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WRITE PLAI;NLY;—-USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

XATOTO

b

DEPARTMENT OF COMMERCE
BUREAU OF THE CENSUS

FILED JUN 17 1947

Registration District Nov.ovoerere.

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE QF DEATH
Primary Regi;tmtion District No._\sﬁ.l__%-

20347

!“:‘ M

Staie File No.

Registrar's No,

1. PLACE OF DEATH:

(a) County. C 1 8. y
{4 City or town......... EKQ.QJ..E i.Q.I!... 3

(1f qutaide city or towa limits, write Ul\AL" and name of u“mlhw)
(¢} Name of hospxtal or institution:

Excelsior Hospltal ﬁ‘

(If pot in hospital or institution, write street number or location)
(d} Length of stay: In hospital or Institution...... _8_,

2.

(a)
)

)

USUAL RESIDENCE OF DECEASED:
Migeourl ) County.. C18Y

Cityertown Rxcel rlor Sopringsa

UIf outside city of town limiti, writo “RURAL")

Street No..2 45 _ Olﬁmﬂrc hard

If rursl, give locnmn)

24

State.

MOTHER FATHER

N I N P
(Specily whetber || {¢} Citizen of foreign country? Q (Yes or No)
In this community 't
yetrs, months or days) If yes, name countty.
MEDICAL CATION
3. PRINT o
bold XMNT _Roee _Devine s
@ It 3. () Sodial Securlt 20. PATE OF DEATH: Month. > A day. horonit
3. veteran, . (e a urity -
ymr.m_.c.f._%_7__.hou 9 minute__ .'........7£A_M.
name war. No. . !
T e 21. 1 hereby ify that I attended the deceased from,.. O
/ o |5 Coloror * | 6. (a) Single, widovu‘x’d. martied, ﬂaq 19 o e 19..&1._;7
s see F ; race...... N e divoroed_____._......,_._._._; that I last aw h.@Aw.. alive on.. CASANRL e 19.847)
6. () Name of husband or wife . 6. {c) Ageof husw’wﬂe if [] and that death occurred on the date and hy : stated above. wrasion
James Devine Ve Temsfytc cau ""“ébﬁ,‘
7. Birth date of deceased Mar 3 1868 _
(Moxth) (Day) (Year) ? &24,-0
3. AGE: Years Months Days If less t‘han one day Due to ]
gg 2 28 hr, min
. . Due to
9. "Birthplace.. ot S Iowa /- |t- -
(City, town, or covnty) {Stata or fareign coun‘try)
10. Usual occupation.,....H.Q.u.ﬂ ewife ! Other conditions..

(Includs pregnancy wil.hm 3 monthe of deuﬂ:)\ w

~

11. Industry or business Vizjor PHYSICIAN
or findings: "
12, vame.RALLYCK' O'Brine o fMe. . (}\\uﬂ —
13. Birthplace : : B : . New York /— — ‘ - \ Sﬁgﬁ::ﬁ
© {City, town, or cgunt: {State or foreign country) hould b
14. Maiden name l\l‘far‘,‘? Iaﬁ t ry of autopsy.__.‘.. P - . . Jsmulcldl st;
[N : tistically.
{ 15, Birthplace e ARl and e e to external causes, 61l i the following:
(City, towo, cr eounty) - (St.au or [ureign oouﬂu:)
16. (a) Info L‘SE %;%j_ gl A} Dev &1 n e ! {(3) Accident, suicide, or homicide (specify)
Mt o nans GLty, MO||® Dae of cccurence
7. @ Removal (%) Date thercof..... B=2~47 (¢} Where did injury occur? i o
,‘ﬂ,, e (B\u'ul. -:n-,ununn, or rsmoul) oy . . {Month) (Day) (Year} (¢} Did injury occur in or abo%e, on farm, in industrial place, in public place?

Plaoe bunal or crunauon.u_.w E.

A

pecily type of place) -° s .
e €} Meansof i m_mnr____.._.,....m..,___..

(c) QQIZ.._G:EQ.;\ Kan;
18 (a) Slg'naturc uneral dn'ecmr e ‘. ...
) _ ,)L_‘Q_L‘Q%—W_ZZE LAy
19- () (% @ (Registrar's signature)

{Liconsed Embu]mer‘lg%tement on Reverso Side)
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RECEIVED | | '
Liatrist Health :iicer No. G,

Eiztrict File + ombar -

D=4, Filed ----.-__é.-‘.'(_é.’..’.'_f?._

[ Y3
4N

STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was cmbaimed by me, or by.

, Registered Apprentice No

working under my personal supervision, .
Signed_......%/ fay ........

o Licensed Eml; mer No.....?‘/gz
P. 0. Address.ﬁ.’.g{/zz’.‘f‘/ jﬁ}/';W{ /! 7&

Note: The above MUST BE SIGNED BY THE LICF.NSF.ID EMBALMER in his OWN HANDWRITING. (Failure to eomply with

the above constitutes grounds for revocation of license.)
~_If this body is £idt embalmed, fact should be so stated above.”

n




