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

73

DEPARTMENT OF COMMERCE

FICED Nmf% 243

Registration District No..

STATE BCARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District No.._é_.g...‘.’..,z...,,...

State Fsh Nn 34:)041
Registrer's No._. }__\__3 ’;LZ)

1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED:
(@) County....COOPER @ Ste.. MISSOURI (5) County COOPER * ~ -
(%) City or town.. .BQQHYILLE - #
( 1 outeide gity or town limits, write “RURAL" sud oame of towoabip) (¢} City or town BOONV ILLI‘J .
(¢} Name of boapital or institutlon: . - (1f cutaide city or town limits, write “RURAL") )
821 MORGAN STREET @ Sireet Mo B21 HORGAN
{11 not io hospital or institution, write street number or kocation) (If rural, give Jocation)
(d) Length of stay: In hoapital or instituflon. RO
uo YEARS {Specify whether (¢) Citizen of foreign country? (Yes ar No)
In this community...._.., e
years, months or days) If yes, name country.
MEDICAL CERTIFICATION
Full FAME MRS DELLA MAY DAVIS
ULL NAME il ALk Mih SLF
3 o (@) Socla! Secori 20. DATE OF DEA):H Month... mTOBER . day. 19
. veieran, 3. {¢ al unty l -
name war... NONE No.. NONE year fg 3 hour 7[ minuee. 30~ P.M.
21. I hereby certi y that I ar.lended the deceased from
5.-Color or 6. (0}, Single, widowed, married, D‘ej_ 19 W /9 19“%,,;“
4. Sex FEMALE ’: tace divorced... %IED that I last mwh’"‘-h— alive on M / L 4 6’ xi e 19y
6. (&) Name of husband o Wife.......ormoce, 6. () Age of husband or wife if || ad that death occurred on the date and hour stated above. L
GEQRGE_DAVIS Linmedisge caugs of death |~
allve......IM____ vears ?’ : V
7. Birth date of deceased HOVEMBER 13 1397 /Z—é;,m.—e,- 1. e
{Moath) {Day) {Yenr)
B8, AGE: Yeara Months Days ‘ If lesa than one day Due to
I-I»S ll S hr. min,
. Due to
9. Birthplace QUINCY ILLINOIS i
v {City, tawn, or county) {Stete ur foroign wunl]{y)
R Oth ditla
10. Usual omupauou“""ggy.‘%'@ WIFE (:u:!ll';::, ];re:'ul:y wilkin 3 months of dewth) ;
r t1. Industry or busi hOME e PHYSICIAN
E 12 Name.. JAMES BROWN “61 operations...... Bl Undert
i ' C nderline
Ef 13. Birthplace Q.UIHCY ILLINOIS/ ::hemcggs;:‘z
(mmnmy) {Stats or foreign countey) Of auntopsy.... WL.. should be
== .
E 14, Maiden name. b{ Wy ‘4 ’3} ffi?.’f.:ﬁ,'“‘
g 15. Birthplace P ::‘:}w :uu (Surﬂ‘&sﬁ:‘;’?- 22. if death was due to external causes, fill in the followlng:
16. (a) Informant GEQRGE DAVIS (6) Accident, suicide, or homicide (specify)
() Address BOOMVILLE, MO. (6} Date of occurrence
17. (@ ... DUBIAL @ Dase thereor.. QCT :21=1GW3 | (0 Where did injury occurt (Civy o vown) " (Camain) . Gaimnd)
(Buzial, cremation. o remaval " (Month) (Day) (Year) (&) Did injury sccut In or about home, on farm, in industrial pla.ce in public place?
(&) Place: burial or cremation. @ 44 1 CEMETERY
18. (o) Signature of funeral director STEGNER & K IG While at work?...... "”(Spocil’y "ep' nrphrs)of Irull-f!'
o A Bponvmm HO. G
19, o) 0 Q{ ) [- 4_ 1 [& r—Ck‘ s Swd P . 23, Signature....._. : : (M. D. ——
(Data rectived local reglatrar) {Hegistrar's signsturc) Address_ ... TR A AL ...H.*M... Date dwed/a:gl..'..y.,

' )

{Liconsed Embalmer's Statement ou Reverse Side)



"
wl'r

¢ B

T aw .

STATEMENT BY LICENSED EMBALMER
i*
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by

F .

AL

......... . , Registered Apprentice No.

working under my personal supervision,

P. O. Address...

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, fact should be so stated above. -




No. 2B
—5-43
1 X38930

i i
WRITE PLAINLY—\JSE ULFADING BLACK INK—MAKE A PERMANENT RECORD

DEPARTMENT OF COMMERCE
BUREAU OF THE CENSUS

Registration District No. ...

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

State File No.

Vi

Registrar's No.

/2 %

1. PLACE OF DEATH:

2, USUAL RESIDENCE OF DECEASED;

{a) Cuunty.._...__...._.___...QW
(b} City or town

{If aatsids city or town limits, write "RU
(¢) Name of hospital or institution:

AL” nnd pame of townabis)

(If not in bospital or institution, write strest number o location)
(d) Length of stay: In hospital or institution

(Specify whether

In this community
yeary, months or daya)

{e) State. ) County.

{¢) City or town

{If outside city or town limits, write “RURAL"™)

{d) Street No
(1f rural, give location)

{¢) Citizen of loreign country? (Yes or No)

If yes, name country.

3. (a) PRINT
FULL NAME ____

. (&) If veteran, (c) Social Security

name war. No.
5, Color or 6 6. {8) Single, widowed, married,
4. Sex -g- race. divorced. ... & T __ "
6. (¥ Name of husband or wife...oceeee . 6. (¢) Apge of hushand or wife if

7. Birth date of deceased.___....___ S ¥ M. . .
(Month

MEDICAL CERTIFI

20. DATE OF DEATH:

3

. I hereby certify thg

Month........

year...

8. ACE: Years Montha

45

9. Birthplace . ..

10, Usual sccnf E\

{State or fouun unum.ry)

Othet conditions,

(Includa pregnancy within 3 months of death) / y 2
1i. Industry or busin I ’ 3 PHYSICIAN
a Major findings: [ X [7] S
E 12. Name f operations / ; Underli
ne
- . / W the cause to
m | 13. Birthplace V which death
{City, town, or county) (5tate or forsign country) Of autopsy i should be
5 { 14. Maiden name. " chargeﬁ sta-
tistically.
B
o 15, Birthplace 5 o
= 7 (City. towm. ar =Y Brats of Torciga comaey) 22. If death was due to external causes, fill in the following:

16. (a)' Informant
(&) Address
17. (@)

{3} Date thereof

(Burial, cremetion, or removal) {Mecnth) (Day) (Year)

{¢) Place: burial or cremation

18. (@) Signature of {funeral director.
(b} Address

19. (a) )]
(Date reoetved local registrar)

{Registrar's signatore)

{a) Accident, sulcide, or homicide (specily)

{&) Date of occurrence.

(e} Where did injury oceur?.

(City or town) {County) (Sta
{d) Did injury occur in or about home, on farm, in industrial place, in public plaoe?

(Specify type of place)

‘While :?'wnrk?... Wy SR () 8 of INJUry. i ——
23, Signature (M.D.orothet). .

I2a7)  Date signea L1-la7 3.







