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(Licensed Embalmier’s Statement on Reverse Side)‘

1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED:
(s) County. But lNe 34 i lle (c) State Mo. (&) County. m tier /.-2J
() City or town 3 0 Nael ill
(If outsida city or towa limits, writs “RURAL” aad naras of towsahip) (&) City or town a YV _I. a 7
(¢} Name of hospnal or institution; / (If outside city or town limits, write “RURAL'")
P - " (d) Street No. a
¢If not in hoapital or institulion, Write strest nmber or location) {If ruzal, give location)
d) Length of stay: In hospital or institution
(d) Length of stay % 9’91 al or institutio (Specify whether || (¢) Citizen of foreign country? no (Yes or No)
In this community.. Years
years, monihs or days) If yes, name country.
MEDICAL CERTIFICATION
3 IRINTTMCY Francls Goss -
il o 20, DATE OF DEATH: Month L day... g LS
N 3. a it
3. (b Lveteran, - N i year. :/ 9;;( 4 Qr minute M
NAME Wir. No . }0
- 21. 1 hercby certify that I attended t}g: deceased from.. ___%
S. Color or G, (a) Single, widowed, married, 1 to >dT 1o i
r * ....... N o o N e ML " isimgain,
. o female S " “wnite avorcea WEG DWEM afTiot o 02l ZL
6. (b) Name of husband of wife.._.._....—r. 6. {¢} Age of husband or wife if || 2nd that death occurred on the dite and hour stated above. Duration
Beén J EMin G‘O a8 alive___......_.___years || Immediate cause of death { = /
7. Bisth date of deceased.....NOVe 10 , .L86Y _— y
.. (Mooth) (Day) {Year)
8. AGE: Yeara Months Days If less than one day Due to
76 ] 15
min
Due to
5. Blrthplace.........I..'.l verpodl _Emg.l.
- ~ {Gity, town, or county) (Stata or Toreign conntry) / T N i =l
th diti
10. Usual occupation. FOUBE wife ‘ S O(I;l;z:::“:::, Chi o o
Ex Y . . - . . . -
11 Industry or busi Sizor i FHYSICIAN
[+~ O 0 ln_ﬂl: —_—
Of operations........
E 12, Name m‘mom _ = et . _c:p;u?un“ : A L /‘ Dy -hUnderIine
el e i P : : the cause Lo
=41 Bmhpm____mn.‘n . q u J whichdeath
, wn, or county) . (State or forvign conztry) Of autopay £ should be
: E 14. Maiden name...__.] ﬁ ii’k.n_o_ﬂn {\? v ‘|charged sta-
Unkn own 7] o gl e lCeY
S | 15. Birthplace - 22. If death was due to external causes, fill'in the following: ¥ - A
= {City, town, or county) (State or foreign connuy)“
16. (a) lInformant Walter Reynolds - (¢} Accident, suicide, or homicide (specify)
(&) Address Neelyville, Mo. () Date of occurrence
X Where E occur?
17, (2) burlal @ Date thereat &/ ST/ 46_____||©@ did tnjury occur g c— =
(Burial, cremation, or removal) (Month) (Day) (Year) (d) Did Injury occur in or about bome, on farm, in industrial place, in pubhc place?
{c) Place: burial or crem:mnn_._sm.a cemﬂ;._ ............
. g ! f place)
18. (o), ngnature of funeral d;rectorMinnaa G’l 3D._.._.._.._..-..,.._.__... Gpacily “)'n ‘i&:mu of in;ury......._..._.
® Addreu _Naylor:,” Mg ; '
19. (o) /4 L ® AefrLe
(Dats _ﬁ‘uﬁul rexistrar) {Regisirar's signatore) i
4 [74
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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 I

Signed._/ ___41./1 v % & /
: Licensed Embalmer No ‘;ﬁi Z ?

‘ P. O. Address..
A
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN H.ANDW ING. (Failure to comply with

the abhove constitutes grounds for revocation of license.)

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

working under my personal supervision.




