S No. 2 DEPARTMENT OF COMMERCE STATE BOARD OF HEALTH OF MISSOURI /- AR f—;
J J

sir ,;ﬂ;‘f;;;" o T G STANDARD CERTIFICATE OF DEATH Stte File No
! xasems Regiatration sttncEIE)'o Mjrm Primary Registration District Nuﬁffj-s- Regisirar's J\:'t:a£1°'!.-}Z

B

‘;-.‘ 1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED: /,..‘7
k4 utle - : : -
: ;:; gu‘nll.mtyt B T 31, Henn O i (a) State LIlSsouri (t) County. Butl & e

i ity or town Bar uti

(If outaide city or towan limits, -rril,- *RUHAL" agd name of ship} () City or town Rural 7
() Name of hospital or institution: / w &‘of (If sulside city or town limits, writn “RURAL"}
@) Street No....... Near Qulin :

(If not in hospital ur institution, write street number or lncation) (1L rural, give location}
(d) Length of stay: In hospital or insttution ]
I-lif a (Specily whether {¢} Citizen of foreign country? Yo {Yes or No}

7

In this community....
years, months or days} If yes, name country.

3. (g) PRINT MEDICAL CERTIFICATION
FULL NAME. . Bugene Clarence \Thite

20. DATE OF DEATH: Month. AUSUSY dayo.. LD

. (&) I . . i i
3. (b) Ii veteran 3. (¢) Social Security vear 1%3 bous 92 45 I Pe M
name war. No
21, I hereby certify that I attended the deceased from
sjolor or 6. (g) Single. widowed, married, 9., to 19t
4, Sex Male race Ihi e divorcedS]'n -9 .. that I last saw h alive on 19,
6. (b} Name of husband or wife_ ... 6. {0) Age of husband or wite if || 2nd that death occurred on the date and hour stated above. Duraiis
wralion
Qlive,, oo Y EALS Immediate cause of death ?
7. Birth date of deccased... S€Dtember 18, 1934 ....Fracture of skull and cerebral ..
{Month) (Day) {Year) hemorrhege
8, AGE: Years Montha Days If less than one day Due toGmshed.bYJaOQdofmnﬂmeﬂ--. I—
8 10 an . . falling from wazon, \
. Due to....
9. Birthplace...... Pemiscott Qounty SQmi.d [f j\

P
{CiLy, town, ar county) eign country) <
Sc hoolbOY Other conditions | (4, ‘> y

(include pregnancy within 3 months of death) \

10. Usual occupa ton

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

14, Industry or business VT o £ PHYSIQAN
?E? 12, Name..... NOBR Villiem 17hite 57 operntions { 7o —
. , L ) - nderline
2\ 1. Birhptace...... Greenville Missourd 4. N s
1own, of mﬁ %ﬂ foreiga country) Of AUtOPSY..oomooe. should be
5 14. Mazaiden name %SS" a8 n Zabeth 'Luﬁ d,m.geg sta-
tistically.
§ 15. Bi'thphm(cﬁ}gﬁﬁa}l (Sl}l{lm TWS:«&E&:"Y 22. 1f death was due to external causes, fill in the following:
16. (@) Informant Noah jTm, White (a} Accident, suicide, or homicide (apecify) Accident A /"&
() Address oulin, 14 ssouri () Date of occurrence .. AMGUSE. 13,1943
17. @ .BUrdsd ... () Date thereor. AM@s.. 16, L D4[B(@ Wheredid injury occur? Jie BJ("C“?E%;H} pro—_y ey
" {Burfal, cremation, or remaval) . (Month) (Day) (Y"‘“) (d) Did Injury occur in or about home, on farm, in industrial place, in public p!nce?
(¢} Place: burlal or cremation......... Gulln Cemeter.y on faIm
18. (a). Signature of funeral director. i L. _ While at work?. .. Yes. pec .ry tl"PG oh:l;;:) of in
) Address........... Cambell, lidssourt . e .. G teeA g Butier Co.
19, @) - ’q- (,/3 ® . Signature o 4 A..‘.‘.._ (M. D. anﬂr
) (Dnta received local registrar) . § (ltegistrar's signaturs) Address POD]& Bl]_]_'f"f’ 2 I“o‘ Date sizned..e.-.g.'.é:é 3

l/ ~ = {Licensed Embalmer’s Statement on Reverse Side)




RECEIVED
District Health Office No. 2,

. . | District File Numbar g.%.».‘? -éf
) Oabe Filed _______ Z—./.x_s?:f_{é’_-

' .
. g .

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
...y Registered Apprentice No......coeoee..

working under my personal supervision, . )
Sot Emdibnet/ o

l . . Licensed Embalmer No. .. e

P. O. Address...
- Note: The above MUST BRE SIGNED BY THE LICENSED FMBALNIER in hls OWN HANDWRITING. (Fallure to comply with

“the ahove constitutes grounds for revocation of license.)
~ If this body is not embalmed, fact should be so stated above




