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1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED: S
((:; Z?::Z . ..S.T,;.L.Qllis.._ MO (a) State Missuuri (8) County. - : \/;

{1f ontaida city or town limits, write * '"AURAL" nnd name of townahip)
() Name of hospital or institution:

_tgolation Hospital . . 0

(e

City or town...... ST ('E'Qm}f -} “Mn'“m “URAL’)Z‘\ }a
2037 Eugene.-a-.-

- - i (&} Street No.
(lf not in hospital oz igstitution, write street m {1f rural, give location)
{d) Length of stay: In hospital or institution gﬁz*(s 10/7/4 !P( ) Cltizen of £ try?
pecify whather e 1 of foreign country {Yes or No}
In this community Ja Vr ‘S 7’}
years, months or days) 1f yes, name country.
MEDICAL CERTIFICATION
PRINT
Folf Name_ ... R ,Q,e y ol _ 0 ber
—Ruby. Hedge? €es s 20, DATE OF Month_ o0 to day. 7
3. () If veteran, : 3. () Social Sgeurity f@ﬁ L0 p
N d hour. minute. M
.~ DAME war, No.
21, I hereby certify that I attended the deceased from... 5/12 /A,L_.. .
5. Coler or d| 6. {0} Single, au 19l to. 10 VA 1940
* - ! I
4. Fema le - ragO—l-Qr.e ,rl that 1 last eaw b BT alive on Oc toher ? 194.5'.".
and that death occurred on the date and hour stated above. [

6. (B) Naén) of husban’iir (- ._.._._. U '(c)‘?n band or wife if

Immediate cause of death

Duration

v tuboneal fais....| Domt=

7, Birth date of d E( 19 - .
(Moath) (Dai) (Year) !
8. AGE: Years Months %!BT' If less than |.:_ne day Due to .,‘_/
- /
2 8 Il -97 hr. min ;
Due to
o memon.. oreenfield -Mississippi (/ 7
- iy, town, or county) {State or foreign country) Chi IR t:( Y3
, ' Other condition A
10. Usual occupation..f.. "-d"Q"S“a—"-w—:?-"tﬂ'f"l"‘—','—";f'--l—- ---------- - (In:tl::dn ;ru'mln::y within 3 months of death) 1 éj
11. Tndustry or business ' N S , f PHYSICIAN
I H
E 12. Name John Hod ges ‘(?fropneml:.ig:ns_._.__.. Underti
- 3 , naeriim
E 13. Birthplace Jackson Mississippi |- theig:f&se tE
. . ea
5 1. Maid (City, ty) QWe @I gbtate o foreign country) Of autopsy.......... rhould be
en name......... P . i S - chargcd 8ta-
o ‘ Jackson  Mississippl 4 tistically.
g 15. Birthplace o= men saaarrsy || 22 1f death 7as due to external causes, fill [n the following: '

N {City, town, or county)

. ,(a) Informnnt 6 ViOla,' Becktame

@ A .~__5_ 00 _Arsenal. .
NPT

[
o

(c}
(&)
{c}

Accident, suicide, or hotnidide {speciiy)

Date of occtirrence

Where did injury occur?.

17. —' {City or Lown} / (County) {Stal
{Barial, cremation, "““”"" (d) Did injury oceur in or about hiome, on farm, in inddstrial place, in public plaee?
(c): Place burig! or cremation Cs .
’ f plage) .
18. (a) Sixnatur:afuneml di .'— While at work? -‘___,___?ﬂ, t(m)m ) 'éms of injury.._. €._ A
(&) Address (0. L /
" X 23. Signatuie... 7 PonnSAr Iy _feng s | (M. Dromethen).. ..
“ ) 'T,&&T'dw [ Address . 54400 Ch it o Date signed

. ?q\f(/'

(Licensed Embalmer’s Statement on Reverse Side)
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STATEMENT BY LICENSED EMBALMER
" I hereby certify that the body whose name is recorded on the reverse side of this certificate was embﬁlmed by rm;., or by ' .
i . Regtstered Apprentlce No . :
working under my persopal supervision. -
Slgned % %‘4—& Y oA
, ¢ . . é pa
. ~ . Licensed Embalmer No g M
. o P, 0. Address....... 4 '(/ .....
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hls OWN HANDWRITING (Failure to comply with
the nbove constitutes grounds for revecation of license.) . .
If this bedy is not embalmed, fact should be so statcd‘nbove. : T T T
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