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ain terms, so that it may be properly classified. Exact statement of OCCUPATION is very impgnt.

N. B.—Every item of information should be carefully supplied. AGE shonld be stated EXACTLY. PHYSICIANS should state

CAUSE OF DEATH in p!

T + AlWIN]

1. PLACE OF DEATH: . 2. USUAL RESIDENCE OF DECEAS]?D:
(a} County. Howell o . ' .
o o8t . Plaing (@ siste. HLSSQUTL % ) comy_ Howell . 4L
(It outaide cil town limjts, writa "RURAL"™ and f townshi, .
(¢} Name of hospital :r“msa:\;:l:u m:_‘ . B ? {¢) City or town WVest Plaing : {
352 Walnut Street / {If outaide city or town limits, write “RUBAL ") 7
(11 not in hoapita) or imstitution, write street numbet or location}
(d) Length of stay: In hospital or institution (d) Street No. 592 Walnut
(Gpecily whather {If ruzal, give location}
Inthis unit;
" yoars. monthe or deye) | () If forelgn born, how long in U, S. A.? 09 _yegars 0 years.
. MEDICAL CERTIFICATION
(o PRINTe Mrs. Agnes Pirnack
rRTETE P rr— 20. DATE OF DEATH: Month K€D 223 day &8
A v an, .
eteran, :-J o ecunty year. 19 41 hour, G; 2 15 minute. De M.
nam: ar. "
° ¥ , h 21. T hereby certify that I attended the deceased from_ F€De 13 th
5. Color or & 8ingle, widowed, marri S 1 ;
\ o Fiémale whit gt S T 15, to-—FDa_26%h, ., 1041
ex.. rac divoreed 2 GOW that T last saw hX .. _sliveon Feb,.. 268+h 1941
6. (5) Name of husband or wife__ 6. () Age of husband or wife if §| and that death occurred on the date and hour stated a‘gove Duration
alive oo ... —._years || Immediate cause of death
7. Birth date of docemed..... FED 5 16 1875 Cardiac Dilatation, Acute 24 hrs
(Maonth) {Dey) (Year)
8. AGE: Years Months Days If icss than one day Due to Mvocarditis, Chre 1
6 6 0 10 R A min. W/
j j # Due to 7 ]
5. Birthplacs..... .S LMANY S - A N
- (City, tawn, or county) (State or farelgn country) i F
' Oth ditions
10. Usual occupation & t homp (l::l:;? preguancy within 3 montha of death) ——
11 Industry or business PHYSICIAN
M, fi H . —_
& { 12. Name, Herman Weible l&r nﬁizﬁn“ Underline
| ]
& \ 18. Birthplace Germany ; @ ;;/ -?ﬁc'?t:l’eﬁﬁ
. tats or foreign .
g s RS Ty HEP e b
y.
{ 15, Birthplace Germany 4 22. 1 d a roal fill in the [ollowing:
= (City, town, or mm!) ; (Biate o forelgn souutry) . eath was due to exte CRUEES, X n the following:
18. {a¢) Informant’s own signature. Chris PlrnaCk . (a) Accident, sulclde, or homictde (spocily
() Addrens West Plains, lo. (b) Date of occurrence.
oecur?
| 1. @ ____ur_l.a_;l.______ (® Date thereet._ F€D s 28, 4] () Where &id injury G arirs) ~ (Eaii)
Burial, cremation, or removal (Month} (Day) (Year) || (@) Did injury occur in or about home, on farm, in ind  place, In pu.bl.lc plsce'l
(e} Place: burial or crematio 8-1’. I’aw n o 1.7
18. (a) Signature of funersl di Cea s (ffﬂe o work? el me S A Injury o
Addr N
. ® can Y 28. Signatdr #4 (M.D,
19. 3
(e) (Date recaivad local fegistrar) @ {Registrar’s signatare) Address West Pl alnB,‘ Dete sign 1

(Licensed Embalmer’s Siatement on Heverse Side)




RECEIVED '
District Health Officer No. 5,

Date Filed

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 e

workirig under my personal supervision.

/ Licensed Embalmer No : ,4/ d 3 /

P, O. Address

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

If this body is not emhalmed, ahove space should be left blank.

.



