ALY R AL RN ASF

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.

B Nl 17
IRegistration District Nn_.ﬁhﬂ_.__.___

DEPARTMENT OF COMMERCE
BUREAU oY THR CENBUS

STANDARD CERTIFI

ensqn 1

MISSOURI STATE BOARD OF HEALTH

Primary Registration District Nn.......ﬁﬁﬁ...._«

CRIE OFDEATH s 18920

L. PLACE OF DEATH:

7
@ comty. Livingston ! o =
(6} Gity or town Rural

(1 autside ¢ity or town limits, write “RURAL" and netie of towaskip)
(¢} Name of hospital or institution:

—% mile S. Chillicothe-Highway 36=-¢
{If oot in bospital or institution, wrlte atreet number or tion)

{d} Length of stay: In hospitalor institution.

- (Specify whetlue
Iothmcommunity..L0AXLY years A

yoars, months or dayn)

2.
}(,,, state Migssouri
5:} City or tow

7 (d), Bureet Ne._.HEXTiman

Registrar's No—éL—
USTAL RESIDENCE GF DECEASED:

® County_LiIiIl&S_t_Qn__.
i the

{1f outalds eity or town limits, weite “RURAL™)

L (If rurel. give location)

{e) I1f forefign born, how long in U. 8. A.Y. Years.

s o ey e James. He O'Haver  JbO

3. (d) If veteran, 8. (¢) Social Security

name war, No
5. Color or 8. {(a) Single, widowed, married,
4. SexMﬁ-lQ_._..___... rnce..ﬂh.it.e... divorced.MaIriﬂi
6. () Name of husband or wife....cccenevieeiseee. 6. (¢} Ago of husband or wife if
Alicﬂ_M.-_QJHQ_V.ﬁL_. s e nltva.._.._...é_ e Y EATS

T. Birth date of decealed____.___.o_g..t Q_..Q..._._.__..g ?._._.._.155.6_._

(Month) (Day) {Yoar)

8. AGE: Years Months Days If less than one day
51 6 12 br. min
8- Birthplace— {City. town, or m]nts') (State or fareizn eonnm);;

10. Usual occupatio:

11 Industry or business

MEDICAL CERTIFICATION

20. DATE OF DEATH: Mnnu;_?Zzlnf__ﬁ.day

mm»l:g_g...a___hour ‘#..z,.,mhmta_._____M.

¥
21. I hereby certjty tiat I ghtended fhe deceased 17001 2A Aoy llverrerire
, o 18 .

that I last saw wnlive on___%ﬁa e 32
and that death occurred on the date ald hour stated above.
Immediate cause of degth.

A

Dua to.

Due to

= \ ‘
Other conditiona i
(Include preguancy within 3 moothbs of death)

PHYSICIAN

Major findings: —_
Of operations Underline
thﬁ ccl:m to
- . . ) dest]
lshould be
Ot autapsy...... 228 @ﬁ

2 { 1z. Name_S0) omon Q!'Haver I
S | 1s. Birthptace Unknown Unknown
&Clt s 8 ecuntry)
é 14. Malden nam
{ 15, Birthplace
- (City, town, or connty) (Stats or foreign country)

. (s) Informant’s own mmamm
®-adren 12 _Horriman Chillicothe, Mo

. (a) (8) Date theraoL._._.ﬁ__](L.A.o.
(Moatk) (Day) (Year)

{Burial, cremation, or remaovel,

" (e} Place: burlal erwemation WA e] ing
18. (o) Signature of funeral dheetormmm“m

(%) Address_.__)\

22, If d eath was due to external cavzes, fill in the lollowing:
(a) Accident, suicide, or homicide (spocity)
{b) Date of cccurrence,
(¢) Where did injury occur?

(City or town) s
(d) Did infury oecur in or about home, on {arm, In {ind place.

(Btate
n publie p)z.u'!

k Specify t; place,
b %c at work? (c)”.“ of injury.

A
(M.D. owetires_

19. (a) 5_-—/00[’;% . ® % 7 %E ;m @I: 28. Signat
«13. {a, ’]
(Dats received local registrar) {Registrac’s signotore} " . Ad Date dﬂw-
ey e T TSP oo



.

i ) 3;;'
STATEMENT BY LI;ENXSED EMBALMER-

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

..................... Flton. F. Norman & E, R. Nbrman (2374). .., Reglstered Apprentice No
workmg under my personal supervision.
Signed /%"’ j 77
LT Licensed Embalmer No. 40'35
P. 0. Address.._......... Chillicothe, MO..

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

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

.




