TION
v [ wiX

21a. ACCIDENT (Bpecily) 21b. PLACE OF INJURY (sg..inorsbout | 2lc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) {STATE)

SUICIDE hems, , tactory, strest, offSow blds., sae.) B

HOMICIDE
214. TIME (Month} (Day} {Year) (Hour) 21e, [NJURY OCCURRED 211. HOW DID INJURY OCCUR?

ln.lolfRY WHILEAT[] KT
o WORK A'rm

2. I kereby certify that I attended the deceased Jrom

y 4

199’? o (e e 1950 that I last saw the deceased

i

alive on L 19_50, and that death fecurfed at /00 Am., from the causes and on thé date stated above.
23. SIGNATU . {Degres or title) | 23b. ADDRESS . . 2. DATE SIGNED
?.C-M L D ti o B‘awia(t. Mo R 7 1950
#ﬁaum gi.. CREMA- | 24b. DATE 24c. NAMIE OF CEMETERY OR CREMATORY ' | 24d. LOCATION (City, towm, o1 connty) “(Btate)
‘Burial 7j | October 8 1950 Walmt Grove Boonville, Missouri,
DATE REC'D BY LOCAL | REG RE 2 gl 2. FUNERAL GIRCCTOR'S SIGNATURE . ADDRLSS |
Wo-§-v “¢‘|" Goodman & Boller, Bomville, Missouri,

Embalmer’s Ststement on Reverse Side)




RECEIVED /-7 $°
DISTRICT HEALTH OFFICE No. 3
District File Number

- —— e

Date Filed_¢£~¢o %0~ '
. ‘ FRS
e

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 e

. . s - Student Embaimer Now..cessesnsecens venanans
working under my personal supervision. . Y t °

Signed...... LAY . ML L El AT
Slnd..........'......... ............ . . ) g/
gne Student Embalmer - Licensed Embalmer No -/r/;7v N
P. 0. Address At ?

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

If this body is not embalmed. fact should be so sated asbove. . 7 ‘ T




