RECORD

N. B.—Every ltem 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.

DEPARTMENT Omm 10

BURBAU QF THE CERBUS

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICAT

Primary Reglstration District No.

State Fils No.

44494
OF DEATH
6.3 &

Registrar’s No

Registration District Nulj.___é

1. PLACE OF DEATH:

(a) County SA LINE
MARIHALL

() City or town.
1t ouside civy or town limits, write “RURAL" and nama of township}

{
{¢) Name of hospital or institution:
Home fovthe A’gedf/

Geovgn Brown Blossey
(If not in bospital or inatitution, write street number or loeul.lo

2. USUAL BESIDENCE OF DECEASED:
(a) State /mo (3) County. SA'L} PCE ﬁ
(e) City or town WRS}/ALL-'

-~

(If outaide <ty or town limiw, write “RURAL") s
@ siront No 3 Tl EAST W EAST waﬂ
{If rural, give location)
(e} If {oreign born, how long {a TF. 8. A1, yoars

(d) Length of stay: In hespital or inatitutio Y A
{Spoclfy whether
In this community. U vrS
years, months or days) 7
s emor. REBECCA ANN._ THOMESON
8. (b) I veternn, 8. (¢) Social Security
name war. No.
5. Color or 8. (a) Single, widow marr{ed
4. SeLm.L% _____ race.. B d!vorced Widow
F720.
6. () Name of hughand or efl....coceeeeeeeeee .. 6. {£) Age of husband or wife i.f
17/05. 12 0 MPS od allve_ ... jﬂ
7. Birth date of d _glf‘- 7 1&5
{Moath) (Day) (Your)
8. AGE: Yea.:u *| Months Days | H less than one day
g r 6 7 I br. min
9 Binhplaco__m@g GOVNE)’ Mo, .. 0
(Clty, town, or county)

(Bmu foreign eom:trv)
10. Usual oceupatien ”Oy ge.WJ'FP . .

11. Industry or busthess

2 { - vome...d B HART L
= | 19. Birthpleco_ YN KN W Y
i

14, Matden name v i\'_“ﬁi ?V S
18,44

(State or Loveign conntry}

7

(Stats or !nnlm country)

15. Birthplace m.le(' W

City, town, or connty)

-xggc/ 7/7»“—6—4—4—

=F~— (%) Dats thereul_._lz__.a;_dﬁl
(Mdatk) (Dgy}, (Year}

(e} Place: burlal or cremation

18. (a} Slgnature of funeral director.

rmant's own signature,

nfo

I

MEDIC. TIFICATION 4
20. DATE OF DF?TH Month . day.
yaar_.__L l{ .L hour.. .......[ .t.........‘?....‘.)........minute.............A.....M

2 1. T hereby certify that I attended the d d from.__:
15
that I lastsaw b glive on_ N - 19821
and that death cecurred on the datg
Duraion
-2
Foal ? o
Dug to 1 e {, & ‘
Y NP Ereeag t
Other conditions. ‘J
(Inciode progoaney witht 1?9:1&- of death) e e
) PHYSICIAN
-Major findings: v —_—
Of operationa Underline
the causo to
e
shou L]
Of nutopay. eharged sta-
4 tistically.
22, I{ d enth wae due to external causes, fill in the following:
(a) Accldent, suielde or bomicide (specify)
(d) Date of cccurr
(¢) Where did injury oceur?
(City or town) County) (State,

(d) Did injury g in or ebout home, on {arm, In ind place, In publie plau'l
=} AA (f} i) F J
f F oo (Spflly t1e of piace) -
e nLw (c) Melna o! lnjury

fl‘ -‘ ’u"/l’/[k“x

() Address 4
*Reir 28, Signat D or other
b (a)(Dau roceived lonlnzi:!m—) @ Addres M‘L‘Omﬂ' Date sign

(Licdhsed Embalmer’s Statement on Reverae 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, or by

, Registered Apprentice No

slgned@-naa?.-/ ..........

Licensed Embalmer No 3 7 ‘5- 7

working under my personal supervision.

P. O. Address. At LAY

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

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




