DEPARTMENT OF COMMERCE MISSOURI] STATE BOARD OF HEALTH .

Bumass o s Ceracs STANDARD -CERTIFICATE OF DEATH  swman 3306614

/e L
Reglstration Distriet No___________ Primary Registration Distrlct No_._.__é_..”_.._{._fp Registrar's No.
1. PLACE OF DEATH: . s g-‘ 2, USUAL RESIDENCE OF DECEASED:
{a) County. Shannaon TN g e o M j
o M R
(%) Clty or town, Thannl Eminahtd (o} State Moz gund (b County Dens
A N {f outalde city or ‘town limits, writs “RURAL" and nams of towsship)
{¢) Nama of hospital or institutiont " (e} City or town Hnnel
XXEXX (1f outadde city or town Hmits, write “RURAL"™)
{1 not in bospital or |zstitotion, writs strest number or Jocation) .
: £ Street Ne. ohde'd
{d) Length of stay: In hospitalor Institution -’-'EE;?;H, vy @ {If raral, givs locetion)
Inthis community ahout_a maonth
yoats, months or days} (#) Tfforeign born, howlongIn U. 8. A yr=rporar yoars.

MEDICAL CEETIFICATION

3-%‘2&553m3 Anna Fpancis Mofnitirh

20. DATE OF DEATH: Month... 3805 ... day 20
8. (b) I veteron, 8. (¢} Social Security
name war— XXX No.
6. Color or 6. (o) Single, widowed, martied,
esec_foemala| rmce.VnltP  divorced.. ¥iiduviem
6. {(3) Name of husband or wife—.... . 6. (¢) Age of husband or wifo if
.m,.._n.d..uaw_,,l‘_*_n_ﬂ.‘ntine slive XX ______yeans
7. Birth date of decenase iRE=xk!
(Month) {Day) AYoar). -
8. AGE: Years Months Days If lesa than one day
7 5 1 1 0 hr. min
Due to - - i
" 9. Birthplace.......it e ERENRGLS CO MO - : N ¥
(Cni:;_v. town, or emn.:lri)' {Btats or foreign country) >
cetna usewlle . Cther conditionn.
10. Usual occupution 0 = {Inctude p y within 3 montks of death)
11. Industry or business o ; PHYSICIAN
e i Major indingn: —_
E 12, Name..  T3avrid Faneh i “& °W:g"m Underline
R T q the causes to
= \ 18, Birthplace L) : KF - lwhich death
{Clty, town, oe pounty) (Btats or forsign codniry) ot phould be
E 14. Malden name Fronels Dayis pey charged sta-
5 15. Birthplaea (City, tow, o1 — — -;8::: cter) 22. If d enth was due to external causes, fill in the following:
» ' 1~ A, \
16. (8} Informant's own MM-M (@) Accldent, suiclde, o (apecity
(®) Address salem J3s) (@) Date of occurrence.

¥
17. (o . bunial (5} Date thereof.._. 10 éa 459 (/) Where did Injury occur e ri
(Buria), cramation, or remavnl) {Montk 7) (Year) [ () Did injury occur in or about home, on h.rm, tn industrinl place, in pub[lc pll:e?
(¢} Place: burial or cremation * ;

(Swdb 1Ype o

IN. B.—REVCTY 1IlCm o] Iniormaiion shotld pe caretully supplied. AGL should be stated EXACTLY. PHYSICIANS should state

CAUSE OF DEATH in plain terms, so that it mny_be properly classified. Exact statement of OCCUPATION ig very important.

18. (a) Signature of funerat director. =" (e) Munl of Injury
(b)Y Addrem 3
bl (M.D.orother). ...
19, (a) N"'/" 39w

(Dute received Jooal registrar) _ (Registras's sesrers) Date mﬁwf
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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
Registered_ Apprentice"No

working under my personal supervision. . ) .
: Signed W W

Licensed Embalmer No

P: O. Ad.dras X%&“M ﬁ{g

"Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply w

the above constitutes grounds for revocation of license.)
If this body is not embalmed, above space should be left blank.




