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WRITE PLAINLY—USE UNFADING BLACK INK—~MAKE A PERMANENT RECORD
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THE. STATE BOARD OF HEALTH OF MISSOURI

i MWNDARD CERTIFICATE OF DEATH

12698

State File No

Al5T

Regi,tmtion D!strlct, No... Primary Reglstration District No......Z 2.F.a2.......... - Registrar's No.
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o Davégﬁfat if @ Sute....MESSOULL ) couny..DEV1ESS 3/
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T : (4 Street No.——
(Il not in haspital or institution, write street nrumber or location) (If rusal, give location) &
Length of H tal or institutl
(9) Length of stay: 1In hospital ar institutlon {Specify whother || (¢) Citizen of foreign country? No (Yes or No}
In this community. £ _Years
yoars, months or days) If yes, name country.
PRINT MEDICAL CERTIFICATION

dols ERm ohn Wynne

— ocial S 20. DATE OF DEATH: Month April day 19

3. i it
3. (&) If veteran, Hone {c) f& ; nuen y year 194 o mim"p45 A M
fname war. No. Q
21. I herebyp certify that I atiended the deceased from -
O 5. Color or 6. {g) Single, widowed, married, ||* L %—4«(. . wgé‘[' to £ -y /f__" lgséé
o s Male Y| e White |  avoed_MBrriedl, . oo .t . aliveon.. AE
6. (5) Name of husband or wife 6. (c) Age of husband or wife if || 8 hat death occurred on the date and hsfur stated above Duration
Florence A, Wynne alive__ 00 vears
7. Birth date of deceased..... '8, hruar.y .............. -5 — _......._13555_... e
Day} {Year) -
8. AGE:i " . Years Months Days If less than one day
Lt “"— Uik ”f "".» :-';-'I.
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Ot her eondﬂlmm

10, d prnmnny wnhinl monthe of death)
1. Industry or business...R€ bired e —— PEYSICIAN
§( 12. Name_.J2MES_ Wynne Lo ,,;.‘..m?:;.. 7 /,7 x adertine
S0 15, Bittpiee U KTIOWD Jirginia/ | & 20, A
¢ Late or farsiga toustr nould b
2 (14, sttt same SELFEE il ren i ‘ o
tistically.
‘g{ 15. Birthplace T————" Unkn%‘ffw’ - mﬁ’) 22. I death was due to external causes, fill in the following: )
6. (o) Tnformant MESe JOhn Wynne 7 ||t Accident, suicide, or homicide (specify)
- @ Address GFalle tin Missouri (5 Date of occurrence
11: (@) Rurisl [{)] Date thereof. ..4:21-.19.46 () Where did [ojury occur?, {CiLy or town) (County) te}
.~ (Puorial, cremation, or remaval} (Day) (Yeas) {d) Did Injury occur in or about home, on fa.rm.mindusmal pla.ce in pubhc pla.u:?
() Place: busial or cremation Grand Rlver Cemetery
1. (o) Signature of funeral directorl 0P € _FUNEY 8.1 Home s of 10Uy oot
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{Licensed Embalmer's Statement on Reverse Side)




DISTRICT HEALTH OFFICE
~ Cameron, Mo.

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

working under my personal supervision.

- \ ;.,icensed Embalme 3 Fo 2
P. 0. Add > A AAAA _ _m

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HAI’\'DWRITING. (Failure to comply with
the above canstitutes grounds for revocation of license.)

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




