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WRITE PLAINLY--USE UNFADING BLACK INK—MAKE A PERMANENT RECORD
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LA BEC ¢ 1941 STANDARD,CERTIFICATE-OF-DEATH swe a3 OE D 2

(Datareceived localragistear)

-~

(Rady‘mr s signatare)

Registration District No.m...mum.g;“:m Primafy Reglstration District No-....gf,;?;:_f? Registrar’s No
1. PLACE OF DEATH: ’«J 2. USUAL RESIDENCE OF DECEASEIM:
(@ County.....POLK Ll Y ~ 1o / poxk/’ 4
(# City or towhreoo AL Pla }L ....MQ - (a) State (8) County
N ih (I;louh:dl ctity or town limite, writ Rﬂ ® aod name of township} F i r I/JI-a
(¢) Name of hospital or institution: / (@ Clty or town fa Y ’
. {If onsgids city or town [imits writs “RURAL") {r
(If oot in hoapltal or Loatitotion, write strest rumber or location) i
{4) Length of stay: In bospital or institution - {d} Street No. . -
(Specify whether (It rurat, give location)
In this community.
youra, months e days) {¢) If forelgn born, how lengin U. S, A.2 years..
. . " MEDICAL CERTIFICATION
3. {a) PRINT .
FULL NAME—-——G-QO-ILge—W-.——CO- P — .
3 o) M . ic-( ) Sociat Secarit 20, DATE OF DEATI: Month Nov day. 26
3. veteran, € @ urity . - L
N year. l 94 1. hour, 5 mimitte. A M
name war. O, fiag
. : - 21. I hereby certify that 1 attended the decsased from...2 CF
/} 5. Color or 6. (o) Single, widowed, married.]| , 2.5 s Nowy 26 el
T + = ZEo 3
sx_ Malde | me W aivorced-ma T ried|y, that I last saw h lmnlive on S8p - 184.1;
6. (5) Name of husband or wife___________ 6. (¢} Age of husband or wife if || and that death occilrred on the date and hour stated above. Derati
Ava Cox alive. e e Immediate cause of death Bro ncho Pneudo nia ralion
7. Birth date of deceased ...MaAY __;_8.8‘0__ 3 el
{Mapth) {Day) Year) g TWEEK
v .
8, AGE: Years Montha Days If less than ona day Due to .;e d co I'lf lneme nt’ 1“%
& ' _ following hemiplegla( B
hr. min
L £ z I Due to. and prostatlc hvpert’rophy
8. Birthplace.. ...... a.(r gi', F— ) -7
“-D City, tow uuouﬁy)ﬂr In (Enm or Iuni.n conntry} 7
Other conditlons, :
10, Usnal occupatione..... L8 LT (Lnchade progimucy wiibin 3 monthyol deaih] \ F (j/
11. Industry or busi 91 PHYSICIAN
ol Major findings:
2 | 12, Name Milton Cox . Of operations # 7 -
E Tnd / Underlin
&= \ 13. Birthplace. n the cause to
P - {City. town, or cunnty) ¢ {Stuts or foreign esuntry) No ne which death
- GI agtopsy. should be
& { 14. Malden name. __ 4 n’i‘"’""'"_—'f—_'“ rged sta-
tistically.
E 16. Birthplace Ind. - y
= {Civy, town, ar county) {Btate or forsiza sanntrs) 22, If death was due to external causes, £l ia the following: #
16. (o) Informant . MIS__AVa Cox » . (a} Accident, suicide, or homiclde (specify) p:
(&) Address..... Fair.Play, Mo. ®) Date of occurence : 7
- - ii Where did ur?
17. (2) Buriel .. @ Datetheiig Tl 28m. (e) Where did injory occur P e— (Comnta) " (Svae)
[§ cremation, or ramoval) f. (Manth) (Day)} (Year) (dy Did injury occur in or about home, nn farm in lndmtiin.l place. tn public place?
(¢) Place: burdal or cremation_. Heauhl.eauT_Mo_._ -
18: (o) Signature of funeral director. " .—.’#
) AdmﬂzﬁW&%‘ﬁ: S Dom ther)
~— ~ ., . or other).____
19, ’\
@, £ @ Date signed_15—=2

57

“(Licensod Embalmer’s Statement on Reversa Sids}
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RECEIVED .. . . . .

District Health Offlcer No 7,
District rile Number-...../..é'.-.%_/.:':-i.? &3

Date Filed cocmaeeee ./J;._‘_‘.Z ——— L'(/
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STATEMENT BY LICENSED EMBALMER - -

L

{ hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or Ly
was | n DY my

- Registered Apprentice No

working under my personal supervision.

T Llcensed Embalmer No...,.“jd..‘..f e

- .

P, 0. Addrm_,g s A PR ...

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to eomply witk
the sbove constltutes grounds for revoeat:on of license.)

- If this body is not cmba!med, nbove space should be left blank,




