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

DEPARTMENT OF COMMERCE
BUREAU OF THE CENSUS

DEC
15 1941 ag

Registration District No........%

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registration District No._m./

Dr. WakewmB®R 31) 1"

Siate Fils No

waswes mo D 35

1. PLACE OF DEATH:

() County...-t LNE 7
() City or t0wn-spfjn Elﬁ J [t

foumda oty or town limits, write "AUBRAL" and nams of towoskip)
() Name of hospital or [nstitution:

897 _Normal

{1f not in hospital or institution, write street number or location)
(d) Length of atay: In hoapital or inatitution

40 ¥faars

{Specify whether

In this community.
ysars, monthy or days)

2. USUAL RESIDENCE OF DECEASED:

(o) state__Jlisscuri . ) County__Greene .. &L
(¢) Cityor t,own......_..,.........s field 2
f outaide oty or town limits, write “RURAL") é
(@ StreetNo.......09.( _Normal
{If rural, give Jocetion) 0
(e} Citizen of foreigh cotintry? {Yes or No)

If yes, name country

3. {a) PRINT
FULL NAME

Grant. _Burkhead

3. {¢) Social Security

MEDICAL CERT] IFICATION

20. DATE OF DEATH: Month. NOWa. - day....29

16. (a) [nformant._MI:.a..n_...&lI.Le._.B.unKhﬁand_ .....................
® Adaress Springfield, MO, o

3. (b) If veteran, g .
1941 ? mute &5 0. M
name war. oo No o year— hour - minnte *
21. T hareby certify that I attended the d d from
” 5. Color or 6. (a) Single, widowed, married, || Se. 27 199 8. to tu .,Q)!............... R lgy_/
s Malef | nefhitel  dvoce MACTiedl , i wente. aveen.. Now . 27 ¥l
6. (5) Name of husband of Wife . oocecerer 6. (¢) Agegof pusbgnd or wife if || angd that death occurred on the date and hour stated above. Duration
ead ... alive ML AT rs Immmh
1 i oot cccmeeJuly 22 18ea |l Keadd [waﬂt
outh) (Dl!’) (Yoor)
8. AGE: Years Months Days If less than one day h Due to___%h‘gg__[ 3 2,&4)
1 73 4 ? hr. . min %' ------- i
Due to — L -S| -
5. BinbplaceD@s Maines el X, e NKUba 4 I ;""‘
{City. town, or county) (Shuw mmunl.rt) —— T S D SR M A
Other conditions
10. Usual oocupar.ion._..heupe@, (Includs pregasncy wichin 3 manths of death)
1. Industry or business Grocar o \ PHYSICIAN
Major Gndings: —_—
E 12. Name M, . Bur knead , Of operations '\r m ‘\ Underline
= | 1. Birthplace W ngm_*j ............ & J.._a.nﬁl) thecause (o
W, OF county, tate or foreign country,
Of aut shouold be
5{ 14. Maiden name... %IJE LWL, 7 L putoper. t 'c:ﬂ‘m.
; Unknown Unikcnown : : tistically.
15. Birthplace. - R
§ irtap City. town, of saaniy) {iate or farelgm counirs) 22. If death was due to external causes, fill in the following:

Accident, suicide, or homlicide (specify)

(o)

(8) Date of occurr

. occur?
17. @ . Burial. ... () Date thereonﬁ.ﬂ. - || @ Whese did injury (City ox 10w} {Coumiy) (Srate)
(Burial, cremation, o removal) Monu:) (Day) (Y«u) (& Didinjury eecur in or about home, on t’arm in industriat place. in public place?
(¢) Place:.burial or cremaﬁomﬁazelﬂOQd o
18. (o) Signature of funeral director_...H. I—.I,,_. Lohmeyer.._h S (& Means of injory e
®) address_Springfiel y W@ S T =7
19. E~d —_—— by LA - 3
I (ﬂ)-(l)-ur-:cifad local ragistrar) _( ) e . Date ﬂ;ﬂﬂd e
sidY) 7

7ry

(Licennssd lﬂdnlmar Statementlon Rev.

\



-

STATEMENT BY LICENSED EMBALMER

working under my personal supervision, - - : -
) : IV S-tgned.......M '?

\ : . Licensed Embalmer #:
P. 0. Address. 4 ' //J

é/ &
RITING. (Failure to comply w:

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN
the above constitutes grounds for revocation of license.) -

If this body is not embalmed, fact should be so stated above. ' T >Z




