‘o500 e THE DIVISION OF HEALTH OF MISSOURI 104 12
. - - - /
FILED MAR 31 1955  STANDARD CERTIFICATE OF DEATH State File Nowooorors
'BIRTH NO. REG. DIST. MO. ;;; i BFRIHARY REG. DIST. NO -_].Qﬂah‘eaufrar.l No.. 2492
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where docsassd lived. If institution: residence before
a. COUNTY a. STATE Missouri . b. COUNTY\_DE/Vr lﬂmi-_ln_n:-
b, C"F;Y (It outeide corpurate limita, v:ril.- RUR.?L wnd give g_r ]:{Eh:GTH OF c. ng ) ) . A Residence within Imits of
T9RN St. Louis, Misstuty) '12-aeygll «Saw  Salem , : RC =
d. FULL NAME OF (If oot in hospital or institution, give streot address or location) STREET (If rural, give location) 3 2 /
HOSPITAL CR ADDRESS . .
eri oy Deaconess Hospital. PR #815 Hickory Street. 2 /
3. NAME OF a. (First) b. (Middle) c. (Last) 4. DATE (Month)  (Day)  (Yes)
DECEASED . !
oo, HARRY T ISAAC WOoODS. oea March 18, 1955,
5. SEX . 6, COLOR 'OR RACE | 7. MARRIED, NEVER MARRIED, ;! 8. DATE OF BIRTH 9. AGE (lo years| W UNDER © YEAR | ¥ tamER 44 wns.
. WIDOW.E . DIVORCED (8pe . lagt birthdsy) |[Montha l Days | Hours | Min.
Male. White. owed., Sep't 6, 1872, 82, | |
10a. USUAL OCCUPATION (Give kind of work | 10b. KlND OF BUSINESS OR IN- | 11. BIRTHPLACE _— N 12,
| :om“nn:m :ofworkinall!n.e:eniir:llred) DUSTRY (City mnd Suu-cr Fnr-n;n Country) /I CSLH%ERQ‘?FWHAT
fhant. . General.. Shawneetown, Illinois. -y U.S.A,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 4. NAME OF HUSBAND OR WIFE
Isaac Woods. , Sarah Vente inni .
ﬁ! WAS DECkEASE? E\(.'Il;;R INﬂU.S. ARh:;E‘I) F?RCE;SE 16. SOCIAL SECURI'IS( 17. INFORMANT"5 SIGNATURE OR NAME ADDRESS
ei. 0o, or uoknowo, ¥es, give war or dates of service, . . .
0, no. 498-16-417?. Mrs W. C. McNabb. Salem, Missouri.
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
 Enteronly onscauseper | I. DISEASE OR CONDITION ) e s - DEATH
line for (8, (b), andl &y | P'RECTLY LEADINGTO DEATH'(a) H m r F/-] 1Ly ec
; ANTECEDENT CAUSE.. ' .
*This doer not meon Elgzge , EZ ﬂéﬂgﬁ 5& - —
the mode of dying, such | Aforbid conditlons, if any, giving BUE TO (b} ) Sc —LQMS
a1 heart failure, asthenda, | rise to the above cause () stating ~
de. It means the dig- the underlying couse lost. .
. DUE TO (&)

case, injury, or co1 .
tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death but ol
reloted to the dizease or condilion causing death,

WRITE PLAINLY—USING UNFADING BLACK INf(—-—MAKE A PERMANENT RECORD o

19a. DATE OF OP'FIFE)AIG 19b. MAJOR FINDINGS OF OPERATION o 20. AUTOPSY?
CHolL&E L1T7THIASIS ' ves L] no DX
2la. ACCIDENT (Bpecity) 21b. PLACE OF INJURY ta.c.,inorabont | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE bome, farm, factory. atrest, ofice bldy., wta.)
HOMICIDE . . : - .
2id. TélgE (Month) {(Day) (Year) (Houn) 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
e L ey e Y4200
- 27 hereby cerhfy lhat I attended the deceased from .M.B:.:.L_Ktﬁi. toM 1055, that T last saw the deceased
alwe on , and that death occurred at L.Aa m,, from the causes and on the date stated above.
(Degreo or titlg”™)| 23b, ADDRESS 3. DA u;gﬁg
/]/] iD. 35 N. Central,Clayton,Mo.| 3-10-
BURIAL, CREMA 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (City, town, or county) (Giate)
N REMOVAL (Bpecity) .
emova 3/19/55 Oddfellows Cemetery. MCLE inoi
DATE REC'D BY LOCAL REG:STézs S|GNA/3JRF. 25. FUNERAL DIRECTOR'S 51 GMATURE- ADDRESS
G. .
MAR 18 1958 208 | ¢ g Lupton £ Sons. #7033 Delpar Blu'd..

’$ 60. {Licensed Embalmer’s Statement on Reverse Side)
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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 emba
by Me, O by L et , Student Embalmer No.............

working under my personal supervision..
Signature of Student Embalmer

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

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

I¢ this body is not embalmed, fact should be so stated above. ' ' .



