N. B.—Every item of information should be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS should state
CAUSE OF DEATH in plain terms, so that it may be properly elassified. Exact statement of OCCUPATION is very imporiant,

DEPARTMENT OF COMMERCE MISSOURI STATE BOARD OF HEALTH

o IR7H2
. WEL°YPET _ STANDARD CERTIFICATE OF DEATH  swrune 0 £
/14

Registration Distriet N = Primary Registration Distriet No. “‘“) / Regisirar's No.

1. PLACE OF DEATH:
@ County...MaCON, Russell Twp,

() City or town.__ DTN , Bursi
(If outaide city or town limits, write “RURAL" end name of township)
() Name of hospital or institution: /

{If not in hoapital or institution, write street number or location)}
(d) Length of stay: In hospitalor Institution

2. USUAL BESIDENCE OF DECEASED:

’

(e) State_ 1O (t) County. Linn J &g
‘Bucklin _ Rural a

(If outalde city or town Mmits, write “RURAL"™) d’

(e) City or town

(d)} Street No.

(Ll rural, give locwtion)

(8pecify whether
In this community a7 Years / ‘
years, months or days) {e) If foreign born, how long in U, 8. A2, uter Y RATS,
MEDICAL CERTIFICATION
a. PRINT -
oL e . JOHN DEVINE N .
20. DATE OF DEATH: Month ov day. o
8. (b) If veteran, 8. () Socisl Security . 9 1 W 6 - _n
name war N Q No. NO year. OUT. minute. M.
21. I hereby certify that I attended the d d from. N
5. Color or 6. () Single, widowed, married, 1w e /26 o _&/
male whi i : " — ’
. Sex {2 e White averegAL L ed (1 o L1L2 . w0
6, {(b) Name of husband or wifeo . 6. (¢} Age of husband or wife if [{ and that death oceurred on the date and hour atated above. Duration
Ellen O!'Brien AUV Oersae b _yearn Immed%o! death
7. Birth date of d a Feh, 14 12864 || e —ﬁﬂéﬁmu [R—
{Mouth) (Day) (Yoar} / / .
P74 l‘ 7 N
8. AGE: Yenrs Montha Days If less than one day Due to_dé.ézzzda_\: . IR
/ o
7 7 9 l 3 hr. min. ||. b
e to.
9. Birthplace__Macon Co S5 Mn
PG!W. town, or county) (BYate or foreign country)
— . 2 e QOther conditions )
10. Usual occupati rmey (I:!udu pregoancy within 8 months of death) h —
11. Industry or businem _ LA / PHYSICIAN
o mr ; s Major findings: R y —
E 12. Name T_imoth}’ DeVlne .16’; Ol;erggi’nn- IV) QVV Underline
= | 13. Birthplace . C0. _Gallway yII":‘:[ aned e gt
%lu tow wuﬁ tuuortwulnmln) Ofaut ’ nhould be
14. Maiden name. 31 r T onnel Py, charged sta-
{15 Birthpla Kll’lgs CO. Il"eJ Hnd 7 pitialy:
= piace (City, town, or 0 (Beta or !Aurlin ccantry) 22. If d eath was due to external causes, fill in the following:
~ )
18. (a} Informant's own mtm&w__ (@) Accident, sulcide, or homiclde (specily
® Address BUCK1inyg Micsouri (%) Date of occurrence
(@ Burial (8) Date theroot Nav, 29.4] [j©@ Where ddinjury occurt {City o tows)
(Burisl, cremation, or removal) (Mnﬂh} (Dw3) (\'“;5 (d) Did injury oceur in or about home, on farm, in ind plua. in pubﬂc pfm'!

(¢) Place: burial of crematio
18. {a) Signature of funera! director,

I'dd [‘S:F‘ M F,| D
(b} Addrems ~*ctl }_._j
(bJ; 7. _m,%.., e

19. (a) e 4 Ho

(Dateroceived local ragistrar) ;) 3}  (Registrar's signoture)

/ L (Licensed Emhbalmer's Stotement oo Reverse Slde)




RECEIVED
District Health Officer No. 10
District File Nlllgp.ther_/ 2J’2L/“ llé 3

P —— P E Dbl

Dato Filed .. DEC_ 18.194)

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

ot ol D] dy

Licensed Embalmer No / ? “ 7

working under my personal supervision.

P. 0. Address. Z )ALl ALAL bttt
anagifeeelly 7‘
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply wi
the above constitutes grounds for revocation of license.)

If this body is not embalmed, above space should be left blanlk.




