5. No. 2 DEPARTMENT OF COMMERCE THE STATE BOARD OF HEALTH OF MISSOURI ?050

35 Il ENED FEB 21 1945 STANDARD CERTIFICATE OF DEATH S e e

*1 X37823 Registration District No. \5 / 6 . Primary Registration District No. é 0 7 ...... Reglstrar's No. i 7 9
1. PLACE OF DEATH: . . . ) 2. USUAL RESIDENCE OF DECEASED: ~
. {8) County. k. ..FT'Fm cois :
(@ state.Migsouri. .. ® County.St.Fran P
/ (b) Cny or towll... ﬂmin th. RHRAL _St.. Francois. ..EI.' cois ;
{1 l’oumd.a city or tmrn limn.s. writa RURJ\L and nams of township) {¢) City or town L eadwood
3 (¢) Name of hospital or institution: (IT outsids city or town limits, writa “RURAL")
- " Mo. State Hospital No. 4 1/ & Sueet No o .
O (If Dot in hoepital or instilution, write streot number or location) (I rural, give Jocation) N
{(d) Length of stay: In hospital or institution 21 day 3 NO
{Specify whother (¢) Citizen of foreign country?. (Yesor No)
In this community. ()
years, months or days} 1f yes, name country
%']-Jgi). IEE]{.FJ JOEN VAUGHAN MEDICAL CERTIFICATION
o T AEY T 20, DATE OF DEATH: Month 9 80UETY 4. 20
. veteran, . {¢) Socia urity
8 No None year. 1945 hour. 6 minute. 10 P‘ M.
name war. - No. z
21, 1 hereby certify that I attended the deceased from

S. Color o 6. {0) Single, widowed, married, December 30 3 19449______' ‘o January 20 ) 1945__
Se: Male /ID race. w. dworced...,és ngle that I [astzaw h. . alive on Jaﬂuﬂl’! 20 ) 1945/ 19

-

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

6. (b} Name of husband er wife.. cooeoeveveeeen. 6. {6} Age of husband or wife if and that death occurred on the date and hour stat V ‘_D-:::;:
- 't i
alive.ooo.....__.years || Immediate cause of deat.h.__f W 3
7. Birth date of deceased.. I'U.]y 1l 1875 L 7 e
(Month) - (Day} (Year)
8. AGE:s Yeats Months Days If less than one day Due to
69 6 9 . ADDITIONAL
N mln — -
. Due to SUPPLEML‘JHTAR ¥
5. Bithotace..AENE COUMYY esourd ()) . IRFORYATION
.- ily, town, or county) - ~=-- - -—~(3tate cr foreign country, _"
C Other conditi REQUESTED
10, Usual occupation ommon_1eb (,),r . o (ln:l;sh proguaney wiibin 3 rasatha of death)
11, Industry or business « PHYSICIAN
i dings:
E 12. Name Thomas vaughan i Ma](gfropnerf:?:n- )} Undert
= - ™ oy : - - : nderline
5 | 13, Birthplace Tennessse ! &'ﬁﬁ'&’éiﬁ
(City, town, or ognl:) {Stata or foreign nnunuy) of N hould b
5 14. Maiden name T Merritt autopsy :h:r:ed ar.z:
enn istically.
T se tistical
§ i5. Birthplace (City, towns o7 covnts) Eiate or gzm m?m.{,) 22, If death waa due to external causes, fill in the following:
16. (a) lnfnrmmr Records State Hospitel No. 4 (a) Accident, sulcide, or homicide {specify) s
@ Address PFarmington, Missouri ' &) Date of occurrence i
1. (o) Burial - ... .y Dite thereot. 1=22=45 {e) Where did injury occur? T Eorer a— S
(Burial, cremation, or ramavel) (Moath) (Day) (Year) (&) Did Injury occur in or about home, on farm, in industrial plaoe. in public plac:?
(¢) Place; burial or cremation..._I.I?.QndalB.,_‘..M'l ssonri
18.-(a) Signature of funeral dirgctor, C R Bm er:z 2 While at wark? : (S‘y!cufy ?ﬂpﬂ -:I"placﬂof injury. 1"\-
(&) Address Desloge, Migs 2. S (M, D( nes).
ignature et e e or other) ___
19. (-3 /- 'J J7 1
(@) (Data recrived boca] registrar) {Registrar' s signature} ] m._._-_. _____ A _—— Dnte signed., /:‘4?.?‘)

/37 j(hcenud Embalmer’s Statement on Reverse Sldn/Famingt on Mo.




RECEEVED

STATEMENT BY LICENSED EMBALMER

+ T hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by.

o . L » Registered Apprentice No : N

u  Signed..... é: | /77 AL .

I -
{ : o .
‘ L ‘ - o o= Lu:ensed Embalmer N/z)_/_r._/é7/ ........................
' | ‘ P.O. Address. des e, U

working under my personal supervision,
1 T

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hls OWN HANDWI{ITING (Faﬂ{u-e to comply with
_the above constitutes grounds for revocation of license.) .

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




'§. No. 2B DEPA‘%TMENT OF %OMMERCE THE STATE BOARD OF HEALTH OF MISSOURI
. .. BuUrEAU OF 188 CENSUS »
OM——5-13 STANDARD CERTIFICATE OF DEATH State Pite No..__
S [ X36930 :
T .
Registration District No.____a_]__((......... Primary Registration District No..é_é_lJ.:;_. Regisirar's No._....é,.z 2____.
1. PLACE OF DEATH: J 2. USUAL RESIDENCE OF DECEASED:
a () Countyooo, “""“““"'4“‘“' - State (» County
S || ® Ciyortom . t}zj,
] I.ud.e cily or town limlll. 'nlo "R llA 2‘3 name of township) City or town
E (£} Name of hospital or institution: (If oulsids city of town limits, write "HURAL"™)
E (10 a0t in hewpital o institation, writa strost pumber ar location) (d) Street No PrT g i
= (d) Length of stay: In hospital or Institution
{Specify whether (g} Cltizen of forelgn country? (Yes or No)
In this communit;
E yoars, months or dyny-) If yes, name country. A Tf
= .
= 3. (&) PRINT MEDICAL CERTIFI
Ra FULL NAM —n
» - 20. DATE OF DEATH: Month......
3. (b If veteran,/ (] 3 (e Sociat Secusity /) P
§ N year....t.. ., mlnIth-
name war. O
21. I hereby certify t
5 5. Color or 6. (a) Single, widowed, marrled, 19 ;
_ NI 4, SeXe 24../1 ..... ra ee_..l_..__L_ divorced,_._:S__..____... 19......;
: E 6. (b) Name of husband or wife. . ccesrae. 6, {c) Age of husband or wiie if on'the date and hour stated above, j
Duration
a n
3 7. Birth date of deceased._._.
=] -
1T 8 AGE: Yeg b s Lne i
4 ? &7 ADITAms
| 2 ZeeY \ LEPromay,
.~ Due to Snﬁ:‘L TRy
2| = <X .a..a‘ .,.,Es? (Stats or foreign country) IL.o CRIATIONR
i or foreign country
= 10. Usual oceu; "\ sf ' Other conditions..........___ JREO [ram o
ﬁ v UE | (Include preguancy within 3 months of dewttiy” L 221
et 11. Industry or bysin y.) PHYSICIAN
| Ma,&r ﬁndings: /;1 .
: '
P 5 12. Name operations I A7 Underfine
= 2 -7 the cause to
E E 13. Birthplace : T ' whichdeath
{City, town, or county) (Siais or foreign country) Of autopsy I ﬁ should be
s 5 14, Maiden name l A charged ata-
-9 = tistically.
S | 15. Birthplace ; —
E 2 PP Biate o foreizm oariies 22, If death was due to external canses, fill in the following:
[ 16. {a) Informant (a) Accident, suiclde, or homicide (specify)
& (2] ‘Addrrss (&) Date of oocurrence
17. (@) ' i i {5) Date thereof (¢) Where did injury occur?. PreTp— prom———
(Barial, cremalicn, or removal) (Moath) (Day} (Yoar} (d) Did Injury occur in or about home, on farm, in industrial place, in pubhc place?
(¢) Place: burial or cremation
il ify ¢ f pl
18. (a) Signature of funeral director. While at work? e Coecity A% Moans of By e
“(b) Address
@ @ 23. Signature {(M.D,orother)____
19. (e
{Date received bocal roxistrar) . {Registrar's sigpatore) Address S b 7 (1. 1, 4,7 |
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