— e THE DIVISION OF HEALTH OF MISSOURE

STRRT I ; ~ g
H!EB AR 54 19- STANDARD CERTIFICATE OF DEATH seare 5ite 4o A 1860
BIRTH NO. 52 REG. DIST. UQ.3 7‘5 PRIMARY REG. DIST. m-é_—sz Registrar's No, /3
I. PLACE OF DEATH —  MIAIELL deaw, I 2. USUAL RESIDENCE (Where decessed lived, If lastitution: residence before
a. COUNTY . STATE b, COUNTY ., . wdiinaion).
) . Viright : Mo Y Wrieht
b. CITY (I outside corpurate Limits, writs RURAL and give c. LENGTH OF ¢. CITY (If outalde sorporats limita, write RURAL and give township}
: towrabip)| STAY (in this place)j} OR . / (/a
T°W“Rural Van Buren 88 Vrgll- T™WN pirol Van Rurern Tun / X
. FULL NAME OF (if not in hospital or institation, give strect addrem ot losstion) d. STREET (I rural, ghve location) © bt
HOSPITAL OR ADDRESS
INSTITUTION . S M4 oo Qi thl Moros o Ny
3, SEAC%E 5%':: .. (F.'lrst) b. (Middls) c. (Last) 4, 0311-: (Month} (Day) (Year
(Typeor Prine)  Bmilwv Drewsilia 7illhite DEATH 2 28 1952
) 5. SEX Y 6. COLOR OR RACE | 7. #FD%%IJEB glzyggc rgsn‘sﬁ 8. DATE OF BIRTH 9. lffE i reun| @ o | Drzmn * WoER % s,
. . it ) : birthdsy Houm | Min.
; F Vhite aones =2 |1~10-1864 | 88 1138
105, USUAL OCCUPATION (Givekindot work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (State or forelzn souutey) 12. CITIZEN OF WHAT
most of wprking lifs, even if retired) DUSTRY P COUNTRY?
} ousewilizre Hdricsht Countsr. Mo 17 9 &
138, FATHER'S NAME 13b. MOTHER™S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE ‘
Jeff 1ilds i_Inknown . £G, W, Uillhite
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16, SOCIAL SECURITY { 17. INFORMANT' S SIGNATURE OR NAME ADDRESS
(Yea. 00, or unknown) | (If yes. give war or dates of servies) NO. . . ’
No None John Willhite, Msanes, Mo,

18. CAUSE OF DEATH MEDICAL CERTIFICATION &M WTERVAL BETWEEN
csuseper | |. DISEASE OR CONDITION 2 A
- Enter only onecsuseper | 1, L2 CTT Y LEADING TO DEATH® ) b‘ﬂm

line for (a), (b), and {c)

<721 does mot mean | ANTECEDENT CAUSES @a f ~ ﬂ p /

the vaode of dying, such | Morbid conditions, if ey, giving DVE fo (b)

as beart fallure, asthenda, |. riss [0 the above cause (o)} dathw B - - 3
de. It medns the dis. | the wnderlying caua last. ‘
case, infury, or complice- _ DUE TO (c)
tion whieh coused death. | 1. OTHER SIGNIFICANT CONDITIONS
Conditions contributing to the death byl not
related to the disease or condition causing death.
19a. DATE OF OP'FEJIAIG 19b. MAJOR FINDINGS OF OPERATION ) ’ 20. AUTOPSY?
; . A 4 Y¥2AX | wlwE
21a. ACCIDENT ({Bpecify) 21b, PLACEOF INJURY (o.s. inoraboat | 2lc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) _ (STATE) .
SUICIDE . home, farm, fastory, strest, office bldg ., #10.) . .- L
HOMICIDE
21d. TIME (Month) (Day) (Year) (Houn ?1e, INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
R . .| wHnEAT NOT WHILE
INJURY = | “work AT WORK .
22, I hereby certify thai I attended the deceased from & -s0 1957 1o 2-2F - , 185 that I last saw the deceased

aliveon =2 — &2 7~ 195 %, and lhal death occtrred al 2:554 m., from the causes and on the date stated above.

T e B ety ot 7l

24a. BURIAL, CREMA- | 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY 244, LCE&TJJN {Qity, town, or county) - (Btate)
TION, REP'AOVAL (Bpedily}
Burisgl PO 29108 Green Mtn, Cem Yricht fonmtr, MO

DATE REC'D BY LOCAL | REGISTRAR'S, TURE . 2 6 25. FUNERAL DIRECTOR' S SIGNATURE  , ¥ ADDRESS
21 5| Pt s b R f | Mowe & Rballio RbsZstly Do

S (ficensed Embalmer’s Staternent on Reverse Side)

o

(g

WRITE PLAINLY—USING UNFADING BLACK INE—MAEKE A PERMANENT RECORD _--

———— —
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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. S

Student Embalmer No.

working under my personal supervision.

Student «u.evencsans Signed.méfﬂl(_....ﬁm.ww

Student Embalmer

P. 0. Address.£5 Z L LD........

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING, (Failure to comply wi
the above constitutes grounds for revocation of license.)

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




