. AGE should be stated EXACTLY. PHYSICIANS should state

N. B.—Every item of information should be carefully supplied.

DEPARTMENT OF COMMERCE

e

Bureau or THE CENBUS

7

3 ’)r'

MISSOURI STATE BOARD OF HEALTH

STANDARD. CERTIFICATE OF DEATH

(=
Primary Registration Distriet NO.M

3965HY

Btals Fils No,

Registrar's No

1. PLACE OF DEATH:

(a) Couaty.
(b)_City.or.town

Greene /é

N ’/’(
e @ J

Il ovteide city or town limits, writsa "RUAAL" and name of township)

{
(¢} Name of houph.nt or institution:

At ner home,R.¥,D,2,W1

Llard,Mo. 2—

(ll‘ not in lmlpiml or [nstitutivn, -rir,o atreet number or lecatfon)

(d) Length of stay

In this community.

¢ In hospital or {nstitution

ALl her 1if

a, {Spocify whether

years, mooths or daya)

T

2. USUAL RESIDENCE OF DECEASED: [

1iggonrl

{a) State.

®) County traeng

t© City or townRa FaNat, Wildard, (Rural,)

{if qutside city or town limits, write “AURAL"™)

(d) Btreet No

(If rural, give location)

(e} If foreign boru, how long In T. B. A.? yenrs.

8 fo PRINTe Mrn Gertie Mar

ULL NAME

[

garet Gilmore

3. (&) If veteran,

name War.

8. (¢) Social Security
No.

Female |®Cloroynis :* 8

TACA

(a) Single, widowcd mm%n

‘...4-

dIvorced*_.__.__.._..._..___

MEDICAL CERTIFICATION

20, DATE OF DEATIH: Month.

N aritodipay......J.

¥. -

yeur,__/ ﬁ_.i.___hour 5( miny 3_L_7¢M

21. 1 hereby certify that I attended the de—(? fromh..‘Me.,{ é7
7 .

reT ™

that T last eaw h2A2. allve on

1929, to L LT UL Tg , 193
(DoL 27, 1939

CAUSE OF DEATH in plain terms, so that it may be properly classified. Exact statement of OCCUPATION is very important.

{Burial, crun-unn. or removal)

() Plzce: burial or cremation i d 931 pv'

18. (o) Signature of fureral c:lia-eu:tmR re=n ade IInd.Co

{b} Address

{(Mooth) (D-,) (Year)
GCemetery

Willard, Missac

yiri

19. (a} Nov,8 .lng . (B m ﬁwaL de

{Date received

local registrar)

(Rygistrar's signatore) d

6. (b} Name of husband of Wifocssinsens 6- (€} Ago of hgléand or wifeif || #nd that death occurred on the dpge and hour "32 above, Duration
Frank S.Gilmore ééq ________ .yenrs || Immedinte cause of death C a4 I

7. Blsth date of deccnsed. 8 ANINAYY 11,1 :

{Maonth) (Day) (Year)
B. AGE: Yeara Months Days 1t less than one day Due to.
1518 e Xq
o~ hr. min, J n

ke e L7 1. — . |{ Due to - L e

0. Binbpiace_ ZX.2ENE Oomniy,Migsonri.. - Q17" AL 1T

& ty, lown, o ennnl.y) (State or foreign covntry) — r—
10. Usuat tion, Hons Pwi ) St 7 1} "Other conditions: -
il o {Include pregonncy within 3 months of death) .
11. Indu.!tl'y or bnxim:n ' PHYSICIAN
i . 'Major findings: ' PR
5{12_ Name “Inmss Pi tﬂrpr"n (f 0t operations Underline
= h,
= | 12, Birthiace. TIIENIO N, : (&) ; e ~|which death
.u.wn o oty olgn country, shou!d be
g 14. Maiden nnmnl‘{.‘ ‘F L Ri- &) }&E%T P{ . Ofsutopsy. N cil;:lr:n?l:l sto-
&9 15. Birthplace_ OT eene Coun ty,1lissonrl kot
= - place {City, tow coanty) tyte or foroirn 22, If death was due to external catises, fill in the following:
{4_' L dj 3 ide, d
16. (a) I“-'“mmf%‘, dlna.tur - (a) Accident, sulcide, or homicide {specify)
® aswen | LL5 b "?S’"a”’m"‘" of oecurencs
’ 1 Wh did occur?,

17. (@) nrial (® Dato thereat Hov,8,19359f () Where did injury cccur ity or same) {Canmis)

(Seata}
{d) Did injury occur in or aboue home, on farm, in industrial place, in public place?

Addrem____ M5O Va

" (Spacify l.ypa of place) - N
{¢) Means q! Injury e 2

(M. D. or other). ’ b
IR L} Date sigoed________ _

(Licensed Embalmer’s Statement on Reverse Side) Wm ]HP '



STATEMENT BY LICENSED EMBALMER™ - . .

I hereby ceri.il'y that the body whose name is recorded on the reverse side of this certificate was embalmed by ;ﬁe, 1Y o

Regultered Apprent ice No

Siged 2’7?/»4 6) ,@ﬂ W

- o(0 5
. - Licensed Embalmer No .‘ o

working under my personal supervision.

P. O. Address wWillard Missou rd

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

If this body is not embalmed, above space should be left blank. ' ¢




