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

DEPAR’I‘MENT OF COMMER% 1 E

JRIT2
LED ..218

THE STATE BOARD QF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

175
State File No.

Regisirar's No.'_~._..__4(9;1_..._

Registratmn District No...—.- Primary Registration District No.._______ . ___1 n faxe)

1. PLACE OF DEATH: . - 2. USUAL RESIDENCE OF DECEASED: é

" (e} County. (a) State Missouri ® County_..SL. Tonls. 7
(4 City or town_..... S L'.,_LD_UiB, MiSB_O_UI‘J_ bt eaanne d

(If ontside city or town limita, write "RURAL" ond name of township) (¢} City or town H‘Qrmandyq

(¢) Name of hospital or institution: (If outsids city of town Limits, writs “RURAL") 0

Christisn. Hospital \/l’{

{If pot in hospital or istitution, write sirdht number or location) (d) Street No..._.. 6 91‘7" "'c l&l}i%?:ﬁ?h:‘;ﬁ;’___
{d) Length of stay: In hospital or institution. .
{Specify whelher (¢) Citizen of foreign country? {Yes or No)
In this community._..._.
years, mouths of days) 1{f yea, name country.
3. (a) PRINT MEDICAL CERTIFICATION
Full NaME____Mary Ann. Cham lgin /
¥ n.GC ber . 20. DATE OF DEATH: Month__ JANUAT Yay.. . L3Eh) fom.
3. (b) If veteran, 3. {¢) Social Security 6 « ‘z
year, ho 1215t S . S minute. st &
name war. No
I hereby certify that I attended the deceased from
/ J 5. Color or 6. {(g) Single, widowed, married,. M -a. ﬂf’if“' Pl ( .
. f-'-
4. Sex femal 1 rTace white dlvormd_._g.l_;lg_lg_a that I Iast saw hﬂ'k.:ﬂ]ive on .
6. (b) Name of husband or wife ..o 6. (¢) Age of husband or wifeif and that death occurred on the daén/ d hour stated above. Duration

alive___ T.T 77T years

December 26th 1945

7. Birth date of deceased

Imm

iate cause of death

18. (o), Signatore of funeral director Sullivan Und ertake
®) Address___. 2849 N 3111 Euclid. Avenue,

o

0@ jﬂ&—};ﬁ:lgﬁﬁ‘” A e ol
(Registrar's sixnature)
1

“Address. J_. j-){

{Monih) (Day) (Year)
/. AGE: Years Months #:\j 1f less than one day b/
.............. hf. v 2iml
"U cfotn. Due to ] f‘
5. Bistnotace—..S5%_Louis, Mis sourd , e .
{City, town, or county’ (Stoto or {oreign country) - || = =T Ed 1 1u
. [ —— Oth conditions.
10-‘ Usual occupation 7 e (ln:lfad.o preguancy within 3 months of death) ’
11. Industry or business Himjor & d' PHYSICIAN
or nndin _—
E 12. Name. RObert Chamberlain |7 Of operations — Urngert
E Mi i 2 | L -.|the cause 1o
& { 13. Birthplace ssoul & - - which death
B, ﬁﬁ?m tals or forcign Counlry hould b
é 14. Malden name {flgré S ,:Hanle N o Of autopsy ._ c:u 4 Sl-'le-
tistically.

§{ 15. Birthplace. (m"ni%;saso?“?f i Brovs or Tomsivt eoamieDy 22. If death was due to external causes, fill in the following:

16. (@ lformsnt M. _Robert Chamberlain-fathjpt Acident suicde or homicide (specity)

@ Adaress_ 0917 _Claremore, . Narmand ... M} Date of occurrence
17. (a) - bur i 81 (&) Date thereof. 6-4 () Where did injury occur?. {City of town) (County) Sta
{Burial, cremation, or removal) (Month) (Day) (Yeer) (d) Did injury occur in or about home, on farm, in industrial place, in public plaee?
© Place: burial or cremation_ 1R %o _Calvary Cemeter(y

_While :?L{__ .

..._.,...g...g ..;:1 ans of [mury Y . S ._. ——ee
(M D.or
.\.

. Date signed....Z, _///

{Licensed Embalmer’s Statement on Ruoverse Side) \[‘c‘ %~ E \ A \\ o




IR % gy 22 & g

Dr. Mc Elvain e ” y 0
GO. 2500  DE. 0300 K3 . /@,[,. QLQ_,{ZH o 'Y Fm,
7039 Washington = 4356 Warne 42(/ ?L 4&9’

. .. 78

%x .

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.

Signed .

Licensed Embalmer No

P. O. Address

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.




