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1, PLACE OF DEATH:

{a) County.

Jdoclraon

(&) City or town. Ransgag. Sity

(Ifouulda city or town lim#s, writa " RURAL" and neme of township)

{¢)} Name of hospital or institution:

Ah34d Wabash Averms

(d) Length of stay:

in this community,
years, moaths or days}

(I not io hoapital or institution, write strest nu.mher or Jocation)
In hospital or institution -

31 Years /

{Specily whether

1. USUAL RESIDENCE OF DNECEASED:

(@) State. MIgssouni. _ (® County__J8cltson

Kananaa City
(It ontaide city of town Limita, write "RURAL")

(&) Street No..2024 _Wahash Avenue

(If rurel, give location)

() City ortown

Q
'\?la“i.

A s,

{e) If foreign born, how long In U, S. A.7.

3 gl)JLl;.Rnl{ﬁF Mra, Nallie M

Millis

3. (&) If veteran,

3. (¢) Sodial Security

MEDICAL CERTIFICATION

20. DATE OF DEATH: Month. QCthobeT 2y 26th
ymr.___l.gﬁl___ hour___. ._._.ll_ minute....EJ.l_..A..n_M.

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

o)

Mo No. None.
name war. 0.... R
. T hereby certify that I attended the deceased from.=: 0 oA -
l 5. Color or 6. {a) Single, widowed, married, 19“!’*1_. o Q d\ - & 19_‘.*_’.;
4, s Fomale | nellhite . avorcecdMarried that [ last saw hod A ativeon_ (D I ___ZHQ___.. 1 [.
6. (b) Name of husband q/ e 16, () Age of husband or wife If || and that death occurred on the date and hour atated above.
. . Duration
w Millis ative . 88 years|| Immediate canse of death
7. Birth date of deceased [N EM .__J_.L___. 8..6.1__ R z %‘:F‘(Mr o] -
(Montb) {Day) {Year) !
s
8. AGE; Years Months Days 1f less than one day Due to_._.ww*—ﬂ
|
hr. min . v
79 10 15 Du o o [
9. innpace P1LOtte City . A
{City, town, or coanty) (Stats or foreign country) =
10. Usual occcupation. T—T(‘ﬂl ha e“}'if‘ =] Otrtzer-”‘-ﬂ‘::”n“l within 3 ha of dﬂﬂl)
11. Todustry or b_mim-n PR " i o PHYSICIAN
&1 Nameﬂwm Beeory *BF enerations -—
E I Underline
= . Birthplace. b) Olxio the cause to
P 0y et g o P Bl e eaiq e
. Malden name. Of autopay. should be
{ W yl tatleally.
. Birthplace.
oL (Clty, tawn, or county} (State or foreign couniry) 22, If death was duc to external cavses, fill in the following:
16. (c) Informant éf A (a) Accident, suldde, or homlcide (specify)
(b) Date of occurrence
(5 Addregs, F& T . e o ,
17, (@) mix ¢€ () Date thereot. el AP Ll || 0 Where ury occur T rr— T
(B‘“'i" cremation, o removal) (Month) (Day) (Year} {d} Did injury occur in or about home, on farm, in industrial place, in public place?
{c) Place: burial o/
(Specily typa of place}
18, (o) Signature of fnnml director. Whils at work? poct ,(?“eans of injury. Lo
(b) Adi
19 23, Signat: M.D,orother)_ .~
. ) 2
Daur{nv-dlodrukmr) {Regiytears aignatore) Address, te signed ...

{Licensed Embnlmer’s Statement on Raverso Side)
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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 15 2

, Registered Apprentice No

_working under my personal supervision. i 8’ .
' | Signed . U Ly

E - Licensed Emhal% No..... /7/ 2 7 a
' - P.O. Address A/@ﬂ{—ﬁ

Note: The above MUST BE SIGNED BY THE LICENSED E\iBALMER in his OWN HANDWRITI.NG (Failure to comply, ¥
the above constitutes grounds for revocation of license.)- ° A

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




