. No. 2
-—2.43
5-17-39
01 X35697

\\'\

FADING‘/HLACK INK—MAKE A PERMANENT RECORD
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WRITE PLAINLY—USE UN

DEPARTMENT OF COMMERCE "

STATE BOARD OF HEALTH OF MISSOURI

15848

9. Eirthptace... [INKI:WN

== (City, town, or county) ~ - -

10. Usnat secupation HORSOWI LN

{Stats or forsign cotniry).

. B v o¥ THE C.
FILED "h‘tin 101046STANDARD CERTIFICATE OF DEATH suu rie v
Registration District No.... ..4'..2.____. . Primary Registration District No... 1000 Registrar's No 548
1. PLACE OF DEATH: 1. USUAL RESIDENCE OF DECEASED:
* (@) County. """""‘Bg (g} State msaouri (3 County Bum - /’/ -
(5} City or town t’ JOBG‘D}J.
© Name of holpI{:iu:rh;:xgi::uTi;:n limita, write “RURAL" nnd nama of township) (c) City ortown____._._.| sn‘(_lii_?em .
" 60 ty or town limits, write * RUH.A.L") -
6520 Gremt Ste & Seeu o, 6620 GTADE ST -
_ (If pot in hospital or Fnstitution, write sirest zuriber or location) {17 raral, give location) /
d) Length of : Imh tal institution
(d} Length of stay: o hespltal or (Spectly whather || (&) Citizen of foreign country?._ N0 (Yes or-ng)
In this community £ yoearse
years, months or days) If yes. name country.
. MEDICAL CERTIFICATION
i@ PRINT Elaie Eliza Wells
T R T S—r 20. ‘DATE OF DEATH: Momh_ __MAY day... 9
3. (&) If veteran, - 2 ¥ yealg_%e hour. 5 minute. 15 a M
name war..... NOME . oo No.. NONE.....oere.
: - 21‘. I hereby certify that I attended the decessed from.

. 5, Color or 6. {a) Single, widowed, married. {|. Y 19 é, to. _M ___________________ 19_%
4 S;x"m&_[. race_White | dlvorced...,mm.....} that T g‘ saw h__o___l:. _aliveon... 4 fﬁ{ . 19
6. (b) Nameof husbandorwife ... G (c) Age of husband or wife if || 2nd th¥t death occurred on the date lﬁﬂr stated above. Duration

‘Bobert Welle ‘ allve. ... years te cause of death.
7. Birth date of deceased..... szn&__lﬁ.__lﬂff_ﬁmmmm ------------- m 44@. ........ @M___ i
{Month) Day} (Year)
B. AGE: Years Months Days If less than one day ?Nmﬂ
69 10 23 hr. min \
l Duae to.
~-Nabraska 1 _

(%thcr condnlnnl

i: k. .Y e

A -rit.hin S months of death)

11. Industry or business.. OWIL_home PHYSICIAN

ot Maijor Endings: -

&} 12, Name GBO:I.'R'B Buesa.rd [ ] f operations

E : - R T T 7 . e T s L. & o 4, thTJ'nr.l!:!rl.ix:;
nkmwn Unloo®wn : L - : e cause

=\ 13. Birehptace U Jn A the cause to

B ¢ re Mald -5 (?ﬁ% county) . (Stato ot fareign mntu} Of auto L :E:rgg ‘b:

= en name?... n : : = || - sta-

g:{ 07 \ Itisi.lﬂ.[ly.

15, Birthplace ... 2ol éayses | - R -
. P! I —— S S (G i) 22, If death was due to external causes, fill in the following:

16. (o) Informant_ wiOyd Wells

@ Addrenr_.. 6520_Grant St
7. @ '".%gmn.-nm.; ,(b)lDate ‘hm"(mn 3 (Des) (Year)

111,Come toTy

(c} P‘laee- burial or crematio
18, (0} Signature of funeral directo!

A‘eddent. suicide, or homicide (epecify)
Date of occurrence.
Where did Injury occur?
(City or town) (Coanty)
Did injury oceur in or about home, on fa.rm in Industrinl place, in rmbﬁc plz.:e?

{a}
(®)
(@
()

e M:a!..nﬂs-]af‘lniury"w.____r D

@ Address_ D025 King % 25, Signatore I
19 o o m—;%éi ® — W Address L2 *. Date «ign é_“_ '/

{Liceased Emhalmer's Siatement on Rev




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......... 5/9/45_ ...............

Registered Apprentice No...... \

Signed..méeu:é:ﬁ!—mm e

Licensed Embalmer No 438

working under my personal supervision.

P.O. Address___S%t.e.JoBeph, MOe ...
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with

the nhove constitutes grounds for revocation of license.)

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




