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Y—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

’

WRITE PLAINL

t

DEPARTMENT OF COMMERCE
BurEAU oF THE CENSUS

FLED JuN

Registration District No ,&}g‘

THE STATE BOARD OF HEALTH OF MISSQOURI

STANDARD CERTIFICATE OF DEATH

- -
Primary Registration District N u....'_;..-?:.'?.‘% .....

State File No.

. 21873

Regisirar's No.___.. aZ[__.___._.__.._...._._

1. PLACE OF DEATH:

2, USUAL RESIDENCE OF DECEASED:

((:)) Eo:mty : Pike Shencer Twen ||@ st Missourl ) Coumy... Pike
OO Y Yok Rk, i “ROMAL" wnd s s v || (5 City or town_ CUTTYVille, Rural 4
{¢) Name of hoaplta.l or institution: (If outsido city or town limits, write "RURAL")
{If not in hoepital or institution, write strest pumber or locution) (d) Street No (If rural, give location) 0

(&) Length of stay: In hospital or institution dniiyvimims | Ctetzen of foret ry? v No)

pecify w e n of foreign coun eg ot No,
11t this comtutnity Sixty-five years

yeare, months or doye) . If yes, name country.
3. @ prINT J1ly88€® Grant Bryant MEDICAL CERTIFICATION
FULL NAME
20. DATEOF DEATH: Month_____ {2 . day é
3. (¥ U veteran, 3. () Soclal Security N 7 utesd D .
AT 10 e -
name war NOJVQ.{M&_ ¥ e . e -
21, | hereby certify that I attended the de d from....Low2. = F =
2 | 5- Coloror 6. (g} Single, widowed, ng va wqé o [ / 4 19£Z
4 Sex...M I race NEgro dworccd.____?f_!}:_ -~ ] that I last saw h, % alive ont lr / L‘/ 1&21
6. (¥ Name of husband orwife. oo 6. () Age of b &.ud or wife if || and that death occurred on the date and h°u' stated above. Duration
o Ge Prg ia Mae BI‘Yant afive.... _..years || Immediate cause of death
7. Bictidate of deceased. QC t. 31 1872 -m_m_q/%__a”(‘{/ﬂ.‘;/m /_A:'/ ’
AL o .(Month) (Day) (Year)
-~ | r
8;', AGE:., ' Months . Days If less than one day Due to.. C7 PO EM /M 2
P o . v 7 . a .
. -4 " "-j. hr. miﬂ T :
° .

> Bi“hﬁ’mﬁ'%‘élt,"ﬁﬁ%.%&%}ﬁ ----- tts sgubharts-
rriers

10. Usual occupation wY

Cther conditions.
(Inclad

11. Industry or business

g { 12, Nm—-Gm}es-—Brya-n-“a-—-—--—---—--—-——-------—------—--T/-----
B R Bixthpiace..._....%l g et .
E 14. Maiden name H- [ i,
g{ ———Unkn own

= (City, tawn, or county)

16, (@) Informant WLl ford. -pran:t
® Address> Vindalia, . -Mo.

(Suate or foreign country)

15. Birthplace

(Stata or foreign oo?'u’ 9

17. () Burial (5) Date thereol.._June_9
(Barin!, cremation, or Temoval) {Manth) (Day) (Year)
© " Place: burial or cremauou___cu I‘I’Xbi lle, Mo. .

{&)
19, (a)

191

{51a
(d} Did injury occur in or about home, on farm, in industrial place, in public placc?

. (M.D. orothe.r.‘m ,U

—
wi 3 montihs of death) f,\ '
VA

Major findings:

0Of operations.

PHYSICIAN

Underline
the cause to

Of autopsy

[whichdeath
should be
charged sta-
tistically.

22, If death waa due to external causes, fill in the following:

(g} Accldent, sidcide, or homicide (specify)

{#) Date of eccurrence

7 Where did injury occur?.

(City or town} {County)

’ " (Specify type of plece)
While at work? . P!

m",:‘.g,&"“..%—m

1

/4]4 f - LD, Date s,mé/ 230

ZZ_Z“ @
1o received Jocal registrdr)
L

{Licensed Em.lm.lmar's Statement on Iteverse Side)




v o

STATEMENT BY LICENSED EMBALMER 0‘:’

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

,» Registered Apprentice No

working under my personal supervision.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revocntion of license.)

% If this body is not embalmed, fact should be so stated above. ..
- LY - b i




