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

=]

DEPARTMENT OF COMMERCE

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

26456 -

16. (¢) Informaot "Harley Mitchell
'(b) Address......opringfield, I1)e .
17, @ m,.m.BﬂQIal_._. - () Date thereof.. B8=21-~ S

- '(Buarial, cremation, ernmmrnl) {Month) (Du‘) ('Yeu

Sprlngfleld Ill

{c) P‘la.cc burial or cr-mnlmn

8. {a}
: 4709_,‘!:@5 ing

* ®) Address...

21 ®48,, - UL

(Remu # signature)

B N O?ﬂ%CR!\ i State File No. V
:ng tion District No. _‘._3 l 8 . Primary Reglatration District No.m.."‘l_@ﬁ_s Registrar's No. 7269
1. PLACE OF DFATH: 2. USUAL RESIDENCE OF DECEASED: T 7
" (a} C?unty S P (a) State 24 issour i (%) County /7
() City or town ([T outside 6ty or town linaita, wiite “FURAL" td nams of towmbin) (e} City or town J+. Louis & 92\3
(¢) Name of hospital or institution; (If outside city or town limits, write “RURAL™)
Citv Haspital & @ St Mo 308 Lami
{If not in hoapital or imstitution, write sirest number or kocation) (If rural, give location)
() Length of stay: In hospital or institution (Somity whothe {} () Citizen of forelgn country? {Yea or No)
In this community a
years, months or days) If yes, name country. ... .
3. {(a) PRINT Eliiah P k Mitchell MEDICAL CERTIFICATION
{ , I divenell :
FuilL NA.MI‘:L.............M_.,_.J..a.._._m.A...B.___...EM;j(. bone > 20, DATE OF DEATH: Mon AUT iy 19
3. (8) If veteran, - (¢} Social Security - 3:00 ; .
pame war NO ne N,,Uflknown Year 1 944 hour. minute. P M.
. 21. I hereby certify that I attended the deceased from.
Culor or 6. {z) Single, widowed, married, 9., to 19, ;
. s,;Male hee Wnite aivoreed DAV OTCEA|| 11ot 1105t s b alive on 0.
6. (b) Name of husband or Wife......oeeeeee. 6. {¢) Age of husband or wife if and that death occurred on the date and hour stated above. Duration
Unknown alive__ 1IN Ko __ vears || Immediate cause of death
7 B daveof dcemsed—JULY. 14 1884 Lardiec Hypertrophy; Chrenic | ...
(Manth) Do) ey || Py fl_ iephritis; Chro ni e Chole oy.&tj,t is
3. AGE: Years Months Daya If leas than cne day Due to wi t h Li 9 h 18. sl S
60 1 5 hr. tmin
. Due to.... :
5. Birthplace . RKNOWD o dllinois / 1.
. {City, town, or county) (Stats or forcign country) o ~ -
10. Usual occupation....... a@. 11 road__LF_l FOIATL o || Gl eobasny Sibin s woosti o7 ey =
11, Industry or business.....Rg i lroad ; PHYSICIAN
Mnajor findings: —_
E 12. Name.........: P riQe Mif% ChPll Of operations.......... Underline
S\ 15, Birthonee.... Unknown Unk_npml (7 // the cause to
ﬁu;, town, or count ﬁ or forsign conblry) Of autopay shoutld be
g 14, Maiden name HAKTIOWDL... £ tﬁrb S — charged sta-
s ] H y - tistically.
) i-s’ Bmhplace:_._..unkn(ﬁm m-n.Qmu T m(Suuﬁ loreion ooiatis) 22. If death was due to external causes, £ill in the following:

(2) Accident, suicide, or homicide (specify}
(¥ Date of ocearrence.

() Where did injury cccur?
(City or town) (County)
{d} Did Injury oocur in or about home, on farm, [n industrial place, in pubhc place?

(Specily tma of place)

= (Ln.eennd Embalmer’s Statemecnt on Ruvex-e Side)




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

Registere'd Apprcntii:e No

Signed ‘ (/J U/L/%“V‘W_‘_’
- T Elcensed Emba]mcr Nowo.... g -

4

- P. O. Address

Note: The above MUST BE SIGNED BY THE LICENSED F‘VIBALMER in hns OWN HANDWRITING. (Failure to comply with
- thc above constitutes grounds for révoéation: of license.) ;- .

working under my personal supervision.

l u

-’l.-—-
If this body is-not cmbalmed, facl: sho&ld‘be so stated above.




