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DEPARTMENT OF COMMERCE

FILED MAR 31 1941'

Registration Distrlct No.__ 30

Bumu OF THE CENSUS

| -
THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
Primary Registration District No. Mf‘“/b‘ q

r

Registrar's No. 1.3 = 19 H ’1

1. PLACE OF DEATH:

(&) County...Crawford
(% City or town

Cubs

2. USUAL RESIDENCE OF DECEASED:
State_ M1 s souri Crawford:. ;j

Cuba,,

(a) (2] County

R. Re.. #.3.

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

(If outaids city in-_l.nwn limits, writs “RUNAL" nnd nams of wwoship) {¢) City or town
(¢} Name of hospital or institution: {1l outaida city or town Hmits, write - RURAL") y{
At _Home of Webb Sho Cs.klﬁ.y e er i () Street No. -
(If not in haupital ot institution, write street pumber or lnr.nl.hn) (If rara), give boration)
(d) Length of stay: In hospital or institution .
{Specily wheather (e} Citizen of foreign country? (Yea or No)
In this community Life
years, months or days) If yes, name country.
MEDICAL CERTIFICATION
359 PRINT patay Marie Vincent 8
T o 20. DATE OF DEATH: Month MAT'CRL  _ day. 1
. . t
3 (b) lf veteran, ¢ N urity year. 1947 hour. 2 minute 50 A bl M.
name war. No. No. YO e
21. I hereb certr.fy that I attended the demsed from
1 J 5. Calor Fos i o (6 Singte, widowed, marked | _ =l AT o AR (7 1AT.
nian
4. Sex Fema |' ce. .2 divoreed — =" T T that I last saw h_e_{___ alive on Mﬂ". / ? i 194:2.,
6. (5} Name of husband or wife_JeX_____. 6. (c) Age of husband or wifc f || and that death occurred on the date and hour stated above. Duration
XX alive.. .S Immediate cause of death
7. Birth date of deceased February 24, 1847 ||...........Terflesene FAL... UM/ A, 2 -
. - (Montk) {Day) (Your) )
8. AGE: Years Montha Days If less than one day Due to
O 0 24 [N || RO 1.5t )
Due to 2 .
9. Birthplace.. Wﬁynﬁ_,s_yilla_____.__ Missoupri -~ PN
- - {City; town, or coanty) — ‘(State or [orcign country) =+ - - R - . k). =7 <R s
I nf ant Other conditiona b, 5
10. Usual mw1:qgmn o . - T 7 (I?.;luld;, Preguancy within 3 months of death) \ [
11. Industry or bus! SR PHYSICIAN
or findings: N
g 12. Name F‘Ore ﬁt - D * 1’1 nce 'D'f' Of'o:‘_mmﬁnnq {A e Undertine
7| 13. Birthplace Cuba . " Missouri U \} (} be cause to
. w-m,g: (Sum or foreign conntey) Of aut should be
E 14, Maiden name I‘ﬂ T ‘Ber Lz, Antopy par eﬂ ata-
X tistically.
. - i o
E 15, Birthplace bt hod Jame 8 Mi 3 SO_UI' ‘ } 22. If death was due to externzl causes, fill in the following:
= ; {Cily, town, or county) {Siata or foreign country}
16.. (a) Taformant Forest D. Vincent (a) Accident, sulclde, or homicide (specify)
&) Address_ R Be..3,. Cuba, Missourd (b} Date of occurrence
occur?
17. {a) BWAAL__.___. . (&) Date thereof 5!.1.9,[&:2....._". () Where did injury (City or lo'n) {County} (State)
(Burial, cromation, ex removal) (Monih) (Day) (Year) {d) Did injury occur in or about home, on farm, in industrial pla.ee in public place?

(c}

Place:iburial or mmauomKi n,_der C@m ... CUbB_. MO F

Signatunoffumra!dnrccm:Shanklil Flmerﬂl Hon 2 .

18 () tans of ST P
() Address... Cu u;m
; - W= e {M. D, orol
19. () (Tgfgdgmm\ £ /e______________' ﬁa.ﬂ Date s y 7

.;3 7 ).. {Licensed Embalmer’s Statement on Roverse Side)




. STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whase name is recorded on the reverse side of this certificate was embalmed by me, osbry:

, Registered Apprentice No o

working under my personal supervision.

*  P.O. Address..._. (_l.L‘(Ic\

. Neote: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (leur) to cornply with
. the above constitutes grounds for revocation of license.) . . .

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




