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

DEPARTMENT OF COMMERCE

THE STATE BOCARD OF HEALTH OF MISSOURI

"”‘““““““E“St, 1945 STANDARD CERTIFICATE OF DEATH

D FEB
RemstrlalEoEn District No.........1 6“/ (N

— _——
Primary Registration District No._cf. >J_~_O

State File No......... -

Regisirar's No,

1. PLACE OF DEATH: ll 2. USUAL RESIDENCE OF DECEASED: i
Howe 2 : T
() County. - Missouri Howell %
s
® City or town. RUL AL~ _Benton J i n (@) State Canlti lé”) County i &
{IF ontside city or town limits, write "INURAL" and nameol' township) (¢} City or town au ie rura "~
(¢) Name of hospital or institution: i outaide city or toma Timite, write “RURAL) U

! {d)} Strect No

(Il not in hoapital or [ustitution, wrils strest number ar location)
{d) Length of stay: In hospital or institution

865 vears

In this community

{Spocify whether {¢) Citizen of foreign country?

(If rural, give location)

no

(Yes or No)

wyears, montha or days)

1f yes, name country.

3. () PRINT Amanda L.Ramsey

MEDICAL CERTIFICATION

FULL NAME
o1 PRy vy 20, DATE OF DEATI; Mot 1€ cember,, il
3. veteran, - (£ Cla urity h
8 ne year 19 houwt. > minute 20 P M.
name war. No. no =
21. I hereby certify that I attended the deceased from. .45 &2
\ £ 1 5. Color mh 6 {a) Single, mdovéed marréed /J-u [ 19 }f .(1,, AJ-—C..L / 190 }{k

emale e White 7idowe yz P
4 Sex o ressanrrans o Vn"‘”}‘l that I last saw =22 alive on /(J““(_,c__ / = 19,{_‘_,4(
6. (b} Name of husband or wife.._.._—..........©/6."(c) Age of husband or wife if {| and that death occurred on the date and hour stated above. Dural'l't'm

7. Birth date of deceased October

I A M~ o
. 9 1871 al theA—rsig el

(Month) (Day) (Year) ;////
8. AGE: Years Montha Days If less than one day Due to....
73 |1 | 2
Due to
9. Birthplace Crawford Co. m _Missouri._.
I City, town, or m.mfllyj hd {Stats or fureign country) - i -

. 10U Other conditions, 7 AR DU
10. Usual occupation Sewile - {luciude pregoancy within 3 months of death} )J
11. Industry or business % : - T n z PHYSICIAN

ajor findings:
E 12, Name.. William D.Cox i || Of operations (, 4 Undertine
g o Tennessee the cause to
P 13. Birt {Cily, town €0 {State or foreign country) of w}?i(:h](}iea];h
: + LOPSY.o.onn ahou e
é . Maiden name. . Cs ﬁ g e tz.e o T attopsy cha.rgcﬂ ata-
. tistically.
[ .
o § 15. Birthplace N CaI'.Ol ina 22. If death was due to external causes, fill in the following:
= {Civyg, town, {State or foreign country)
16. (a) Tnfo " W {z) Accident, guicide, or homicide (specily)
{5) Addresa__ aulfleld :

17. (2) .___“B_malm,;

{Burial, cremation, or rem:;:n
(¢) Place: burial or cremation.. FO_Y'{];
18, (o) Sigpfiture of funeral d:mctﬂl

1Y =,

19. {a)

.......t ris our i {#) Date of occurrence.
/iof44 (c) Where did injury occur?

{City or town) (State)
(Manth) (Day) (Vear) (d} Didinjury occur in or about home, on farm, in industrial place, in public place?

{County)

oy

rf ﬁ n erat H Dm g’h:.le at work? .. _...ic (.%va ‘(P)” i'il;‘;)of Enjul Ty N—

w”

(M. D.orother) . ..

- -- B ")3. Signature
e AN ey
(Re:utm ® siznaluze) (s 81§ =7 Al T

Yito

. Date signed. ¢

(Tata recoived léoal rézistrar)

/ /A

{Licensed Embalmer’s Statement on Reverse gla:}




‘REUENED
Djstrict - Health Officer No. 5,
District File Number._/ gﬁi 5“'

Date Filed [/ -/ o 4

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

, Registered Apprentice No ,

working under my personal supervision.

Licensed Embalmer No. 3?3/ ..........................

P. O. Addres

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revocation of license.)

If this body is not embalmed, fact should be so stated above.




