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

DEPARTMENT OF COMMERCE

BILED MAR 2T 1947

Reglstration District No......l..

THE STATE BCARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
Primary Registration District No.ri..:!f_l _.Q:’

727

State File No.

Registrar’s No.,

2L
1. PLACE OF DEATH:

Greene

Falr Grove Rt. 2
(1f outside city or town limits, writs “RURAL” and name of townahip)
{¢) Name of hospital or institution: /

{a) County
(¥ City or town

(I not jn hospital or institution, wm.e streat number:or Tucation)

(d) Length of stay: ital or insti uhnn
Ay his

In this community,
ytani, Monlhs of doys)

{3pecify whether

2. USUAL RESIDENCE OF DECEASED:

© State Missouri o B County Greene 37
© Cityortomn.... Fail Grove Rt, 2 o
(If outaide city or town limits, write “RURAL"™) a
(d) Street No. N
(If rursl, give location) L’
(¢) Citizen of foreign country? NO { ] (Yes or No)

1f yes, name country.

3. (a3 PRINT

MEDICAL CERTIFICATION

MOTHER FATHER =

r
Full name___Frank. M. Wommack
— Er o Ry v — 20. DATE OF DEATH: Month. F.8Da . cay.. RE X
3. 12 . . (e cia uri ] 24
@ vetern N O Y year I 947 hour. minite. 50 M-_-‘:a_-
name war, No H
21, T hereby certify that I attended the deceased from
5. Col 6. {o) Single, widowed, married,
Male C “White Married - 1943, to 19.£4,
x ! race divorced.._. that I last saw h.. & alive aon 19,&3;
&. (5 Name of husband or wife.....ormrmeemeemees 6. (¢) Age of husband ar wife if || 2nd that death occurred on the date and hour stated above. Duration
Mamie Wommack . alive.. 16 years || 1mmediate cause of deagh P » .
7. Birth date of deccased............ DeCe e 20, 1869 || e Sl -Wf«, %34@:«4
(Month) (Day) (Year)
8. AGE: Vears Months Daya If less than one day Due to
7 7 R I < 2 hr. min
Due to
9. Birthplace.._ Q' EENE La._Mo. T .

(City, town, or covnty) (State or forcign mu.éf.lr'y)

: i B Oth diti -
10, Usual OCC“9“"-‘0“—--—--—--—---—--Eaxmer = (lncel:d? :reng::y within § months of death) }%‘
1. Industry or busineas g ‘ff)' £ SSUI— PHYSICIAN
12, Name. Wilson Viommack . o || opermtons ¢ A =
to nderline
1. o NOTth Carolina ! _ ) e cause o
T ’ i ; (State ar foreign conatry) Of attopay should be
s i oo NEt T “BHES i - Shovidhe
] Missour i 7 tistically.
15. Birthplace. - 22. If death was due to external causes, £l in the following:
. (City, town, or county) . {Suato or foreign country)
16 (@) 1 aformant Mamie Wommack ' - (a) Accident, suicide, or homicide {specify)

Fair Grove Rt, 2
Burisl ‘b,'m'e,,,,;m; 2 £3 I9

(Bwinl.u'emtbn.wnmm’tl) (Month) (Day) (Year)
a

X % CedariBluff .
.I V. hlﬂ.ingner& co,

Address

(&) Date of cocurrence

41:? Where did injury occur?... b
(City or town) (County) {State)
(d) Didinjury cocur in or about home, ont farm, in industrial place, in public place?

(Specify type of place)  ° e
..... . {¢&) Means of injury.e.ococecoceee

i (Licensed Embalmer's Statement on Reverso Side)
1169 .




RECE™'TD
Creenc - ounlv Health Offics,
County File Numb:r #7-3 3L

Date Filod T~ /97 .
4

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.

Reglstered Apprentlce No

@/ 7/

Llcensed Embalmer No é’/ 7 &

working under my personal supervision.,

P. O. Addregs»
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN 1

the above constitutes grounds for revocation of license.)}

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




