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

DEPARTMENT OF COMMERCE
}Tirnu oF THE CENSUS
JAN 1

Registration District No....... /.. ﬁ/ ..........

1948

THE STATE BOARD QOF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
Primary Registration District No___ﬁ_('../ﬂ,

State File No4.4_,25.r?.......

Registrar's No._/g..ﬁ:.___._..

1. PLACE OF DEATH: -

(e¢) County
(¥} City or town

a
{¢) Name of hospital or institution:

Dt A, z
o I2onddcZ AL

Foutaide city ar town limits, write “RUHAL" and name of township)

(d) Length of stay:

In this community.........oonee.eee..
yeors, months or days)

(If not in bospital or i fon, write sireat b

In hospit_agor inatitution

2. USUAL RESIDENCE OF DECEASED:

State. M 0 @M u5/

(] {#) County
(¢} Cityor towné%]' ¥,
] (If outside city or town Rmits, write “RURAL™)
(d) Street No )
{1f raral, giva location)
(¢} Citizen of foreign country? m {Yea or No)

If yes, name country.

3. (o) PRINT
FU’;.I. NAME..

3. (3) If veteran, 3. (¢) Social Security
L N ’/'-
name war. 0.

5. Color or 6. () Single, widowegd, married
4. Sex m /? |  race: J F divoreed
6. b} Name of hu;t?anw_ S 4 (¢) Ageof husband or wife if
7. Birth date of deceased M & 18"‘ [ By

{Month} (Day) (Year)

8. AGE: Yeats Months Days 1i less than one day Due to..

g4 2 |2

min

0, Birthplace...@w &

{City, towr, or county,
£0. Usual mmﬁoma .cz'&_ﬁ{&} ];

Me 7

(Stata or foreign country}

. L

MEDICAL CERTIFICATION
DATE OF DEATH: Month_ ¥t/ day. ﬁ g
vear. f44 7 hour. q mlnut,ej__g___ﬁ M,
21. I hereby ocmfy that I attended the deceased from ... &Mﬁrﬂ
-0, TR AR 7/5ne 3N 1%, 1947

? ottt 3 _ 5!?
Duratio

20.

that I last saw h
and that dcath occur

alxve on..

on the date nd hour sta abovc 1
nZ‘aTﬂe_ ‘0 nuJ%Qé}fe;

g R

Other conditions
. (Inclnde pregoancy within 3 months of dn-rl.h)

use of

Immediate

il H

11. Industry or busin 2 A - PHYSICIAN
osry e * Major findings: m i o —
a 12, Name..oon., L g, || Of operations g Underline
: the cause to
=\ 13, Bh‘thplaoe. et emsaen & —_ . lwhich death
(City} town, or > 0 couniry) Of autopsy. : should be
a 14, Maiden name, St/ SRS charged sta-
= 0 R tistically.
§ 15. Birthplace 22. If death was due to external causes, fill in the following: e———"
16. (a) {a) Accident, suicide, or homicide (specify) B
o (#) Date of occurrence
Where did i oceus?.
17. (a) . el © oTe njury {City or town) (Connty {Stai
. (Barial, cromation, or removal} l (Month) {Day) (Year) (d) Did injury occtr in or hbont home, on farm, in industrial place in public place?
{c) Place: budal or 'mmaaonjﬂ 3__ @ AL . 2t
pecify Lype of place)
18, (o) Signature of funera! director. / k4 o ¥ (’;T M:a.us of Injury oot
(3) Address.. {7 (b /A
19, (0 L2bon T -- i -d

(Date received local rexistrer)
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' DISTRICT HEALTH OFFICE -
Cameron, Mo T -

- .

STATEMENT BY LICENSED EMBALMER .

N

P ) + ~ - N
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,/ or by : -

working under my personal supervision, v

- Signed%w e

- ) --f‘ ‘ Licensed Ex;lbalmcr N_o. i, 867

- Pp.O. f\}idréss.é

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN ]{ANI)W’RITINC. (Failure to comply with
the above constitutes grounds for revocation of license.)

’
a ™

\ r .
.......... R ey Registered Apprentice Now.......& Q.
S ..

s If this body is not embalmed, fact should be so stated above,
“% WY




