N. B.—Every item of information should be carcfully supplied. AGE should be stated EXACTLY. PHYSICIANS should siate

CAUSE OF DEATH in plain terms, so that it may be properly elassified. Exact statement of OCCUPATION is very important.
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DEPA%E:;EE‘IOTr ?_:‘n (cjgnl\gl\}gERCE MISSOURI STATE BOARD OF HEALTH 1 2 0 1
STANDARD CERTIFICATE OF DEATH State File No
Registration District No._._._ww.. Primary Reglstration Distrdet No. _......l..o.g._z........... Regisirar's No._.____.ﬁ&___._
1. PLACE OF DEATH: .. || = usvaL resipENCE OF DECEASED: =
{a) County. Jackason =~ (
g {a) Jtate [ anhsas (%) County.

(8) City or town._ KAV

(1f outside city or town Iimita, writa "RURAL" and namo of township)

{z) Name of hospital

Hazel. . Take. Conv

or institution:

._Home,2

70T Linwood _

(If not in hoapital or institution, write strest number or Ioution)

(d) Length of stay: In hospital or inatitution_.m__d.ay_s_. e

In this communlity

(Specify whether

years, months or days}

T waasr
3—¥ 24

{c) Cityortownpuf"d./ /Ve @ IL/"'J’IQ_

(If outside city or town limits, write "BURAL")

(d) Street No..._N&ADr. Hoxi = R

(If rural, give location)

{e} If {oreign born, how long in . S. A.? years.

8. (a) PRINT
FULL NAME. M8

Mina Fuller &/ ¢+

8. (b) If veteran,

3. (c) Social Security

MEDICAL CERTIFICATION

20. DATE OF DEATIL: Month o) Qb . day.. L4/ Th
year. l ? 40 hnnr______xm_a___mjnutef_ﬁé‘_z:?_e_M

name war None No....None
21. I hereby certify that I attended the d d from
5. Colnr‘th. ite 6. (o) Single, widowod, married, || Mo peh 1032 dan. JY 1873,
4 Sex..Homsle. race. o ooon M divoreed_ Widow that T lastsaw he=_pe aliveon O ey / ¥ : IQ,KQ:
6. (b) Name of hushand or wil’e..D eWitt 6. (¢) Ago of husband or wife if || 2pd tbat death occurred on the date and hour stated above. Durati
Immediate ¢ause of death e
Fuller alive... unknomﬂ d
7. Blrth date of deceased_.....LAKNIOWIL Landiae Decompensalioon |(0deys
{Month) {Day} (Yoar} - ne b lea / /"'["m é 2.£ _/.z zw 5
8. AGE; Years Months | Days It Less than oae day Due to. ,.4;‘- e WS [&J‘Lﬂ_i}.ﬁ_é[;’faﬁ.ﬂz:ejfpw
76 B 1 = =
. = = Dug to n HJ‘
9. Birthplace.. . UNKDOWIL __QEKQ.QEQ’L___ ) j wi=
{City, town, ar eounty} (State or foreign country) Q / f
L Other conditions Y W A
10. Usual occupation None {loclude pregnancy wil.hin 3 montks ol’zfulh)
11. Industry or b None 4 PHYSICIAN
] . - Major findinga: . .
g { 12. Name Unknown -2 Of operations Underline
E ¢
= Lis pinnpince . Inkmoym - ___Unknowrn. ieh death
- {City. towa, or county) (State or forsign country) Of autopsy should ba
i { 14. Maiden name_UUpnilcnown J cil;:irgaei? ate-
-] ] t ¥
S 16. Birthplnce__.mlknown U QN 22. If death due t ternal £l in the following:
= (Clty, town, or eo (8, or foreign country) * eath was due Lo exte causes, o the following:
" " i)

16. (a) Tnformant's own signatur f ) {a) Accident, suicide, or bomlicide (spacify

(b) Address__J 2.4 &
1. ( JRemoval. .

{Barial, cremation, or remaval)

(¢) Place: burial or crematio

: ansas
18. {o6) Signature of funeral d:reetor :de

{B) Addrm
19. (@)

T (b} Dzte thereof. Jan. I5 =40

. (¢} Where did Injury oceur?,

(Mouth) (Day) (Year)

(Dlu roceived local rughmr)

(Registrars signature}

(d) Date of occurrenca.

(City or town) {Connty) {3tate)
{d} Did tajury occur In or about horse, on farm, in industrfnl place, in public placa?

Speci of pla
While 8t Workla oo e P e Ot {0ty e
28, Signatur QA Aot OB (M.‘D:onther):&.@.
Address /0 webers (213 ... Do sgnod l-£5= 40

{Liccnsed Embalmer’s Statement oo Reverse Sido}




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. % }/%/d

Signed t
Licensed Embalmer No ‘? ?‘3

' P. 0. Address @/C, Wd,

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

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




