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AT, O THE Cmsus .
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STANDARD CERTIFICATE OF DEATH

THE STATE BOARD OF HEALTH OF MISSOURI

State File No.

h'\.

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

Registratlon Dlstrict No : Primary Registration District No...._..~ % _a_g..b Registrar's Nou_.....oooononci o™ assesmnns
1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED:
ag0o8. iy I 7
(o) County.__.. or qu {m) Smte,.._.ﬂ.i.ﬂ 801 1'1_'_*___________ “(8) Cnunty oregon e g
(4} City or town ' ? LA E‘ j % ]
(lfouuule\cny or town limits, write “RURAL" and name of township) (¢} City or town........... ‘ma w re e e LR /
(¢} Name of hospital or inﬁﬂtuuon / gf oul.nde clty or town Ilm:l.l, writs “RURAL™)
(If Dot in hoapjtal or iostitolion, writs street nimber or location) (d) Street No (It rural, give location)
(d) Length of stay: In hospital ar institution ) . )
1 6 (Specily whether (£} Citizen of foreign country? (Yes or No)
It this community years .
years, months or days) If yes, name country.
MEDICAL CERTIFICATION
3. (8} PRINT
Full. Name.___Clyde_lee Hall Jul
- 20. DATE OF DEATII: Month 9Ly aap 17
3. (b} If veteran, 3. (¢} Social Security .
enr_.,_,,l,s,ﬁ? hour 7 minute. 60 Po M
name war. WOr1d War I No -
— 21. I heteby certify that I aitended the deceased from m \
o 5. Coloror | 6.-(a) Single, widowed, marricd. || , 1wtV W] w¥,
4. Sex.m_e ............ racj.‘.’hitﬂ........ divorccd_m:ng..dm..} f/that Ilast saw hAN—_ aliveon. . b Y _______U_________________’ IQE' l_;
6. (b} Name of husband or wife.. oo 6. (c) Age of husbard or wife if a‘nd tl:lat death occurred on the date a stateg above. 1‘)“’ ation
________Mﬁry__ Hal 1 alive ... 4__8,_,____, years ]mm‘:dQ causcof death [ e
7. Birth date of deceased.._ SADUBLY 30 ___.1892 : L xen \;
(Monlh) {Day) (Year)
8. AGE: Yeats Months Days If less than one cfny
o 66 -] 17 .
. har. min
- o Bisthplace. White County Arin n__s_g_a___/ o
{City, town, or county) -~ (Stata or foreign country)
N : . s, Other conditions
10. Usual occupauon.._...........D“r.!.‘Sgi.s t - umuﬁgml,;am, within 3 months of death}
11. Industryorb Y £ PHYSICIAN
. . ajor findings: =
5 Name Thom 8 Wil 1 iam Ha 11 - Y | Of operations e
2. = m’ Underline
: . , ) n the cause to
m L 13. Birthplace -._i......Ohin........._..._:.._... T I L lwhich death
ﬁ“’ Lown, af count! {Stata or foreign country) Of autopsy . ....... ghould be
E 14. Maiden name. ... Eil - charged sta-
Tern 6/ tistically.
S | 15. Birthplace .8888 . 22, If death was due to external causes, fill in the following:
= {City, towa, or county) {Stalo or foreign couniry}
. - . ] s .f \
16. (c) Tnformant...... MIBL__EW Hall {a} Accident, siicide, ot homicide {apecify,
(&) Address Thaye:r uo. '. . . {5) Date of occurrence.
LI 1 - -
o © Buri &1 (b) Date thereof. 7/19/47 {¢) Where did injury occur? ey . s o
{Burial, cremation, or removal} (Mooth} (Day) (Yoar} (d) Did injury occur in or about home, on farm, in industrial place, in publu: place?
(@ : O
Specify t f place) &
18. {a) oy (:5” ?Me:m.s of injury. e :
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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 Now. ... oo eer e ,

working under my personal supervision.

Signed

Licensed Embalmer No

P.O, Address... oo

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 embzalmed, fact should be so stated above,




