| DEPARTMENT OF COMMERCE
BUREAU Or THP CENBUS

MISSOUR1 STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

srueno JOAR2

5.
mLﬂﬁQ JUN 1 24 Primary Reogistration District No «2 2z, Registrars No &%
L PLACE OF DEATH; T 2. USUAL RESIDENCE OF DECEASED:
Holt Missouri Holt 74/

{a} County.
) Mound City. Ma,

(%) City or town
{If outsids city ar towa limies, write “RURAL" and naine of townskip)
(¢} Name of hospital or institution: /

(It not In hospital or i wrile strest ber or looation)

{(d) Length of stay: In hospital %Slti%hrs <

In this community.
years, mnoths or dayw)

(Specify whethar

(b) County.
Mound City. w,,

(11 outside city or town limits, write “RURAL")

{a) Btate.

/

(e) City or town

g
{d) Btreet No,
(If rural, give location) [73
No.
{s) II foreign born, howlong in T, 8. A.Y. youra.

3. () PRINT Tills Martha Ruth.

8. {¢) Socinl Security

B. (d) If voteran,

MEDICAL CERTIFICATION .

- ’
0. DATE OF DEATH: Month ay day. { 5

yeurl 248 o heaQ 1.1 Y ”'&Bfﬁ—{—'ﬁ‘-}.u

E;g, Med. Exact statement of OCCUPATION is very important.

WRITE PLAINLY—USE UNFADm INK-MAKE A PERMANENT R

N.B.—Every item of information should be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS should state

CAUSE OF DEATH in plain terms, so that it may be prgp

P 1 x19811

Rev.

name war No.
21. T hereby certify that I attended the d d from
Female / 5. (Wnrt'e 6. {a) Single, wfme&d:w& T, ariamad 20s higdkor gt G A - 19_&_@.
e
4. Sex race divorced || thae T last paw b, alivoon 19
6. () Name of hushand er wife e 8. () Agoof hunband or wife if || and that deeth oecurred on the date and bour stated sbove. | Durasi
alve.. .. ears |} Immediate cause of desth alion
e Tan. _I18th. T TIB7%.
(Moasb) (Day) (Yoar) Pron.hl:x Z\Par.'i sy Ay
8. AGE: _ Years : i Monthl Days If less than one day Dup togreramer Nanlo darn
Iq P _72_‘ '3 ; _2% Teo ifonn L !
I 4 " - hr. min >
Dus to. - " -
o Binisisce___Pu@blo. ______ - Coloa. /| ™ Py B4 7 2T
CHBUSE Work, Cue=bmmemsy ||~ ’ =
10. Usual 1 er conditions.
il (Includs preguancy witkin 8 months of death) . fl EEEE——
11. Industry or business “~ PHYSICIAN
Maljor ﬂnd!nz: _
E 12. Name......M1lesa_ Carter. f tions. \‘, J Underline
v
& | 13. Birthplace__FOTD8. &QQQ.Q_Q_LTQ A‘ ;hﬁg::‘;g
Gty o coontry, : h b
16, Meidon name__ LEUTRENN Barfettye Of autopey. 4 | shouidbe
{ Forbs. Mo. 4 stically,
16. Birthplace (City, town, or county) %}.u o forelyn country) 22. If d eath was due to external causes, fill in the following:
. ) ] i
18. {(a)} Iﬂomuflmmmtbm_@&[‘ldhﬁ.' (a) Accldent, suiclde, or bcm{diu (specity.
® Adgrem_____Mound, City. Mo. (®) Date of occurrence
17. (a) JBurial @) Date therauLspl#MA._ () Whers did injury occur? City o= town) )
(Barial, cremstion, or removal) Mo und cit ¥ (Day) (Year) || ¢4y DId Injury oceur in or about home. on farm, in Indunrs-.l place, In publ.ic p?nco?
{¢c} Placs: burizl or er tion, () [ d
Specily [ plxce)
18. (o) Signature of fangrd dieeto % While at wowkvé____’—*%_‘__ (&) Means of infury &
(5) Addres it Ot oy
28, Big, (M D, OW!)
15. Aoy 164 (Crem ZE" : 7 -—-—q—i <
m(om recsivad thoal reghtrar) ‘m /7 (Negistral dgmatare) Ad M—;—;l./ ey Lty Date signed .. ..

1A A

(Licensed Embalmer's Statement on Reverse Sidomcc 5 w C"‘/"‘"’W“h}




» L4 .

DISTRICT HEALTH OFFICE
Cameron, Mo,

3

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 ,
9,

working under my personal supervision.

. P. 0. Ad 4
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN H.ANDWRITING (Failure th comply wi
the nbove constitutes grounds for revocation of license.) . .

If this body is not embalmed, above space should be left blank.




