S NS?:I; DEPARTMENT OF (C.'.OMMERCE STATE BOARD OF HEALTH OF MISSOURI 2 9 C 3 6
— UREAU OF THE CRNSUS - 4
-17-39 F‘LE SEP 8 STANDARD CERTIFICATE OF DEATH Siate File No
X32873 3 053 79.
Registration District No,...... & o Primary Registration Diatrict No.......... Y. WM | Registrar's No.
1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED:
=] {6} County Phelps Missouri 1
¢ = a1
;g (&) City or town...... Rolla Missoursi (@) State @ County..........P.._._._QJ.D.S___.._._.._._.;5:...
(s} (If outalde city or town limits, write “RURAL" und name of tuwnship) (¢) City or town Rura,l : B,
E {¢) Name of hospital or Institution: d (If ostaide ity or town limits, write "RURAL") o/
McFarland Memorial Hospital& .. . ‘o S P
?2 {1f not in hospital or institution, write sireet number or location} (d) Street N Edﬁiﬁ‘l mvcaﬁaﬁgs .. Lo
o (d} Length of stay: In hospital or institution Davs
Z (Specily whether {¢) Citizen of foreign country? {Yes or No}
< In this community 2 Years
2 years, months or doys) If yes, name country, 4
E 1. PRINT MEDICAL CERTIFICATION
& || Ful? Name..Carl Weston Sargent
- — : —— 20. DATE OF DEATH: Month_ AUEUSE _day
g 3. (b) If veteran, . :) Social Security year 1 Q/u -3 hour minme.-.!i-5..02. _____ M
ﬁ i ° 21, T hereby certify that T attended tz‘gemsed from
‘T szolor ot 4. ?Sing]e, widowed, matrried, g b 2 194§
w 2 )
o 4. q"‘Mdle ce. Wh dl"’°"°'3d-------§~;!-'ggf]»'-§- that 1 tagt saw h im alive on ug ~2 194':"J
Z 6. (b) Name of husband of Wife........memmerrercrcrs 6. (c) Age of hushand or wife if || 2nd that death occurred on the date and hour stated above, Duration
] aliVe o years || Immegs nse of death...,.. [ .
E 7. Birth date of deceased S WULY_ 2, 1929 W -
= (h{nnlhs (Day) {Year} Tt
[d] 8. AGE: Years Months Days I less than one day D
= |
E lA l 0 hr. min rs \
-t Due to £ 1l
2 | 5. siwnace. Broken Bow,. Nebraska ok . 4
E (Ciry. town, or county) State or forcigo couotry) , 1 '\
Other conditi A
g 10. Usual occupation S tudent ' - (ll_z:I:::de moc::l:::rv,vilhln 3 manihe of death) ‘ ‘
:l’ 11. Industry or b < . ‘ - ) ; PHYSICIAN
™~ ajor findings: R
> ||Ef 12 Nome... GREDD_SALEENML e || OF opeRIORS o odert
(=] ) ’ / ' th caus l:e
4 = | 13. Birthplace Nebr. 5 hich death
City, town, or {5tats or forelgn country, OF aut houid b
j & (14, Malden nome @ELGCE. c didwell > SR - autopsy :h:rgeﬂ ot
B E ........ tistically,
é g 15. Birthplace e —— Nsut?}:;d‘n o |[ 22 1 death was due to external causes, fill In the following:
= M 16 (@) 1oformant Nr. Elenn Sargensc (8) Accident, suicide, or homicide (apecify)....Y,e.s.............&GCid_En.t......
' o
B @ address FAgAr Springs M., ... (&) Date of occurrence. £
1 @ bBurial ~ () Date thereof.... )5 943 Where did injury WW?E{%&P "}Pr 2;,{}%8: YO
{Burlal, cremation, or removal) . (Manth]” (Day, &ur) () Did Injury occur in or zbott home, onh farm, [n in m_plau' in public place?
() Place; burial or crema:ion.Edgar....Sm.mg.s..ﬁ.c.emﬁtel'
18. () Signature of fémcml director. Son. . Funeral . H
® rdres200_West SLh/ot., Rolla Moy,
0. @hUEe: 22 19430) Kot 2 Yl lA N AN
{Date rmvnl local registrar} ~ 7 agfatdr's signalure)
L N a_é‘ . ! {Licensed Emhalmer's Statemeni on Reverse Side})




STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by.

working under my personal supervision.
S:gued..%..... ...................

‘ P. O.Address...... \...} F.M. b
‘Notet The above MUST BE SIGNED BY THE LICENSED EMBALMER in h:s OWN HANDWRITING. (Failure to comply with

the above constitutes grounds for revocation of license.)

.

If this body is not embalmed, fact should be 8o stated ahove.



