PERMANENT RECORD

DEPARTMENT OF COMMERCE
% _BuREAU OF TRE CENSUS

iLED

naziﬁrqn'_on ﬁint‘r{cltj Em

MISEOUR}I STATE BOARD OF HEALTH

STANDARD CERTIFICATE O!: DEATH

Primary Regisuation District No.

1798610
7¥

Siate File No

L d

Regisirar's No

1. PLACE OF DEATI:

{a) County,
(b} City or town

Franklin -
~—Sud=l-i-van, Rurad Ogviac

(1 oatside city or tawn limits, write “RURAL" uid name of to hip)
(3] Namc of hospital or institution: 30""

{IT not in houpital or inytitetinn, write streot namber or location}
(d) Length of stay: In hospital or institution

30 ¥Years:

{Specifywhether

In this community
years, montha or deya)

2. USUAYL RESIDENCE OF DECEASED;

e

Franklin o
&

! @ sate.. Missouri {4} County
Sullivan, Rural

(1 outaide ¢ty or town limits, write “RURAL"}

(¢} City or town

(d) Street No

{If rural, give locatian)

(¢} If foreign bom, how longin U. 8. A.?

=

AN e.Mary Theresa Rlenkenship

8. (b) If veteran, B. () Social Security

rame war... NO Ne.. NOne
b. (:Jc_:lnr or 6. (o) Single, widowed, married,
4. Sex Female N ’Wh 1 t’ e dlvorced_.ll_l.,._l.._._._..
6. (¥} Name of husband or wlfé_..............‘........_....' . 8. {¢) Age of husband or wife If
allve_........... years
7. Birth date of deceased }\!I a_\_f 30 19 44‘
{Mansh) (Doy) {Yenr}
8. AGE: * Vearg : Mon'r..hg Diys If less than ooe day
3 hr. min
8. Birthplace Sul 1 i van’ R #, 1’- h{i sgour i"
(City, town, or connty} {Suats or forsign country)
10. Ustal occupation C i
11. Industry or businesa
e .
B Name.... ASAV.ie F. Blapkenship
2 L13. Birthplace Sullivan : Miss:ouri/)]
{Ciry. 1o 3 State or foreign country.
E: 14. Maiden name El i e“gﬁrsthkami)
E { 15. Birthplace Sull ivan MiSSEO‘uI“ lé
= {Ciry, w'n or eoumy) 7 (Sule or l‘orelp: country]

18. (a) lnformam_ e,

#) Address. ..E.“S ivan g0

17. (@) rial %) Date thereof Ma‘V 31
(Burial, cremation, or removsl) (Day) (Yoar)

“(¢) Place: burial or cremation

] 44[ (¢) Where did injury occur?,

(b)f Address i
19, (aL 2 \[-QL-

(Datareceived loea!mtiuu'tr)

(b}

MEDICAL CERTIFICATION

20. DATE OF DEATH: Month. M&Y _  day 2Q
yearl-944 hour, 8 minnte, . P- M,
21. I herebycertify that I attended the decensed from%__
1# T e .19 ’9;
b h { 1 .
that I last saw allve on L
and that death occurred onjthe date and hour atated above.
' Duration
ImmeWuse of dz e g
.
b =% .
Due to. X -~ i
y 2 - £ k ‘:ﬂfs&&;—:
D t
J ue to. 14
Other conditiona, a, yd
{Includa within 3 ha of death) / \ y i
SR : / y PHYSICIAN
e AW —
. N PR \ d =Ty Underiine
» . the cause to
N RN A | death
Of autopsy. £l LI should be
jcharged sta~
tistically.

22. If death was due to external causes, fill in the followlng: _
"(a) Accideat, suldide, or homlcide (specify)

(b) Date of occurrence

{City or town) {County) (Suats)
(d) Did injury vecur in of about home, on farm, in industrial Dla.ce. in public placq?

]




L. RECEIVED -
District Health Officer No. 9,

PR . District File Number____oeoocomee.

- N . DaeFild L2 ¥
STATEMENT BY LICENSED EMBALMER
I hereby certify that the body whose name is recorded on the reverse side of this certificate was é;nbalmed by me, or by irirnineneee

, Register'ed_mip;entice No

"
working under my personal supervision,

N Signed.
’ IR " Licensed Embalmer No
P. O. Address_.
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in  his OWN HANDWRITING (Failure to compl
the above constitutes grounds for revocation of license.) L . .

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




