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"WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

DEPARTMENT OF COMMERC\?N

BUREAU 0F THE Cxuﬁ J
Regisiration District No. ..._._4__2__,_

\g'ﬂ-\MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH
Primary Regisuration District No.wé’o“__éi‘

Stale Fils No ’_

Regisirar's No.

1. PLACE OF DEATH, -
Marion.

(a} County.

) Clty or town______ HBIN ibel . Missourl.

Tf ontslds clty or town limits, write “NURAL" and onme of towoship)

{¢} Name of hospital or institution:

Leverinp Hospltal C)

itas or | H

2. USUAL RESIDENCE OF DECEASED:

(a) saeddlssourd #) County
Rural Perry,Mo R.F.D,

(If cataide city or'town Hmits, write "RURAL™

Rall s_,?/?

o
o

(¢) City or town

1B, erthplau P e oy »

(If not in b wrlte street 5 or k ¥
Length of stay: In h 1ori i - e || () Street No
(&) Length of stay: In oa?dta or Institution_ ,..Da,yg,;ﬁ’ o e
In this community d
years, months or days) {e) If forelgn bormn, how long in U. S, A.} years,
8. (8} PRINT MEDI CERTIFICATION
FULL NAME Cacil Fiaher, Z/ - 4
20, DATE 01? DEA s Mont day ==
8. {b) If veteran, 8. {¢} Social Security AN ﬁ
year. hotr, - minute.. .
name war. No._..N.Qne........,..w_ : -
- 21. 1 hereby certlfy that I attended the deceased from
d B. Color or 6. (o) Single, widpwed, muorried, 6’:— Ly 194/ to. ‘r // AI 19. H
s 3 . - 1 *
4. Sex__}.iﬁ-l_e_-__....... TRCE...e. ___:_L.._t_e divorced,.‘ﬁlﬂlgl.c_! that 1last saw h alfve an i . 19, _.:
6. (4 Name of husband or wife__..._.__,.._._...._.. 6. () Age of hushand or wife [f]] and that death occurred onjthe date and hour stated above, Duration
; ura
allve.. oo i years || Immediate cause of degth_ar 3
7. Birth date of deceased sz n Y i 2D 4 1926. W 9 YW IV, ¥
“(Month) {Dny)} (Year) n_"
8. AGE: Years Months | ‘Days I l2as thau one day Due tomfd*%“} : .. ?&b(
1_4 9 L &"1 2 P . min “ n Z P, o
H - Due to,
9. Birthplace_ Pe I‘I':Y. UMi 5 Eeuri L3 " q . ’ ’
{City. town, or county} {Stats or forcign coantry)
Other conditions.
10. Usual occupation S cho Ol . {Includs prognancy within 3 monihs of deask)
11. Industry or business..... SCH 001 _ PHYSICIAR -
5 [ 12, nime -He Vo FigheET sl et —
E Underlina
= L13. Bisthplace Santa Yeeg, l;’MiS gouri, :‘3;;“"1’;::
LY {Seate or frelgn country)
& (14, Malden naree_BOF HELE Tt e, Ofautopay. e
E tistically.
A

lty. tn-r A
16. (o) quarmant....

%) Addrése__: Perrv JMis

sSouri

: \_ng,i_gf%ui ______

ﬁﬁb Removal

{Brrial, cremstlon, or rémoval}
(¢) Place: barlal or cremadlon.

18. {q) Signature of funerai director..

rul-unr)

S O S
19, m%ﬁ?ﬁ;ﬁgé L1947 @y ,

{®) Date theceol May. 11 19 4][*
(?-lnnu:) (D-!) (Year)

A
(Rexistrar'y slgonture}

22. 1If death wus due to external cauvses, fill in the following:
(a) Accident, suicide, or homicide {specify)_

(3) Daze of occurrence
(¢) Where did injury occar?.
(City or vown) l’ ty) (State)
{d) Didinj i‘,f?occur in or about borae,on farm, in Industrial place. o public plece?

(Licsnsed Embalmucr's Staterment on Rorersa Sida)

LFV;:‘.,‘ (8pwcity type of place)

ai m@] (o) M of ln]ury.....__.....__.)j.

23, Slznature | ! ‘6‘4- & (M. D. or gxe

Address //%/ L nttd, % ate dxncdé;—,&.ﬁ
=
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STATEMENT BY LICENSED EMBALMEB_

: R ) .
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed Ly me, paty

v .
!-'

+ Registered Apprentice No

working under my personal supervision,

Signed @W CA) _/.»2-4-&4-—;

Llcensed Embalmer No._§ i & 0

P. 0. Address_._

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failare to eomply
the above c.onstltutee gmunds for revocation of license.)

A8 .
Ay If this body h not‘em.balmed, abore space should be left blank, - - ot
oy T '




