THE DIVISION OF HEALTH OF MISSOURI 33388

. Mo.300
. 10.48 F“.ED NOV 5 ]95) STANDARD CERTIFICATE OF DEATH State File No...
‘IRTH Mo, mee. oist. wo. _Z %/ primary rec. o1st. wo. FO R ST koiiirers N,,__.-é_-..:f___ ,,,,,,, —
1. PLACE OF DEATH ' ; Z USUAL RESIDENCE (Waars decssed ired. 11 boad ool
a. COUNTY Howell F73 YI'S} +. STATE Miggouri b. COUNTY HOWell ulmi-lon).

b. CcI)'il;‘( 0t cateids corpurste Uit write RURAL sad eive ¢, AL‘(ENG"I;I; DEF‘ . CITY (1f ouenkde worpornte liules, write RURAL and cive township) ' t} ./,0 P
. tow 2] (i Lo )
oWN  West Plains ol T . Town "Rural" Howell Township

\c_—

d. Fll-'IJL!)'SLPr'PANI!_EO%F (I oot in bospital or instizutlon. give strect address or loeathon) dAsl;r[?REE% {If raral, sive location) ' l;"
instirution 7 Gables Rest Home W.Plains,Mo., Siloam Spgs.Rt.

3. gE‘?:NE‘ES %FD a. (Flrst) b. (Middle) . (Last) 4 DA}'E (Month)  (Day) (Year)

(Typeor Printy  CLARENCE RUSSELL BURGESS DEATH  Qect. 19, 1951

5. SEX 6, COLOR OR RACE | 7. m&%ﬁg, BWSE(:"E‘SREI;E' 8, DATE OF BIRTH 9. AGE (Ia r';n ; m:fn 1 YR | & mom 4 oK.
. . X " (Bpacity; t birthday, on Days | Bo Min,
male ] white never married [Jsept. 9, 1875 I e , |
102, USUAL OCCUPATION (Givakindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Btate or forslgn country) 12, CITIZEN OF WHAT
done during moat of working life, even if retired) DUSTRY . I) COUNTRY?
Farmer Own Farm Howell County, Missouri UeSeAs
!IS-. FATHER'S NAME 13b. MOTHER"S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
Ebenezer Burgess . Nancy Richardson none
2. WAS DECEASEP E\(IER IN.’U.S.ARMED FORCES? | 16. SOCIAL SECURRI'J 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
i, Lo, OF tnknown " war or dates of sarvics) . . -
= Mrs. Jessie Tolbart, W.Plams. Mo.

18. CAUSE OF DEATH MEDICAL CERTIFICATION Io MIDDEA
1. DISEASE OR CONDITION . NSET T
ino o (2, (7, and (o | DIRECTLY LEADING TO DEATH" Oudin -Vassile- R““ﬂ

line for {8), (b}, and (c)

*This does not nean ANTECEDENT CAUSES

the mode of dying, such | Aorbid conditions, if eny, giving DUE TO (b)
as heart fallure, asthenda, |. rise to the abose canse (o) stating ) ) . R
dle. It means the dis- | ‘he underlying cauae last, . s

WRI'TE .PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

case, infury, or complica- ' i DUE TO (c)
tion which coused death. | 1. OTHER SIGNIFICANT CONDITIONS
Conditions contributing to the death but not
reloted to the diseasze or condition causing death.
192, DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION - : 20. AUTOPSY?
| . L2 X vis [ wo [M
21a. ACCIDENT (Boweity} 21b. PLACEOF INJURY (e.g., Inarabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
N SUICIDE bome, farm, factory. street, offies blde.. se) .
N HOMICIDE ] T : )
Y - T
Sl 20 TIME | . Monsy  Day)  (Yaar)  Houn | 215, INJURY OCCURRED | 217. HOW DID INJURY OCCUR?
e SQF YT e A o | whneaTr— noTwHiLE
INJURY =" | "woRrK AT WORK :
V5. I hereby certify that I attended the deceased from %8 = B 1985 to £ X =/ © 1981, that I last saiv the deceased
) alive oy AT, and that death oceurred aﬁ_;iQP_.m., from the causes and on the dale stated above.
23, SIG - tIt.le) 23b. ADPRESS 23, DATE 5|('§$‘D
_BY ) _ ~PRIE 24 AME OF CEMETERY OR CREMATORY | 24d. LOCATION (Olty, town, ot county) (5tate)
1 t.21,195 k Lawn Cem. West Plain

ADDRESD

+Plains, 0.

b
DATE REC'D BY LOCAL | Rl RAR'S SIGNATURE 37? 25. FUNERAL DIRECTOR'S S5IGNATURE
REG.
/0- 2§ 5] L&M Coo " 4 HNald

(licensed Embalmer's Statement on Reverse Side)




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, erby—— i

.............................. , Student Embalmer No.

working under my personal supervision.

Student ceeea eenasmabeveERRR N e e E i e Sxpﬁ%&/&%—‘—kéﬁ—*ﬁ/&

Student Embalmer

Licensed Embalmer NOS.A_@ ...............
P. O, Adcln».s,.e,._f.ﬁ.D ?Ié'u_ﬂé >Y>a.

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

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




