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Registrar's No.

1. PLACE OF DEATH:

2.

USUAL RESIDENCE OF DECEASED:

%) Address_ IOuntai

1. @SEPL] _.&_,lil{)
(Date received Jocal reriatrar,

vj_ey Mo

. While at work?...crr
23. Smnatur- Ja 7q

Address 5T Plalns

{a) County ¥ Howell {a) State. Howel1 {b) County....__ Mj as Q]!rj %
® City or town.__. YIE st Plains,. Mo
{If outaide ¢ity or town limita, writs “RURAL" and neame of township) (¢) Clty of town Mountain V iew 2 MO o
{¢) Name of hospital or instltution: / . . {If outside city or town limits, write “RURAL"}
- No —~ (d) Street No. nural a
(I oot kn hoapital or & writs strest or loeation) (1 rural, give lacation)
{d) Length of stay: In hospital or Inatitution No i =
o (8pecily whether || (¢} Citizen of forelgn country? No (Yes or No)
In this community...... 856 ¥pora
yours, munths or days) . If yes, name country
MEIMCAL CERTIFICATION
$ulh Mame._Albert H. Webh ,
20. DATE OF DEATH: Momth_S€DY  4ay 17 Lth
3. (b) If veteran, 3. (¢) Social Security .
y&r_._l.9_4.5.__..hour 4 minute a M
name war, NO Ne. No
21. I hereby certify that I attended the deceased from
g 5. Color or 6. (o) Single, widowed, married, Sept. 18, 1945 to Sept. 17, 1945
7
t.sulMale race ¥ voreed DivOTeced :ihat T last saw b Mative on__ S 2D ‘b_q.m.,l...@.; 194§ 5___1__. 19,
6. (%) Name of husband or wife_....—..... 6. {c) Age of husband or wife if || 2nd that death occirred on the date and hour stated abave. .
: : e " years || 1mmediate cause of aean EE XTI tONI t18, acute) Duraion
7. Birth date of deceased b'eb ?7 th 1 RRQ 36 h
{(Month (Day) (Year}
8. AGE: Years Montha Dayn If less than one day Due to. ADD endi c it i 3,_8 Cut’ e
56 - b 2 intestional obsgtruction
hr. in. '
=1 Due to. -
9. Binthplace ________Howel l_ﬂ o... . Missouri (
----- (City, town, or county)-- - -+~ {State ar reign country) - || . - - - - -
10. Usual oceupation ?E’al"ming e C{E"e.' Eondmnm within 3 montha of death} . ’V
11, Industry o business T % ; PHYSICIAN
=] .. aloT NNJIngs: —
5 12, Name._: John D “Ie bbb Qf opnraugnnu ‘/ Y
= / . : RN \ . v o hUndeane
={ 1 BB e mﬂantuckx, i the cause to
- {City. town, or connty) . {State or loreign conuln) Of autopsy N should be
E 14. Maiden mame.. NEffoana. J.'.':OI‘I’-& KenEacic . e charged sta-
en c - stically,
§ 15. Birthplace. (Y P p——" (sn‘u o Toreign muzq)/ 22, 1f death was due 1o external causes, fill in the fnlloiw’ﬁ; c
16. (o} Inf + Sam Webh . {a) Accldent, suicide, or homicide {specify)
®) Address Mountain. View, Mo j|® Date of occurrence o
17. (@) Burial (& Date ad@p t_20th. 45 [[ (@ Whersdid injury occur? e T T
(Burjal, cremation, or “.'W'.f' {Month) (Day} (Year) | () Did Injury occur in or about home, on farm, in industrial ph.ce in public place?
{c) Flace: byrial or cremation_ |
i8.. () Signature of funeral director.. . L eemesrrene (Specity l.nn of place) /"\
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STATEMENT BY LICENSED EMBALMER o
1, T l t
ce l hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, ot BY . ST
oL ; S e : S— Registered Apprentice No.. o e ,

. ' .-P.0. Addreés.£... W/«
- -Note: “The nbovc MUST BE SIGNED BY THE LICENSED EMBALMER in his’OWN HANDWRIT[NG (Failure to co'miﬂy with

.the above constitutes grounds for revocation of license.) - B . :
If this body is not embalimed, qut should be so stated above. . Ky
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