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RJ&K-—MAKE A PERMANENT RECORD

'

pom

T2 1gq§r

Registration District No... 3 ¢

STATE BOARD OF HEALTH OF MISSOURI Litie
18085

ANDARD CERTIFICATE OF DEATH State Fite No

Primary Registration District Nn.....&.-:za.‘.. Registrar's No 77

1. PLACE OF DEATH;
(o) County.........~

ine

HMa¥shall

(&) City or town...
(Il'rmhida olty or toawn
(¢) Name of hospital or institution:

limits. write *"RURAL" nnd name of township)

North Jefferson [/

{If not in hoapital or institutian, write street number or loeation}

(d} Length of stay: In hospital or i

In this commurity.... 42 Yeﬁrﬂ

nstitution

{Specify whether

yezrs, months or days)

2.

{a)
(e}

(d.

-

(e)

USUAL RESIDENCE OF DECEASED:

,2' ~
saeMissouri . o comy...Sgline -7 -
City or town. 1&T8hall y,

{If outsida city ar town limits, write “RURAL") s

sreet N0 327 North Jefferson 9,
(If rurnl, giva location) el

Citizen of {oreign country? NO {Yeaor Nn)-ﬁ

If yes. name country.

¥ull namedilliam Edgar. Carter.. —_—

3. (&) If veteram,

name warl.

3. (¢} Sccial Security
No

5. Coloror

4. Sex.d Male /l

G, (b) Nameof hushand Of Wife e

6. (@) Single, widowed, married,

meWhi'hB | divarced.M.ar.ri.ed..

6. () Age of husband or wife if

20.

21,

MEDICAL CERTIFICATION ——

~F,
DATE OF DEAT /Month. Wx‘t/ff oy AL
year. / hour................ mlnute.!f o ﬂ M.
I hereby certify that I nttended the decea frouﬂ?"\ I

ﬂhat I last saw h.' ive on.. S
and

- J’ A 19%

at death occ on the dat: and hnu mted nbove f
Duration

WRITE PLAINLY—USE UNF;{DINd_

15. Birthplace ~

Virginia ;

. If death was due to external causes, fill in the following:

May Carter aﬁvc_____’Z_ﬁu_._________year, T izte cause of death
7. Birth date of deceased.....9 W08 el, I866 /44{1
{Month) {Day} (Yea) (4 — yF
8. AGE: Yenrs Months Days If less than one day Due to... . Y’ B AW SN . S 5 R
79 IT I0 | b o min - 2 STV I 7 — 74~
e to
s suusiace Mad 1800 connty.. L 1Tginia. 4
{City, town, or count (State ar foreign mun:;ry] - : <
Oth onditiol
10. Usual occupation No n’a,’ . - T o (:n:l].-:;. ;reglllml::y within 3 months of death}
11. Ind business PHYSICIAN
o] ndustry or 'b Major findings: ——
E{ 12. Name Ro er‘b Franklin Carter Of operations.......... - — 7 Underline
. ' i
2| 13. Birthplace - Car - Viﬁ%igﬂlg&w wf. (‘)f" 7 L&gﬁ};&ﬁ
oar a L-did ahou -
ﬁ 14. Maiden name sé'?'auﬁ ’wwland e emee et autopey W fh:rg:ﬁ o
= istically.
g
=

ot

{City, town, or county) to ar foreixn country}

16. (o) In.formant_%“b .._Qﬂai.mm.«......‘m. :
(&) Address Mars 1 Miﬂﬂouri

17, o Barial

(b) Date :hermrJune 2 .1946

{Burial, cremation, or removal

(Moath) {Day) (Year)

nion cemetery -

(¢) Fiace: burial or cremation.
18. {(a) Signatyre of funeral directa
(&

/¢/
larshall, n&of

{a)

N Y7 Y7 A

(D-u vocrived local registrar)

77!-41’0.

{Registrar's signatore}

(Sp-:t!y Lype of place)
 While at workif... Lo o . (&) ‘Means of Injury.. .O._.. —

Accident, suicide, or homicide {specify)

Date of occurrence.

Where did injury occur?.

(City or town) {Cot {State)
Did injury occur in or about honte, on fa.rm. in tndustrial place. in public place?

(-.9 / gﬁoemed Embolmer’s Statemeant on Reverse Side)




.

RECEIVED
District Health Officer Nn 3,

District Filo Numbor oo mpeecommmm
I
Date Filed ooan-- -@_--_/.._----ﬁ*?

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, < &y .

-+ Registered Apprentice No

working under my personal supervision,

T

P. O. Address.. 227 EE-R7 S idlt

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in l:us 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.



