- N OF HEALTH OF MISSOURI -
THE DIVISIO 4040

j ':::';° ’ ALEB FEB 20 1951 STANDARD CERTIFICATE OF DEATH State File No
(ﬂd‘ "BIRTH NO. REG. DIST. NO. é-,a PRIMARY REG. DIST. NO. _aD_LO_ Regisirar's No. ....(9.‘.....*.._.._.. —
0[ 1. PLACE OF DEATH 2 USUAL RESIDENCE (Where decsased lived, 11 institution: recilence befars
A N cape Al ool s > STATE Y ssourid b COUNYpami scot™ ™™

b. CITY (1! outside corpursts Limits, write RURAL and give c. LENGTH OF c. CITY (I outaide eorporate limite, write RURAL acd give towiahip) @
. towaship) | STAY (o this plare) R . a 7g -
TowN Cape Girardeau P week s TowN Rural -Godair Twnshp.
d. FULL NAME OF (It oot in hospital or institution, give sireot nddress of Joestion) d. STREET (If rural, glve loestion) /
HOSPITAL OR ADDRESS .
INSTITUTION St.Francis Hospital Fortageville Rt.1
3. NAME OF a. (First) b. (Middle) c. (Last) | 4. DATE (Month)  (Day)  (Year)
{Typeor Pinty  John Allen Ellis DEATH February 5,1951
5, SEX 6. COLOR OR RACE | 7. x:\p%ﬂ%g i;lE\\:'IoigchEISRRIED 8. DATE OF BIRTH 9.1:?5&&3;’;“ ;; UNDER | YEAR | F Wedm u was.
- N (Bpecify) N oatha | Days | Houms | Min.
Male White Widowed o~ April 10,1871 %9 , l
_10a. USUAL OCCUPATION (i of war 10b, KIND OF BUSINESS OR IN- | 11. BIRTHPLACE 3
done during mowt of workiag i svon t retred) | i DUSTRY N '%&Eﬁ"ﬁ?’r HHAT
Farmer-Retired Farming Tennessee oA,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
» W.W.Ellis Unknown X
i5. WAS DECEASED EVER IN U.S ARMED FORCES? | 16. SOCIAL SECURITY { 17. INFORMANT' &
{Yee. 5o, 0r unknown) | (If yea. eive war or dates of service) NO. 3 st MATUR%Y%R AME ADDRESS
No Nene Mrs. Hettie Dat 1’~Eortdpev1lle Mo.

MEDICAL CE TlFICATION INTERVAL, BETWEEN

ONSET Aﬂlﬁm

18. CAUSE OF DEATH i
 Enteronly onecemseper | 1. DISEASE OR CONDITION
Line for (z), (b, and () | PVRECTLY LEADING TO DEATH® )

*This does niot mean ANTECEDENT CAUSES

the mode of dying, ruch | Morbid conditions, if any, gicing DUE TO (b) ST ety | -
|| a# heart foflure, asthenia, | “risz to the aboce cause (o) stating - RER Tl LT T TR R N A

ede. It means the dis- the underiping cause last. N : . 6 /0 L

ease, infury, or complica- v -BEEEEW) - g - 7424 A =és . cg L :isffi ‘z __:'_(____

tign which caured death, | 1. OTHER SIGNIFICANT CONDITIONS -

Comdiltons contributing to the death et nol
related (o the disease or condition causing death.

2 2 - :
NW-OF QPERMIAON ___ ¢~ .QWM Pt ot 20, AUTOPSY?
> e dg . YES D KO

2lc. (CITY, TOWN, OR TOWNSHIP) _ (COUNTY) .. - (STATE),,

——

UNFADING BLACK INE—MAKE A PERMANENT RECORD

CREFINJURY (s, ina

hnm- farm, factory. street, oSlce bldg., end

1

21a. ACCIDENT
SUICIDE

HOMICIDE
21a. TIME (Meath) (Dey) (Year) (Houn) 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR? ~
- : F : R WHILE AT} NOT WHILE a. i
INJURY @ | work LI T work N

2. I herebyGertifyhat 1 ‘dttended the deccased fm?&_zﬂ 19\77 to __aaper & 91";} that T last kaw the deceased
e on , 19- and that dedth occurred at B m., from tha ‘Causes and on the date stated above.
ot (Degree or title) [ 23b. ADD g l 23¢. DATESIGNED
.'.D :.p ﬁ?éd—d _)

Z%NBEERMIOA\"- ng&l’A- 24b. DATE 2 | 24, NAME OF CEMETERY OR CREMTORY- dd. LOCATION (Ci:y, town, of county) * (Smt.e)
M { ¥y s .
emova L+ February 7 [Portageville M3 S.:Ollrl Portareville, MlSSOllrl

DATE REC'D BY L%%:\';L REGISTRAR'S SIGNATURE # zs FUNERAL DIRECTOR'S §1ENATURE 808 ! 4 A
B2 1 3 Lol Rty renrnns 8 | 1O ERERE ELSTH o g 888 Hara. ave

WRITE '"PLAINLY——USING

(Ticensed Embalmer’s Statemetit on Reverse Side)




“ ) . - e W wa B
" \ =_.’ v—ead LA h . .‘ “.b.‘.t.. " S T L%

<2
+
-~

- 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

-

Studont Enbalmer lo. - et

519NEd cuirssacaasetoarriasososuanancnasatonss . Licensed Embalmer No 41.1/.5-‘94

Student Enbll-or

working under my persona! supervision.

-

P. O. Address 2T A LT

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.)

chi:bodyilncztembalmed.factahouldbesomted-aboye.




