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WRITE PLAINLY—USE I:JNFADING BLACK INK—MAKE A PERMANENT RECORD

DEPARTMENT OF COMMERCE STATE BOARD OF HEALTH OF MISSOURI 24303 ’

ANDARD CERTIFICATE OF DEATH State File No

e Primary Reglstration District No_j_ ....L [ ' Registrar's No.

ByrrAv OF THE CENSUS

FILED AUsAC

Registration District No.

i. PLACE OF DEATH:
(a) County Johnson
(&) City or town Rura-l Poastlak —+.,. .72

[Tf cutaide city or tawn limita. write “RURAL" and name nf towoship)
(¢) Name of hospital or Institution:

.. Rfd # 1 Leeton. Mo. &

(If not in hospital or Institution, write street number o focation)
(&) Length of stay: In hospital or lostitution. ... J1Q

4 Mon t 8 {Spocily whether

In this community
yeara, monihs or days)

2. USUAL RESIDENCE OF DECEASED:

{a) State Mi 8 Souri ()] Counly__J,.QllnﬁQn__ ‘.,5_‘:./ |

© Cityor tovn_ NATT engburg Mo, s
(I ontalide ity or town limits, wrie “RURAL™} y

() Street No..__ 269 Christonher

{1l rural, give location)

(e} Citizen of foreign country? o (Yes or.No)

H yes, name country.

3ol PRINT - p1ice Mae Potter

MEDICAL CERTIFICATION

(9 Place: burial or cremation. 101 A €N, MO,
18. (g) Signature of fune.ml dumSWNQ.@B_eX .P h.}‘.ll.ip 1= NI,

Ad = M_ r W
19. h_@ b [ B - N7 1~ st
reuuvad local r tra.r) TNegistrar's siznstore)

= . 20. DATE OF DEATH: Montn YMLY._ 40 24
3. (&) If veteran, 3. {¢) Social Security year 19456 houc 11 wioute. 2P D
name war, no No no
- - —|| 21. I hereby certify that I attended the deceased from
/, 5. Color or . 6. {a) Single, vfld‘l%wed. maﬂ'{ﬂ!,’ eed Tttt X S 1% to..... __Z é . 1#{;’_\
4. &ermﬂlﬁ_ raceﬁhm_e__ divorced..........l.g:g.ﬂ.._e_d that I last $iw helf...... alive on__ lgﬂg
6. (b} Name of husband of Wife..meesaoee. 6. () Age of husband or wife if || 2nd that death occurred on the date tated above Duration
L.D.Potter wveDQQﬁ&gﬁd Immediage cause of death
7. Birth date of deceased_ MAT 27 1869 . ?!?,.
R {Manth) (Day) (Year)
8, AGE: Years Months Days If leas than one day Du
?6 3 7 1 hr. min. b
ue to
5. Binnphace _ BUTLlington Eansas /
- - -~ (City, town, or county)” {Stuts or foreign couptry) - -
. q Oth diti
10. Usual occupation House Wife e e i s ovnibe o den)
11, Industry or business Home TPrIey PHYSICIAN
-~ ngEs:
£ { 12. Name____ D+ Gy Baldwin . Of operations s
£ A S . / L e . L\\ ) vt " | Underline
21 13. Birthplace Imdlania A e e
{Cl ) (State or foreign country) Of auto; honld b
5 {10 Mtdenmame._ NEHTYHE theny - e
£ ' _|tistically,
% 15. Birthplace. T —— Penn it o ma{",) 22. If death was due to external causes, fill in the following:
6. (&) Informant_ MT S Mary éo yd ) (a) Accident, suicide, or homicide (specify)
(%) Address Leeton Mo, {8} Date of occurrence.
17. (a) ......... (3) Date thereof... 1“2_6:,4..5_._.... (s) Where did injury occur? (City or tawn) (Cotnty) (Seate)
(Barial. crematian, or removal) {Month) (Day} (Year) (d) Did injury cccur In or about home, on {arm, in industrial plm:e in m.tbﬂc place?

(Specily typs of placs) —
While at work?. i —: (€) Means of injury. e —

Address

P.. m D. or o
geviage =

l3 ? 3 (Licensed Embllmu 'a Statement on Raverse Side) 4 (- %A
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STATEMENT BY LICENSED EMBALMER
N -
. . " '\ .

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmcd by me; or by.-
i

; Reglstered Apprentlce No e ,
working under my personal supervision. - :
) . Licensed Embaimer No._. - 3878 '
: ) ST + P.O. Address Warrensburg Mo.
Note: - The above MUST BE SIGNED BY THE LICENSED EMBALMER in l;us OWN HANDWR[TING. (leure to comply with
" the above constitutes grounds for revomhon of license.)} o Y . .
If this body is not embalmed, fact should be so stated abo‘ve.‘ . e - , vl oo e




