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

TM T CGF MMERCE THE STATE BOARD OF HEALTH OF MISSOURI
FTEEB‘“F‘E 95947 STANDARD CERTIFICATE OF DEATH sueric e R
Registration Diuf:rict Nn::.g._z::z _______ Primary Registration District No.ﬂ_{ii Registrar's No.
1. PL/q.E OF DEATH: 2. USUAL RESIDENCE OF DECEASEDt
- {a) CDll;ltY WebSter /‘ 5
(@) StateMO.. ® County .{,r Lgh,:t;_..__._..._.__..
(b) City or town.. Hi ﬁngua H % 1
(1{ outside cit¥ oz town limits, write “RURAL” and name of township) (¢} Cityor town aI‘ v l 1 e - 9
(c) Name of hospital or institutions (If outaido city or town limits, write “RURAL"}
Schlicht Hospitel 0@ (@ Street No e o
(1f not in hospital of inatitution, write street mar or Jocation) {1f vural, give location)
{d) Length of stay: In hospital or institution ays N d{
5 d (Spocify whather || (¢) Citlzen of foreign country? I\ G (YVes or N
In this community. ays
years, months or days) If yes, name country. vearaerstmsrnre
3. (s) PRINT MEDICAL CERTIFICATION
Ful, Nname_dJd AMES HARRISON.PROCK 1
S o S e 20. DATE OF DEATH: Month day.._ 20
3. t N B t .
® veteran i : i year. 1947 hour. 4 A 00 . minmnBo p *M
name war. No...NONE . e
__J‘ 21. 1 hereby certify that I attended the deceased from
5. Color or 6. {2} Single, widowed, married, 19...... . to. 19 ..
4
4 Sex M, Q | race W divurcch&]:.r.iﬁd.../ that I last saw b alive on L —
6. () Name of husband o wife...... cmeiees 6. (&) Age of husband or wife if || 2nd that death occurred on the date and hour stated above. Duration
Jennie Prock alive. 70 . years || jate cause of d%
7. Birth date of decmsed........._..__._.J,.?,.____.._..ﬁ.m..%zji._.m;m.._&g!p_.]._ ) e T
(Month) (Day, o) 2 /_‘__ﬂ At ar 2 -
y" b -
8. AGE: Years Months Days If less than one day Due to - .
s . A
75 1 16 hr. min v A
9. Birthplace. LTS VL llem..,.,mm._._.._.,___. Mo 7} V 4 / /
ﬁnly. 03 f {Stats or foreign country)
. glire armer Other conditions
10. Usual occupation RS . {include pregoancy within 3 moathe of dewth) {A
11. Industry or business R PTT Tt 1"" FHYSICIAN
jor findin —
g 12, Name 900N F, Brock ™~ momﬁ‘c?n,___ S {} ! -"" ‘/) Undertine
E:: i Mo . U k""\ the cause to
& \ 13. Birthplace S p 5 i which death
R ¥, tate or foreign country, Of autor should be
B s Maiden name. DL IXeDELA_Todd futopsy charged sta.
E |tistically.
§ 15. Birthplace. T ———— 22. If death was due to external causes, fill in the following:
6. (o) Informant MW {a) Accldent, suicide, or homicide (apecify)
() Address_.. J/ N (b} Date of occurrence.
. @ Burial . (8 Date théreot. ___2 e {) Where did injury occur? Cityar vowsy T G =
(Burial, cromation, or removal) (Monh} (Day) {Year) (¢} Did Injury occur in or about home, on farm, in industrial place, in publzc place?
(¢) Place: burizl or cremauon___s. el Mem m_—
15. (a), Signature of fyneral - % 29 | whiear L u"n’
(&) Address '
23. Sigma e (M. D orothet}
19. (a) —Z/ / ?/ 7 ) }% WA? ;
(Dule received loca) rexistrar) tror's signatare) Address._..___ & { Pl ™ A AP eg) .. Dates e[,
3 (’L '7‘ {Licensed Embalmer’s Statement on Hoverse Side} U ’




"1

TECEIVED ' -
isirict Health Officer No. 6, ’
¢ istrict File Numbaer 2 Y - 9‘(9 0 . .

e e ————

Date Filed B2 A 104%. )

STATEMENT BY LICENSED EMBALMER

[ hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, orby—

, Registered Apprentice No . ,

s T pne 5 Ll

. N \
- Licensed Embalmer No \9 :574‘5

. P. O. Address. ~ ; M ’W\

working under my personal supervision,

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revecation of license.) W

If this body is not embalmed, f:lct shoﬁld be s0 stated above.




