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Registration District No...

15 194!&!550URI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH
Primary Registration District Noj_ﬂﬁa

State Fils No 10966

Regisirar's No 4"'9

L8
1. PLACE OF DEATH:

@ County...J @BPOT

() City or town

Carthage
{1f outaide city or town Limits, write "RUIAL" eod name of township)
{¢) Name of hospital or institution:

1E01 Jersey St, /

(If oot in hespital or institution, write street number or locntion}
(d) Length of stay:

Tn this commurity 25 Davs

years, months or daya)

In hospital or institution

{Specify whether

2. USUAL RES!DENCE OF DECEASED:

?‘?7
é!(

i

)

(Yes or No)

(e} State...- (&) County.

{c) Cityortown.. W&Shington- Dl G-

{If cutsida ¢ity or town Umits, writa "RUBRAL™)

@ sweetnoThe Portner"-15th & ¥,.N,H,

(11 rural, give location)
No

(e} Citizen of foreign country?.

If yes, name country

Minnie Belle Powell .

3. (a) PRINT
FULL NAME

MEDICAL CERTIFICATION
20. DATE OF DEATH: Monmtn.. March  ay 261th.,

3. ) If veteran, None & @ SONdz Securlty year. 194 1 hour. 3 . OO minute. P M
name war. No. ne Ma h 2nd
21, I hereby certify that I attended the deceased from......2 N5 T c”.l'] ______
S. Coler or 6. (g) Single. widowed, married] 19___%__;!.", Merch 1 9th 9. i_l

s. seFemale...| nithite.. divorceaMALT QA 1| 11t [1ast saw RO T alive o Mareh 19th 19,41

6. (5 Name of hushand or wife... e 6. () Age of husband or wife if || and that death occurred on the date ard hour stated above. Duration
.Fredric_ H..Powell... alive..... ...years || Immediate cause of death......, e

7. Birth date of deceased......MALT.CH "

(Month) (Day) (Year) N
8. AGE: Yeara Montha Days If less than one day Due to. %}p@/{%%
&8 0 6
Due to.
9. Bu'thp!ace,Al bm J VPP Ne_ﬂ _QL&_.!.
{City, mwn or conuty) (Suu or foreign country)’ e

10, Usual occupation_. ougewife Otber conditiona

11, INAUSLEY OF DUSINEES. oo eessr e e amens st s s bt simsssstsnne W] L,
= M findi —_—
E{ 12. nameWill1lam Watson. o & opeggm - ‘""‘iej ! Underline
B .
=\ 13, Birthplace_ Elliﬂa___z___ R\ {- - 7 T

City, o (n]
g { 4, Moiden name JOSE PHINE. . Prestans e o Of autopsy- 1€ poutd o
tistically.

§ 15. Birthplace.... A 1((3?2'}-:‘ L oanty) (%om%[ 22. If death was due to external causes, fill in the following:

16. (o) Informant. .o _Ha Powell

» address. The. Poriner!. -Washingion,D.C
o Oremation = @) Date thereat. 2=A8=41

17.
(=) Barial, cremation. or removal) (Month) (Day) {(Yeas)
(&) Place: burial or mmaﬁon_.Kansas..-C.Lt.y.,m.l‘io._. ..........
18, (o)} Signature of funeral director.. Edu - C ... Ulmﬂz. .............

® address 1208 _Garris on, Cart

19, a%A'sz /f_ﬂ ) . % m“h"%:%g&,ﬁlm

{Date raceived I.onl regutrar;

{6} Accident, suicide. or homicide (specify) NO
None

Nnnp
[City or tewn) (County) (State)
D} mmry occur in or about home, on la.m in industrial place, in public place?

of pl.u:o
Wlule FUR 1) 37 AR — (:) j
23. ngnat Lt o e

t;_ .S_t_._,_

(&) Date of occurrence.

(¢) Where did injury occur?

Address__¢

(Licensed Embalmer’s Statement on Reverse Side) bﬁma“e » Mo,



L ; . B f’,_;.-|

'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..........

working under my personal supervision. - . ) )

* LT POAddress

Note: The above MUST BE SIGNED BY THE LICENSED EI\IBALBIER in lus OWN HANDWRITING. (Failure t¢/comply wi
the above constitutes grounds for revocation of license.)

If this body is not embalmed, fact should be so stated above.
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