FILEU OEF £8 1Y)

- BIRTH NO.

STANDARD CERTIFICATE OF DEATH
REG. DISY. NO. 566 PRIMARY REG. DIST.MO—._égu.L. Hegistrar's No.._..é...z.m......_..

G D

State File No. g venirarriren

i. PLACE OF DEATH
. COUNT
s COUNY Washington

2. USUAL RESIDENCE (Whers d d lived. 1f institgts resid befare
. STATE b. CO ndinission).
. Missouri Wighington =

b, CITY (If outside corpurate limits, write RURAL and give ¢. LENGTH OF

c. CITY (I outaide vorporate limits, write RURAL and give townshin)

OR towmship)| STAY this place) OR -
ToWN Rural-Union yrs ToWN Rural-Union . 7)

d. FULL NAME OF (If not in hospital or iastitution, give strent address or location} d. STREET ({If roral, give location) It""
HOSPITAL OR ADDRESS 2]
INSTITUTIGN Rt,1, Cadet Rt .#1, Cadet

3. NAME OF a. (First) b. (Middle) o (Lash) 4. DATE (Month) (Day) _(¥eun)

(Typeor Print)  1d @ Mag Moses CEATH Gerfh- 22-1955

5 SEX - 6. COLOR OR RACE | 7. mlmmgg. EWEEC'E'BREEEJ 4 8. DATE OF BIRTH 5. AGE (o n)-n[ur UIOER | TEAR | ¥ DXOGR 1 HEL.
N 1 = (2 Hot Min.
female /| white wWidowed 1 10-5-1880 h'm T |

10a, USUAL OCCUPATION (Give kind of work

10p, KIND OF BUSINESS OR IN-
done during most of working Lile, sven Lf retired} ) DUSTRY

11. BIRTHPLACE (8tate or forsign ocuntry} 12, CITiZEN OF WHAT
UNTRY, .

Ko,

21a. ACCIDENT
SUICIBE boma, larm, lnstory, atreat, office bidg..eve.)

HOMICIDE

house wife ownhome Missouri M.

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WiFE

Jasper Derkson Lucinda Caine John Moses

I5. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Ye-.ﬁ.g unknown) | (1f yas, ive war or dates of sarvice} NO. J M

. none Mrs John Minx Cadet Rt,l. Mo

16, CAUSE OF DEATH 1 CASE OR CON MEDICAL CERTIFICATION 'ﬁgﬁgm
Entet onl . DIS| ONDITION ' a

line mr"’(‘ﬂ{"(':sf"n‘;‘; ‘(’g DIRECTLY LEADING TO DEATH* ) _ R o A A sy THRe m/B305rs XS

’ \
PO ANTECEDENT CAUSES {. 7{
This doey nol mean

the mode of dying, such Mortid conditions, if any, gicing DUE T (b} / # ,‘a' r/exsio 2l \5-,7 vs.
as heart faflure, asthenia, rise Lo the above couse (¢) stating . . . . - . -

de.” 1t means the dis- the underlying cause last, - 4;0 {

caae, injury, or complica- DUE TO (¢} |

fion which caused death. | 1. OTHER SIGNIFICANT CONDITIONS ° "

" Conditions contributing to the death but nof
related to the dizeass or condition cousing death. »
19a. DATE OF .OPERA- | 19b. MAJOR FINDINGS OF OPERATION e . B ) . - ’ - 20. AUTOPSY?
TION . [Er
(Bpecify) 21b. PLACEOF INJURY tes..inorabout | 2le. (CITY, TOWN, OR TOWNSHIﬂ {COUNTY)} (STATE)

21d. T‘:JhF'IE (Month) (Day) {(Vear) (Hour} 21e. INJURY OCCURRED
WHILE AT[—] NOTWHILE
INJURY o | ¥wonk L] 'arwork

21f. HOW DID INJURY OCCUR?

aline on -

22. I hereby certify -that I atlended the deceased from _?_'ar,;__
, 194_Jd_, and that death oceurred GESQ__A,, m., from the causes and on the dale stated above.

195y 10 _F—2 > 1937 that I last saw the deceased

Z3¢. DATE SIGNED

23a. {IGNATURE (Degros or titleg

23b, ADDRESS,
N E M . PR I

/o3 /s

WRITE PLAINLY—USING UNFADING BLACK INE-—

Z%a. BUR |AL. CREMA. | 24b, DATE 24, NAME OF CEMEIERY CR CREMATOKY | 24d. LOCATION (City, town, or county) _ - (Btate)-
TIQN, REMOVAL, (Boecity) : i i o
1rial Q _FPotosi. ,
[+ ‘D BY L R A ADORESS
e
%j 3/5% Potosi, Mo
/ 4




RECEIVED
SEP 27 194,

WOSH, COLNTY ar agﬁ
Fllefiny -

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

L e et E T4 RAS RS m e e m et A P8R0+ e ee e om e e emem e e preA SO p e e e ereR SeeTOa A £ n b et eesmnntnet e reenonn , Student Embalimer Mo,
working under my personal supervision.

H
- 3

Student seeeeectnsoctincinasusbiarsrnsnanan
Student Embalmer

enzed Embalmer No L/ 3 ? #

P. 0. Address ?0 TSk MO

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

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




