PHYSICIANS should state

AGE should be stated EXACTLY.

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

N. B.—Every item of information should be carefully supplied.
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T MISSOURI STATE BOARD OF HEALTH
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CERTIFICATE OF DEATH 4 d .(J 7 4

1. PLACE OF DEATH e Do not use this space.

(a} Couutygﬁ-peﬁirardeﬁu ......... Registration District No..... /'z 4

{(b) Township... Primary Registration Distriet Na&j g Degisiered No 4

© .. Cape. Girardeau Y swene St.Francis Hospital s,

{If death occurred in Houplml or Institution, write its name instead of street and number)

(e) Length of residenceln city or town where death occnrred yra. mos. ds. {f) Howlong in U. 8., 1f of foreign birth? yIB. mos. da.

Y

2, PRINT FULL NAME
{a) Residence, No....

Morehouse Mo, AL
{1¥ nonreaident,

................. St. .. VR ol ol S
(Usual place of abode, if no atrect address, write county or city) E give city or 9&n and State)

PERSONAL AND STATISTICAL PARTICULARS MEDICAL CERTIFICATE OF DEATH
3. SEX . 4. COLOR OR RACE | 5. SINGLE, MARRIED, WIDOWED, OR
U W DIVORCED (1rite the word) 21. DATE OF DEATH {MONTH, DAY, AND YEAR) 12[28/39 .19
Married 2, HEREBY CERTIFY, I attended decessed lrom
5A. IF MARRIED, WIDOWED, OR DIVORCED Ve 5
HUSBAND oF Nora Effie Spence L. i \ % £001 S B e 184,
OR, o
(o8 p < I last{shw h.{gsda.... alive on \& YX S £ - of B Deathisgiid
6. DATE OF BIRTH (MONTH, DAY, AND YEAR) l ]-/l 6/ ]862 to hava occurred on the date stated above, at.@ﬂﬂz.m.
7. AGE YEARS MONTHS DAYS If LESS than 1 {| The principal couse of death and related causes of importance were as follows:
77 1 12 | el g el ant
or...cceeenen BN, / >
z 8, Trade, profemsion, or particularkindef  [|rron S AR Ly e A
C_) work done, a8 Bawyer, boaXKeeper, Bbe. ... [ eeesaeistsestavessetssmsssamsa|esnasererns srmrannn
E | 9. Industry or business in which work
E was dﬁe. a8 Baw mﬂlrvban Mllllng ......................................
3 | 10. Date deceased last worked at - 11, Total tlme (Yeara)  {[ s e rreenesai s asss seebas eabbentnberas s et e s nrns s enen e e et
§ this occupatmn (month and spentin this
vear)... 0CCUPALION. ..o virinrierinensanes e e e mtemrers steeemseetseenensaeseasmemtaennenes et etsbstrans teasasnsrennsseasasas Kpdssassavaren s eas seasabesrenec | prrnnnsrerabes s nas
12, BIRTHPLACE (CITY OR TOWHN) Shadv Grove )
(STATE OR COUNTRY} Kentucky I
E 13. NAME Samuel SDence 9 ....................
I 7
B | 14, BIRTHPLACE (city orTown) Unknown el N r -
™ { STATE OR COUNTRY) 7/ ame of oper:
- What test confirmed diagnosis?....coeeovninffennn ..
m - Py - » Ld
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5 16, BIRTHPLACE (CITY OR TOWN). Unknown ‘;:idm;;?iddo’ or hm:xcxde ato ol irlury
ere njury occur Hemet ot et srememeeas rasAT STyt ek s bt
2 (STATE OR CounTRY) daid {Specify city or town, county, and State)

17, INFORMANT J.A. SP ence Jre. Specify whether injury eccurred in industry, in home, or in public place.

(aooress)  Morehouse Mo,
18. BURIAL, CREMATION, OR REMOVAL CE
mace Sikeston Mo, oxre 12/31/39 | | Natureotinjary...
; . 24, Was diseasa or injury j
19. FUNERAL DIRECTOR (NAME) Hunter Albr‘ itton §i 14 50, HREEIY. .ororerssere

{ADDRESS) Sikestn (Sigued)

. Fien/. 2. 208 ¥ 7 f“s . A " (Address) ...

Yocal Reais]/ar
(Licensed Embalmer’s Sintement on Reverse Side)

Manner of injury




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embatmed by me, or by......coooolvrveorcnecs

................ S <oy Registered Apprentice No. -

working under my personal supervision.

Signed

Licensed Embalmer No. ..o

L ]

PO Address. ...t e e e

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

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




