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WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT REC

DEPARTMENT OF COMMERCE THE STATE BOARD OF HEALTH OF MISSOURI 4402

FILED. MAR 4 %ﬂ _____

BuRBAU OF TEE Cexnsus STANDARD CERTIFICATE F DEATH State File No

m_~gz_)7 Registrar's No M

Registration District No.... Primary Registration Distritt No. 4
1. PLACE OF DEATH: .- 2. USUAL RESIDENCE OF DECEASED; 7 7
(5 County. CQOD®E Mi ssouri Gooper ,2
®. _City or towiL L RAL Bouth Monits au (o) State ®) County L w;

. (1l ontside city or town limits, wnu ‘RURAL" aid neme of Lowmhip) (") Clty or town... Ru ra 1 . T - ;‘i

(c) Name of hospital or institution:
onsg

(If outzids city or town hmlu, write “"RURAL")

Strect No...98Y0n Miles North,Clarksburg

(LI not in hospital or institution, writs street number or lacation) @ (If raral, give locaunn)
{(d) Length of stay: In hospital or institution o= a
Lif {Specify whether || (£) Citizen of forelgn cotntry? N Q (Yes or No)
In this community. 113 .
years, months or days) I yes, name country._._._._.__Nati ye

i FRNT Anng L , Martin

- 20.
3. (#) If veteran, 3. (¢} Social Security
name war. None Now.. None ,
5. Color or, 6. {6) Single, widowed, married,

. soFemale /’ e it

6. (b) Name of husband or wife....vecarenereees

. ibert HMartin

Y SN N e

Lqum__q]:d_og that I tast saw . &P qlive on : 4 hgund L.

6. (¢} Age of husband or wile if || and that death occurred on tth?
alive__ D ea d ___years || Immediate cause of death —

MEDICAL CERTIFICATION

DATE OF DEATH: Month .80 CUATIY.., 28th,
year. l 9 47 hour. 5 minutF 30 P oAl :

T hereby certify that I attended the deceased from. ... S

7. Birth date of decea.scduar 3’ Sth . 18 ?Q B/ il [T gy e Y e
(Month) (Day) {Year)
8. AGE: Years Months Daya If less than OI;.C day Due to
7 2 9 23 hro el min,

9, Birthplace

Cooper County , Missouri))

{City, town, or county}

Due to

{Stata or foreign country)

10. Usual occupation.... 10U sowi fe

Other conditions
(Includ

pregnancy within 8 months of death) Rl
11. Industry or busincss._.._.H.O.mS - . ig ‘) . .—...| PEYSICIAN
B {12 ame..d.e R o Doffenbaugh o A W . ol —
§ 14. Maiden nama-(EC“f::;bm:iﬂhChrifilzzﬁ:':nf”;f_ Of utopsy S ' X %ﬁag“lgf? ;-Ef
g{ 15. Birthplaoe..........iaa::g.;nml&nﬁ_)ﬂ_‘n"._._. (it o forcigm oonnl{) 22. If death waz due to external causes, fill in the following:

16, (&) Informant.urﬂ . Theron Ma,rtin(Daughter())

@

(5) Address Clarkghu rg_ 4_.._.

17. @ BUrigl () Date thereof. 3/3/41 o)

(Bun-l. cremation, of removal)

(£) Place burial or cremat.:on...

S
18. (a) Slg'nnture of t'uneml d:r!:ctor

(&) Address

19. (@) _.‘!' a (b) .

4t ,P1lensa

{Manth) (Day) (Year) [Z4)

Accident, suicide, or homicide {specify)

Date of occurrence

‘Where did injury occur?
{City or town) {County} (State)
Did injury occur in or about home, on farm, in industrial place, in public place?

‘While :j /
ﬂﬂ}! ™~ Signa: A
(Hemuu s nxnalm) A .Addrcss..

1O~

{Licensed Embalmer™s Statement on Rcr:rlc Side)




[ Yk
417
X I

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.

working under my personal supervision.

) Note: The above MUST BE SIGNED BY THE LICENSED EI\IBALI\IER in hls OWN HANDWR]T[N - (Failure to comply with
the above constitutes grounds for revocation of license.)

Tf this body is not embnlmed, fact should be so stated above.
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WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

+
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1

DEPARTME‘\TT OF COMMERCE
BUREAY OF THE CENSUS

Registration District No.........

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District No....__wf. 5%

State File No

S3 &I

Registrar's No.a.o e

1. PLACE OF DEATH:

2. USUAL RESIDENCE OF DECEASED:

(e) Cainty..- @ st IO o =y County.. =
() City or town.......... v
(If outail Ptown umla, write “"RURAL" um! name of township) () City or town ol /L
(¢} Name of hospital or mstltuuon If outsida cuty or Luwyx
{If not in hoapita) or institution, wrilo sireet number or lucavion) (d) Strest No... 7 (Il raral, swa‘focnuou)
{d) Length of stay: In hospit Qr jnstitution d
(Specify whether {z) Citizen of foreign country?
In this community.
years, months or days) [/ If yes, name country

3. (a) PRINT
FULL NAME_ . VA/LVWNY

3. (b If veteran, 3. {c) Social Security

name war. No
5. Calor or 6. (8) Single, widowed,
4. Sex 3— race divorced..

6. (&) Name of husband or wife...ccceoeeeeeece.. 6. () Age of husband ot

. Birth date of dcceuscd m“«

{MouLh)

17, (a)

(&) Date

(Barial
Place: burial or cremation S J. .zz
Signature of funeral director..
Address oo

gal =M= fy

(Dnl.'a roceived local retiluar)

)
18. (@)
(b}
19. (a)

e

MEDICAL CEBTIF

20. DATE OF W: Month_..... S X5\
yeﬂr..z AT S

21.

Other conditions
(Include progoancy wilkin 3 montks of death)

PHYSICIAN
Major findings:
Of operations..

- - Undertine
the cause to
which death

Of autopay.... should be
charged sta.
tistically.

22. If death was due to external causeas, fil in the following:
{a) Accident, suicide, or homicide (specily)
(b} Date of occurrence
{¢} Where did injury occur?
{City or town) {County) {Stale)
{d) Did injury occur in or about home, on farm, in industrial place, in pubiic place?
(Specify type of place)
While at work?.. .o

2 Nan of inJUry v ooserom
o T s di S o O
Address (P AgasA N2, hﬁ

bsdeed =¥ |







