[

No . 300
10.48

-
<

WRITE PLAL

FILED MAY 16 1950

: BIRTH NO.

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. DIST. NO. Z__Lé_ PRIMARY REG. DiST. m-ﬁﬁj Hegistrar's Na..Jz..Zx_.;Z.__...;.

State File Noiw46_’

I. PLACE OF DEATH

2. USUAL RESIDENCE (Wbere decossed ltved. [f Ingtitutica: reekdencs before

8. COUNTY Phelps e STATE Mi ssouri b.COUNTY Monteayd' "
b. CITY (1t outcide corpurate limits, writa RURAL and give c. LENGTH OF ¢. CITY (If outaide corporata limits, write RURAL and clve mhln)
- woahip) | STAY (io this place) g l
Town  St. James, Rurai l ¥Yr, TOWN Cglifornia, Mo,
d. FULL NAME OF (If not in boapital or Institution, give streot address or location) d. STREET (1! rural, give lo::don)
HOSPITAL OR ADDRESS |
INsTITUTIoN Ferndale Nursing Ho me - e m e m m o m m m m &
3. NAME QF a. (First) b. (Middle) ¢, (Lnst) 4. DATE {Month) (Day) (Year)
DECEASED :
(Tweor i) V1012 (none) Scott i oean  Mayudy 1950
5. SEX l 6. COLOR CR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9, AGE (In years| v UNDER | YEAR | 1 LoDER 14 npg,
Female| White YRTELWER “rpr | Aug. 15, 1865 | 'BEUYIRgTT| TR 2
10a. USUAL OCCUPATION (Givekindofwork | 10b. KIND OF BUSINESS OR IN- | 11, BIRTHPLACE (Atate or forelgn sountry) / 12, CITIZEN OF WHAT
tonedufhoppel gpriigyfiefipeiteded) | Own Home Illinois TRY?
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
] Unknown _ Unknown Unknown (deceased)
I5. WAS DECEASED EVER IN U.S.ARMED FORCES? { 16. SOCIAL SECURITY | 17. INFORMANT' 'S SIGNATURE OR NAME ADDRESS
(Yn.m.oﬁbeown) I (IfrTWnrord.laofwviu) None Feﬂndale Nurﬁing HOme - S.t.. James, !m.

. Enter only onscsiise per

_|l a& Acart failure, asthenia,

18. CAUSE OF DEATH

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

*This does not mean
the mode of dying, such

de. It mesns the dis-
care, infurn, or lica-

1. DISEASE OR CONDITION

DIRECTLY LEADING TO DEATH® (5

ANTECEDENT CAUSES

the underlying cquse last.

MEDICAL CERTIFICATION

INTERVAL BETWEEN
ONSET AND DEATH

e /ﬁovmmdé;fvﬂa \

g
DUE TO (c)

o g thal M%@Mw

Aorbi¢ conditions, if any, giving DUE TO (b)
rise to the above couse (a) statf

i 4.emg
7

Dosrmin

tiom which caused dcuth

1. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death but not
related to the disease or condition cousing death.

ME 1)

19a. DATE OF OP'FIF:.'JAIJ 19b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
. ves [ wo
21a, ACCIDENT (Bpacity} 21b. PLACE OF INJURY (sg.. lnorabout | 2lc. (CITY. TOWN, OR TOWNSHIP) (COUNTY) {STATE)
SUICIDE home, iarm, fagtory, strees, office bldg. ate.)
HOMICIDE
Zld T!ME (Month) (Day) (Year) (Hour) 21s. INJURY OCCURRED | 211, HOW DID INJURY OCCUR?
WHILE AT[—] NOTWHILE
'NJURV WORK AT WORK

NLY-—USING TUNFADING BLACK INE—MAKE A PERMANENT RECORD

2. I hereby ce;'tify that I allended the deceased from

alive on

.

M@A/Mﬂ, to &?_ﬁ_., 1950, that I last saw the deceased
19.;5:2 and that death occurred al _ L/ /54m., from the causes and on the dale stated above.

23a. SIGNATURE @ V/# Z g &gr%_tit]e)

23c. DATE SIGNED

23b. ADDRESS
7_/3?.2%49/3/ Ay i

5-8-/950°

24a. BUR1AL. CREMA- | 24b. DATE z4c NAME OF CEMETERY OR CREMATORY 24d, LOCATION (Oity, town, or county) (State)
TION, REMOVAL (8pecity)
emoval W |5-4-1950 Marion Cemetery icalifornia, Ho.
DATE REC'D BY LOCAL ISTRAR'S N 25. FUMERAL DIRECTOR"S S!GNATURE ‘ADDRE S
Lons O-E. Licklider, St. James, Mo.

c

(i.{qr?d Embalmer's Statement on Reverse Side)




RECEIVED
Phelps County Health Officer,

County Fite Number
Date Filed & =/0~50

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, of by e icecseemeens

- —
ko e Rb o setae s aaen are s eme e emn e aaaas e s amnan e e re Y SRt en semen % ............ ., Student Embalaer Mo, \

o | Sig.m:d....Q.

Student Embaimer

P. O. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDW
the above constitutes grounds for revocation of license,)

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

G. (Failure to comply with




