MLBANE LN A ARELUL.AFAVWRY

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,

T Bt ma Ghn 0 oSTANDARD CERTIFICATE OF DEATH 28143
URBAU OF THE CENSUZ ‘I State Pils N ‘
Regl:trntionDtu Hl& M‘ Prlma_rz Registration District No.._j_i:{_i_ RW._N« f f /

1. PLACE OF DEATH: l __,/7 2. USUAL BIEIDENCE OF DECEASED:;
{a} County. Ca laway, . o . A ‘ | F—.
&) TR A o A s LA 7| rbrate. jssourd ® County_@llaway
(I outaide city o fown [finlts, writs “RURAL"™ apd oame of township)
(¢) Name of hospital or institutlon: R
(e} City or town 1yanl
Rural Yt Sftnie city or town limits, write “RURAL'}
(It not in hospitai or 1astitation, write street number or location)
(d) Length of stay: In hospital or institution none % {d) Street N03 m 1 es we St f thl" e
(Specify whetber (If rural, give location)
In this community Ten Years
years, months oy days) {&) If torelgn born, how long in U. 8. A.T. )
Y MEDICAL  CERTIFICATION
8. (@) PRINT -
FuLL NAMe OgVille: | .LYQMM.BBM
4 =y 20, DATE OF DEATH: Monts AUBUSY _ aay 2l
8. (b) If veteran, 8. (¢) Social Security __.l 940 B 3 tente PM
ninn
name war_.. 1018 No._..M.Qn.e.,_._. LI :rea.r; i 1 ou; the d i1
21, ereby certify ;hn attended the rom
5. Color or 6. (a) Single, widowed, married, / é«yvq l/ 1. i‘?.
esexMale | Ahite avored Marriedl 4 s slveen 4«»-4_ - A 104,
6. (5) Name of hushand or wife..._._.—.—...... 8. {¢) Age of husband or wife it || and that death oeeurred on the date and ficur stated above.
Duration
M&ESLE;_DENNIL..____ — n.live_,_..s....s.._............yem Immediat@m of deam_%
7. Birth date of d d lO 24 1869
{Maath) (Day) (Yeur) Nl P
V -
8. AGE: Yeara Months Dayn If less than ona day Due to. {? ‘{,l f (ﬁ"
70 9 26 e hr min, M

Due to

9. Birthplace gsourl A ( o .
{Cizy, town, or county) (8tate or farelgn country) 6ﬁ Z
Othor conditions Wﬂ

10. Urua! occupation Farmer (Include pregoancy within 3 manths ofFl.h)
11. Industry or businem, | PHYSICIAN
M; findings: —
% { 12. Name g Denny agf o;mnf?nn. Underline
. the causa to
2 | 12. Bintn _Missouri}
™ place t.Bn. Pl (Btata or forelyo country) Of wnt 7“'1 m%ftr !:ll’
£ (14, Matden pame. ra ﬁ ol L ‘t:tl::lrg:udm
E{m Birthplace Missouri - : i
= iy, ot county) State or forelsn couotry) 22. If death was]due to ezternal causes, fill in the following:
16. {a) Inf nt's own algnat EE ﬁg;é ﬁ éaz 2 Z i (a) Accident, suicide, or homicide (specly).
(8) Address Cuthria . o (d) Date of oecurrence.
1. Borial ® Date thereot 8/ 23/1 940 || (@ Where didinjury o (Gt o) (Conntn)  (Beata)
. (Buarial . crytmation, oz removal} (Month) (Day) (Yer) |{ () Didinjury occurin or about bome, on farm, in industrinl place, In public place?
() Placa. bu.ﬂnl or eremation
{Specily type nfnhe-)
(0) M of injury.

T
(M. D. ommther). . __

18. (a) Si;naturc of funeral director: 4 L i L4 Whilg at work?
(% Addrem_NeowWB A 2
Date =ign L m-‘ﬂ

19. (a} 940 W \)_f| 28 Stems

(Dats vod local regletrar) (Reglstrar's signatare) Ad

{Licensed Embalmer’s Statemment on Roverso Side)




: 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, erbz.

, Registered Apprentice No ' :

working under my personal supervision.

.o

Signed.

Licensed Embilmer Nol.ég/ 0/ d {

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

If this body is not embalmed, above space should be left blank. ’ £ : '



