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WRITE PLAINLY~--USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

RS

DEPARTMENT OF COMMERCE THE STATE BOARD OF HEALTH OF MISSOURI ;
40042

ED nee 511946  STANDARD CERTIFICATE OF DEATH St Fie o

FILED DEC 31,136

Registration District No.. £ 777 Primary Registration District No.__.'sz.g__/.’.z_... Regisirer's No. / 6‘ 7

s il

1. PLACE OF DEATH:

(a) County OOPER
{4) City or town BOOHVTTILF

(If outside city or town [im{ts, write "RURAL" cnd name of township)

(¢} Name of hosmﬁﬁwmwx*rﬁ}fl STREET /

{If not in hospital or institution, writo street number or location)
1
(d) Length of stay: In hospital or institution

LI F'E (Specif;.' whether

In this community
years, months or dayas)

2. USUAL RESIDENCE OF DECEASED:

 see. MISSOURT o ooy COOPER <7
(¢} City or town BOONVI IIIE - /

(If outeide city or tawn limits, weite ““RURAL™)

@ Street No..... WATER _STREET . N

{If rural, give location)

Se) szen of foreign country? NO {Yes or No)

If yes, name country

@ PRINT  CHARLES HENRY OVERTON

MEDICAL CERTIFICATION

16, - (a} Inl’ormnnf‘

F ULL
20, DATE OF DEATH: Mont%.mm day 1 7 th
3. (b) If veteran, . 3. (¢} Social Security 19 12:3 a
. NONE year. hour. minute M.
name war. No.
: 21. I hereby certify that I attended the deceased from ice
. 5. Coloror . 6. {6} Single, widowed, married, || -1~ . "19_5’"& m_____‘&@l.-c /7 . 19...“._..5{
4. Sex...... ..MAIIE L - TRle,, .NEGR.O dJVOrOCd-DLV:.ORCED lh)a't I last saw h.t!s-:._ alive on AQG_L /Cp : 195}_’9
6. () Name of husband or wife._._...... e 6. (¢} Age of husband or wife if || 20d that death occurred on the date and hour stated above. Duration
alive..oooo.o.....years || Immediate cause of death
7. Birth date of deceased... APRIL 6 - 1889 v
{Month) {Day) (Year)
8. AGE: 'Y:n.rn Months Days If less than one day Due to.__. @Lﬂ_ [ g
57 8 11 o in,
Due to
o COOPER COUNTY MISS ODRT ([P =i
{City, town, or county} {State or foreign couniry)
10. Usual occupation LA t ! - 0{51123' ::ondlhnns within 5 manthe of death)
11. Industry or business_. DAY LABOR i : — - 9 PHYSICIAN
y . - . 1aj ings: 7
(. rome.. CHAPMAN OVERTON ' ' - S ... -2 o
nderline
Ef, 13, Birthplace %I.SS{DUR I.....iq aG R E'hﬁfﬂ‘éﬁfﬂ
tata or foreign counir .
£ { 14 Maiden same ‘ﬁ‘ﬁﬁﬁfﬁr RELSON D] Of sty - et ot
. s } tistically,
g{ 15. Birthplace.......- Tty Pt MEEE OUIE,{““) B 22, If death was due to external causes, fill in the following:
) -STLAS® H. ‘OVERT ON « || (e} Accident, suicide, or homieide (specify)

® Addrees\ _;:MSAS CITY - MO.
17. (@ (me,ui‘_min_'&l______- (6) Date thereof l% )/ %}9 ¥/ 36)
§ (:)‘ ‘Place b'l.l.tl:l or cremation GOOCH ' s Mﬁl’
18. (@) Signature of funeral director. STEGNER :
Address. BOONVIIII).E. MO.

&)
19, (@/2'/?“4/‘ (b)_._@....._

{Data received local rogistrar}

(b) Date of occurrence

{c} Where did injury occur?.

(City or town) (County) te)
{d) Did injury occur in or about home, on farm, in industrial place, in pubhc place?
* . © (Specify typo of place) /7
. While at .1 (¢) Means of iajury oo
M 2

....... (M.D.otothet} ..
}___ Date signed ’_?:"’I' Y

3 ‘3 I (Licensed Embalrmcer's Statement on Reverse Side)}




RECEIVED

District Health Offlcer No, 8,
Uistrict File Number

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, of by

, Registered Apprentice No

working under my personal supervision,

/-
Signed...... (_, y

Licensed Embalmer N ﬁ//

P, O. Address.. "/..’/;})4 ‘ <
Note: The above MUST BE SIGNED BY THE LICENSED E\IBALI\IER in his OWN HANDWRITING. (Failure to comply wi

the above constitutes grounds for revocation of license.)

" .

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

o - J




