THE DIVISION OF HEALIR wr-maorurl™

Mo.300 ' »
o200 ’ MEDJUN 2 1954  STANDARD CERTIFICATE OF DEATH stare Fite oo DL OOD .
- "BIRTH NO. REG. DIST. no éfz 2 PRIMARY REG. DIST. IO-M Regisirar's No. é’
5 1. PLACE OF DEATH . 2. USUAL RESIDENCE (Where daconsed lived. 1f institution: residence before

] a, COUNTY SU.].]_ ivan a. STATEM i geouri b. COUNTYsull ivan--lmls-‘on!.
b. C[EY {If cuteide vorputate Umits, writs RURAL -nde:i::.hlp) g'pTAl;l'EI:E;rhi Dl?i‘ c. ng {[f outaids corporate Hx::ll-. write RURAL azd give townehin) o =0
1owN . Green City ¥YTS. oW Green City %
d. FULL NAME OF (If oot in bespital or nstitution, cive strect address or locatlon) d, STREET (If rural. give location)
HOSPITAL OR ADDRESS
INSTITUTION Home in Green City No gtreet pddress
s'gE'?:ths%E B. (First) b. (Middle) ¢. (Last) 4, Dé}"t‘. {Month) (Day) (Year
(Typeor Print) 1 BBEC Alexander Wells cEATH May 23, 1954
5. SEX o 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8, DATE OF BIRTH 9. AGE (In years| IF UNDER 1| YEAR | O OWDER 1 HEs.
) WIDOWED, DIVORCED (8pecify) last birthday) {Moatha| Days | Hours | Mia.
Male White Widowed =2|April 25 1858 | 93 i S
10a. USUAL OCCUPATION (Givekindof work | 10b. KIND QF BUSINESS OR_IN- | 13. BIRTHPLACE (:ate or foreign couniry} . 12, CITIZEN OF WHAT
done during moet of working [ifs, even if retired) . DUSTRY / . COUNTRY?
| Farmer Gen, Farming Indisnse UsA
13a. FATHER'S NAME 13b. MOTHER™ S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
John Wells | Mariah QoBk:iriz | Hannah McDaniels Wells
IS. WAS DECEASED EVER (N U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17, INFORMANT' 3 SIGNATURE OR NAME ADDRESS
(Yeu, no, 61 yoknown) | (If yem, xive war or dates of service) NO. w
No A None marl Wells, Green City, Mo.

18, CAUSE OF DEATH : " MEDICAL CERTIFICATIO . . lg:gg}mﬁsmsu
| Enter only onecauseper | 1. DISEASE OR CONDITION -— SET AND BEATH
lino ter (), (b}, and {2) DIRECTLY LEADING TO DEATH® (5) P é . ;_J

_*This does not mean ANTECEDENT CAUSES t :: q 2 ‘?MM !—3 Z :

the mode of dying, such | Aorbid conditions, if any, givlng DUETO (&
a2 heart failure, asthenia, | Tite o the abooe couse {aJ oty L
i v the dis. -~ the underlying cause :

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

+

' care, infury, or compli i _ GUE TO {c}
[ tion which cansed death. | 11. OTHER SIGNIFICANT CONDITIONS-" - ; S -
Conditions contributing to the death but niot
| related to the disease or condition causing death, £ ?/ é X
‘ 19a. DATE OF OPERA- | 15b. MAJOR FINDINGS OF OPERATION ™~ * =« o « P LT ’ B -| 20.°AUTORSY?
TION
e e ves [ wo [X]
21a, ACCIDENT (Bp.cl!,) 21b. PLACEOF INJURY (a.g..Inorsbout | 2lc. (CITY, TOWN, OR TOWNSHIP) _ (COUNTY) . (STATE)
SUICIDE . farpe, fnctory, strest, office bldg., ee.) [ I 5 . | I
HOMICIDE & M Sm ﬂj#—vme—
219. TIME (Moot} (Day) (Year) (Hour) 2e. INJURY OCCURRED | 2if. HOW DID INJURY QCCUR? ) Fi

WHILE AT NOT WHILE
LA TP PR s Aol il A

2. I hereby certify that 1 attended the deceased from T 19— to ——= . 19___, that I lost saw the deceased
alive on , 19 and thal death occurred at I_Z_f_ﬁEm from the causes and on the date stated above.

23 SIGNATURE (Degrea or title) % m—w co, Cotes a1 Z3c. DATE SIGNED
BURIAL, CREW 24b, DATV' 24c, ‘NAME OF CEMEFERY OR CREMATORY 24d7 LOCATION (cny, LoWh, ¢F county) (5tate) '

TIO% REMOVAL cs,..u,; ‘ : .

urial May 29,1954 Eairview{f emetery 8111iyan Ca-_ A _
DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE /& So RAL DI ?‘ UR ADDRELS
S 27 G B CE%&?Z&&'Xp 422&04; %%i;i ALu 4%?.*%1

T o, (Ticensed (ﬁnbalmnl Statemnent on Reverse Snd!)




t T ) —— = 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 ...,

.............. . \ Student Embalmer Mo.
working under my persona! supervision.

StUdBNt surencucavactsassnsrasensnsnannsane
Student Eubaluer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure §6 comply wi
the above constitutes grounds for revocation of license.) i

I this body is not embalmed, fact should be so stated above. - ... . %, Y. -«



