8. No. 2
IM—2-43
v. 5-17-3%

1 xassaz

)

B

[d
B

WINTE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT R%CQRDA

RLE S S0

Reqistration District No._._@h__ £

STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE: OF DEATH

Primary Registration Dlstrict No_si:_fjé

16446

State File No

Regisirar’s No,

1. PLACE OF DEATH:

(a) County....Batag -
(®) City or tow T, .. Butler Mo.._RF

G

Name of hospital or institution:

_Pleasant Gap TWP?E

[ Tf outaide city or town limils, write " llUllAl.

/

(1t oot ko hospits] o Institution, write street oumber or locslion)

F S Hardl

¥a
1. USUAL RESIDENCE OF IJECEASI-'D:
Smle_.___.m 83¢ 0.11,"1:“«'&.“. (®) County. Bates 7
City or town......... B.u.ta.l er.__RFD .......#6. Plea g %p Gap
")

{1 ctttalde city or town limita, write * "“RURAL

{d} Street No. -

6. (b)) Name of husband or wife....._..___.___

5. (c} Age of husband or wife if

o

(11 rural, give tocation)
(d) Length of stay: In hosplital or institution. " o
Ye ars (Specity whether [| {¢) Citizen of forelgn country? (Yes or Nc‘:))
In thia community
yeoars, months or dnys) If yes, name country.
: MEDICAL CERTIFICATION
3. } PRINT
Al T Flora Amanda Cassity April 25¢h
R - - 20. DATE OF DEATH: Month day
3. () If veteran, x 3. {¢) Social Sccx ty year 1947 bour # z . P M
name war No.
r = I he.reby centify lhal I attended the deceated fr
.- femdld 5. Color orw 6. (a) Single, widnwidd ma:rlcdd 19“__“;’ M 4 194-]
i Jurt
A1 Sex race. divorced. e t 1 lact saw h.‘-i,. alive on.._.

"1-_9__. 19. _g

Duration

nnd that death occurred on the date and hoyr stated above.

Immediate cause of death

alive.. - . YEATS

7. Bisth date of decoased____08TCh 4th 186 i . -~ p

' - (Moath) (Dar) Gt || s rornn (Ao O Prare o

8. AGEY Y% Months Days If less than one day Due to

N ' 85 ” l 21 ! hr. Jmin D ﬁ
e L0 g0
o. Birthok Elkfart Indiana / IR T /?2444{ ,,,J.:g.‘:é’ .
N *. (City, lﬁ-m nrmen;:"}i fe . (State or forelen country) ﬂ
. 0 h ditions.

10. Usnal cecupation ous e (}n:!i:?';e:n‘::c) within 3 monitba of death)

11, Industry or business 5 : - , FA PHYSICIAN
il r‘ e a—— ] BIOI !‘l I': ne. "“3; -
E 3. Name..ow ﬂ _ " eqch f opern F! Yo ‘?\r‘ | Underline
=1 13 ‘Blrt.hp!ace_.___w R&ﬂﬂ_ﬂ = 3}53'3‘;{3
= o, or (5"“""'""‘1““’““’, Ofautopey : : ]ﬂ j shorld be
&= { 14, Maiden name__...._.“ REEAE A - - . charged sta.
E - tistically.
g 15. Birthplace "‘ (C_“, pys %n (s“““ toeian wunm)r 22, If death was due tp external causes, fill in the following: - '
16, d{)} Inform:lt _Wail er\ S Sitry N4 (@) Accident, sulclde, or homicide (apecify)
' L) " e

® Add:eu_:._.BED__#G’_BUt Yer Mfssouri {6) Date of occurrence
. @ <Burial (&) Date thereof. \4/27/ 47 {e) Where did infury occus? iy )
{Barial; cremation, or removal) Ja khiiﬁ- )'t‘;gﬁ"e ry {d} Did injury oceur in or about home, on fa.rm in Industrial place, iz publ:c place?

19, (a) #_
ur.oeivﬂl Jocal

(&) Piace: burlal or mmst!o
18, {a} Signattre of fune.ml director.

5 Addrm

o pulver Undarwoesd
ri

Butler ‘Missc

(Flu’llu‘nr'l fizrnatare) / j.n,.

. (3pocify type of place)
While at woslks -

23 sznan::CU

Address. ...

£ iniursr (R

20 bl ‘ee-"’ M. D. or oth Z
. : ....M g o i)a:e !izna# ,7‘,‘-7

(Licensed Embalmie

's Statement on Reverse Side)




2Q
. ?e\‘- 2 oY
‘-4—’ ?\}-‘G\_o
i . Y o /q " \i e\‘.‘ﬂ '
PR, o S PPT as0
- ¥ W
o 9
2 100N a3h ,
Q0
‘L
¢
STATEMENT BY LICENSED EMBALMER
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