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

DEPARTMENT OF COMMERCE

FILED” Uﬁ?ﬁ"ﬂw

Registration District No... _.

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District No.._.........

03

=07

State File No

1000 999

Registrar's No.

1. PLACE OF DEATH:
Bughahah
Sta.Jogeph:

{a} County
(b) City or town

2. USUAL RESIDENCE OF DECEASED:

4

(@) Holt

state__ Missouri (%) County._.
New Point

GUR

{If outside city or wwnlamlu write “RURAL" ond name of township) Cit tor
(¢) Name of hospital or institution: . () Cily or town (If outsidle city or town limits, write “NURAL")
Missourl Methodist Hospital O (@) Street No n
(If not in hoapital or institation, writa straet number or location) (Itrural, give location) /
(d) Length of stay: Ia hospital or institution DB.YS N
(Specify whether || (¢} Citizen of foreign country?. Q (Yes or No)
In this community 4 Da_V’B
years, montha or days) N If yes, name countty.
3. {a) PRINT . - MEDICAL CERTIFICATION
Fuid name Lodémia _Alicec Boawell .. . A
- - 20. DATE OF DEATH: Month.._xiguet . day 17
3. {5) If veteran, 3. (¢} Social Security 1047 L 30 p
year. hour. minute. M.
name war. Na No. No
21. I hereby certify that I attended the d from * e erenc
$. Color or 6. (a) Single, widowed, married, Yo ol TE( Rt
Female/ Vhite.| [ avereaMarried / " oarr
4. Sex...: QM ! race. vor eme S R || that T last saw h -’%Hve nrl » . 19484 X
6. (b) Name of husbandorwife . _. ... 6. {¢}) Age of husband or wife if || 2nd that death occurred on the date apf bour stated above. Duration
Robert ¥W. Boswell alive....... T O..__years || Immediate canse of death ) o
7. Birth date of deceased.. D 8Cember 20 1875 )
. {Month} {(Day) {Year)
: W Ol Pwas -
8, AGE: Years Months Days If less than one day Due to.. A
71 77 27 .
hr. i
- / Duie to....
9, Birthplace - I1]lints _
. - (City, town, or county) (Swawe or foreign country)- - j T = ?'--
10, Ustal occupation At Home- Other conditions. el yor’. Bptorpe Celren .
o ua P T (_Ilacl:lderpregnn_m within 3 months ol'ﬁoa'.h)
11. Industry or busi oY : PHYSICIAN
. jor nnaings: . —_—
8 [ 12. name. Thomas Romine s Of operations A A ‘ .
E L / T I = [V AR v i thUnderh:;g
Ei 13, Birthplace -_—me KentuCkV W [ ( w}fi:glég;.th
.. (Cnx,.,to'n, or county) ffl (State or foreign country) Of antopsy. “ Should be
5 14. Maiden name 2UE er | chiarged sta-
g Kentucky / tstically.
& | 15. Birthplace =T Ing:
z (Cira e or o) @tata or foreign s 22, If death was due to external causes, fill in the following:
16. {a) Infnrm:;ﬂt RObGrt We EO Swell 3 {a) Accldent, suicide, or homicide (specify)
() Address_. New. Point, Missouri. .. ____|/® Dateof occurrence
17, {a) - Durlal {#) Date theref%uﬁlust 19 194 ] (e} Where did injury cceur?. G o pE

{Month) (Day) (Year)

New Point M:ssouri
g £’

(Bluinl, cremation, or remaval)

s!iit

or crematmn

funeral dM ‘."

&

(@) Did injury occur in or about home, on farm, in mdu.stnal place. in public place?

(Specul'y type of place)
: (¢} - Means of injury.._..{

» «While at ' work?..._£2....

) Address_ A2 M b' or othef
19, (g} Aug 21 19A7 ) . ' . .__
{Dats received local registrar) Date signe

('L.cemed Embalmer’s Statement on Reverse Side) St - J 0S5 eph, MO .



' 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

, Registered Apprentice No .

working under my personal supervision.

-

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failufe to comply with

the above constitutes grounds for revocation of license.}

If this body is not embalmed, fact should be s0 stated above.




