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

|

3

DEPARTMENT OF COMMERCE

FILED™ KPR 281047

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

State Fu‘l; No, 1604}’7

Registration District No..._ 2 6&____ . Primary Registration District No..... D078 ; Registrar's No._ 1 &
1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED:
3
@ County pline -1 o sacMissouri . com,S8L1NE G 7
{®) City or town M h&l 1 ~
{If outaide citymwwn limits, write “RURAL" and name of township) (¢} City or town a8rs - Vd
{¢} Name of hospital or institution: (If outside city or town limits, writs “RURAL™)
318 East Yeaxby /o oo ||y st o 318 Fast Yearby I
{If ot in hoapital ot institution write stsest number or kocation) (I rurn], give location)
{d} Length of stay: In hospital or lnat:tuuon Gaiirominr @ Cletzen of forel wrr O - a
pocify whet! 3 tizen of forelgn country. e3 or No)
In this community All her 1 i fe
years, months or days) If yes, name country.
3. (o) PRINT: MEDICAL CERTH:ICATION
Fold BN Susan Elenor Scott Wilkimson /
20. DATE OF I} s Month (AN .. .day I
3. (b) If veteran, 3. () Social Security /
y N None vear. L M _f . . _.hour minute M,
name war. o
- 21. T hereby certify that I attended the deceased from / f w
F d 5. Color or 6. (8) Single, widowed, married, ||, io y 19%7
' H |/ i L — »
4. Sex € mal mcoWhi t e divorced MB.I‘I' le d y that I last saw h‘dJ_.___ alive on 10, !
6. (5) Name of husband or wife—.oooeo... . 6. (£) Age of husband or wife if || and that death occurred on the date Duration
Samuel W. Wilkinson ative._ B4 Immedigte cause of death _, .
7. Bisth daceof ecene. 50D EMbOY 2I8%, TB62 T Yegecadsig
(Moath) {Day) {Year)
8. AGE: Yearsg Months Days If lesa than one day Due to...... M
84 6 20 hr. min
Due to
. 9. BinbpeedBXINE_.CO. nn.ty_, Missouri.. . ..
(City, town, or county) {State or fu'em'n ooun
Other conditions.,
10. Usual eccupation None e iy e %
11. Industry or business Mo ‘ PHYSICIAN
. r findinga:
g 12. Name Joel- Scott ' ]Oofoppr-;ﬁgm“ : . ! J} . . s .
! () Underline
=\ 13. Birthplace Kentucl; f}\ = the cause to
. {5, nrfonuxn emml.r '] f
5 14, Maiden name. NﬁﬁnTe Wahns end s‘é : Oforsy S E . zi?;r:égsa:
k i |tistically.
§ 1s. 22. 1f death waa due to external causea, fill in the following:
16. (@) : Ve & .. (a) Accident, suicide, or homicide (specify)
* Md,,_tzls EaBt Y earby » MB.I‘B hall \’IO (¢} Date of occurrence
. @ Barial @ Date therear APYAL T3 T O ,Where did injury occur? S
(Burial, cremation, of removal) - (Month) (Dag) (Y“’) (&) Did injury occur in or about home, on farm, in industrial ptace, in public piace?
(e)™ Plitees burial or cremationtv 1426 Fark. cemet_ery
o pfci f pla . .
18. (o} " Signatire of f'-mMI direct i e While at wagk?. ' l(:l)” %I:u;)of iUy e ..Q.._
(&) Agddress Mmsha& I!,lﬂso'l,l ”i_!__““”w_“ Sl . (M bl
23. Signatur o
15, (a)‘%&/’! =L 747 ® eelatn [ oy . | a/)-
(Date received local rexd (l\exinrm:}.-'zmlum) L) el Address... \r A IR AR Date mgn ¥

(Lioe‘{:.ﬂed Em.bn];ne;’l-élnlcment on Reverse Side)




RECEIVED - | ,
Distriot Health Officer No. 8 -~ S

cistrict File Number .. .ccmmmev===="

Dute Fiiwd cococa- ﬁ.-------.:_ff.7

STATEMENT BY LICENSED EMBALMER

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

, Registered Apprentice No...
working under my personal supervision

N e

Licensed Embalmer NO..ot/@ @ .oooeeeveooeeeres oo

P. 0. Address..ﬁm‘&&...zﬂf;ﬁ_
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revocation of license.)

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

.



