DEPARTMENT OF COMMERCE
BUREAYU OF THB CENBUS

MISSOUR1 STATE BOARD OF HEALTH

10521

'a' ] APR I REE STANDARD CERTIFICATE OF DEATH Stats Fils No
Registration District No, ____Primary Regtstration District No=D O (1. 9 Regisirar's No ? {
1. PLACE OF D(I:EATH: 2. USUAL BENCE OF DECEASED:
ape
(a} County.
@ City or town.GADE._Girardean, Missorl @ se Mi8souri # county__COUNLY
(If outsids city or town limits, write “RURAL"™ sod nams of towmbip}
(¢} Name of hospital or institution: (@ City or town BR. F. D. # 1

Vv

{If ot in bospitel or lustituiton, writs stroet oumber or kocation)
{d} Length of stay: In hospital or Inztitution

{Bpacify whethar

Inthis community.
years, motiths or days)

(11 ontaide city or town limits, write “RURAL™)

(d) Strest No

(1t rural, give locatlon)

(¢} Ifforeigh born, how long in U. 8. A.T YQars.

(.2 ¢

3. (@ PRINT Della Fern Ford

WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORLD s

N. B.—Every item of information should be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS should state
CAUSE OF DEATH in plain terms, so that it may be properly classified. Exact statement of OCCUPATION is very important.

<fSPoT X19311

BV, Sl {0

MEDICAL CERTIFICATION

NAME
TR ———— 20. DATE OF DEATH, Moan}M/ 5
. (b) It veteran, . {¢) Soc ecurity year / f & . olnute 3 f ) !
name Wwar. No. N o
2 1. I hereby certily that T attended tho deceased fro e vresa — ‘
5. Color or 1t 8. {a) Single, wigir-ed. mirﬂed. IM- . . ~ 1 9_"_!;
° ° B0 ot stre T £2
4. Sex Femal rae dtvoreed D2TIBC that I last saw alive o O iy 19
6. {§) Name of hushand or wifa.. e 6. (¢) Age of husbang or wife if |} and that death occurred on the date and hour stated above. Durati
aliv J— 1} e of "‘”‘t \
7. Birth date of d 1 Aug. 9 19235 M I
{Month) (Duy) (Year)
8. AGE: Years Months Days 1f less than one day Due to (\p
haY
14 6 25 b, ot AW
ﬂ Due to %
9. Birthplace. CEDE Gi rgrgeaun Missow -
- S t 'E or county) {State or forelgn mnl-rr)
u en . Other conditt
10. Usual aceopatlo (bnctide reganncy witbin § montie of deeth) J——
11. Industry or business. F d PHYSICIAN
] . Major findings: se———— ——
&/ 12. Name George or 2 Of operatl Underline
= L 1s. Birthplace wolﬁf‘ Lake (21 ioin : :,i;,g::lz;sg
Ly, $OWD, OF COUDLY. tate or forslgn country, e Ishou °
14. Maiden name E thér "Ya 't Of aatopey. |My“
15, Binbpace DL OAGELE Missourlyy - .
. Gty tomm: 7 /— {Btate ov foveign countey) || 22- If denth was due to external causes, fill in the following: .

18. (o) Informant’s own signatur
@ adaress. C2D€ Girardeau, Missou =}

1. (@), Burial S3=-B=1940

{b) Date therpof
Burial, eremation, or removel) {Momb)} (Day) (Year)

(c) Plu;e: burial or crematio F Qnt’ C cme t eI‘V
18. (o) Signature 6! funeral &anorﬁ?@i —

(b) Address
3 - ‘-—‘-[0 [

{Dats received local n‘h

19. (a)

a1

(@) Aeccident, suiclde or homicide (specify)
{b) Date of occurrence. =
(¢} Where did injury cceur? =

{Cliy or town)
(@) Did infury occur in or about home, on farm, in mdméu pl-ce. in public p?me'!

(Bpecify type of place) .
While at work?. &3 (e) Means of {njury.
AI I 7] (M. D. arothes)

Date slgned_ ..

\) C/'




STATEMENT BY LICENSED EMBALMER

1 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 personat supervision.

) P. O. Address

Note: The nbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the above constitutes gr'ound[s for revocation of license.) '

If this bedy is not embalmed; above space should bé left blank.




