30.-’300 ! FEDERAL SECURITY AGENCY MISSOURI DIVISION OF HEALTH im

B RSE Sl Gsr - STANDARD CERTIFICATE OF DEATH s raero

Registration District No,..=d £ =0 ramtraee Primary Registration District NO..é:é.é:é:._ Registrar's No. -...j— / i reeaeen s
d
1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED: -
. .
(a} Cg}mty____I.!.ﬁ_-Er_ﬁnﬁe {a) State Missouri (5) County N@W Madrid it
() City or town_... Mbe Vernon - o
{if autaide city or town limite, writs “WURAL" and pame of tewashia) || () City or town. Risco
(¢} Name of hospital or institution: o (If cutside city or town limits, writs *AURAL")
Missourd State Sanatorium @ Strest No D
(If pot in hospil itoticn, writs street ber o k i {If rural, give location) /
(d} Length of stay: In hosp:tal or institution.. . _245 dm_ S—— '
(Bpecify whetber || (¢) Citizen of forelgn country? (Yes or No)
In this communit. ..,..,M.m24 _days
years, mouths or dflyu) 5 .If yea, name country.

MEDICAL CERTIFICATION

. {a PRINT Lil
ame ... Liley May Wilsan
¥ 20. DATE OF DEATH: Month . Aprdl. . day... . 13th

3. (&) If veteran, . 3. (¢) Social Security No.

hame war no . I 490280872 var_ JOAR. . hour ——10-838———131'“‘6»-”4-»«-”-

21, [ hereby certify that I attended the decensed from
5. Color or 6. (o) Single, widowed, married, [, July 11 19. 47 Adaedd 13 1048
4 Sex..._. E...S..m:l-. Q] race._. fihite divoroed._..mm#‘ that Ilast saw h._ge_aliveon ... E‘ﬂk’ s 19 58
6. (3) Name of husband or wife.. — . 6. () Age of husband or wife if || and that death occurred on the date and hour s ve, Duration
G, Wilson alive__ 34 years || Immediate cause of death :
7. Birth date of decensed... JULY. 20 1916 Far Advanced Fulmonary Tuberculosfis
(Month) (Day) (Year) Abt 2 yr
8. AGE: Years Months Days If lesa than one day Due to.
31 8 24, he. i

Due to

9. Birnhplace _UNknown Jﬁ.s.ajasjﬁﬁ._l_ . . . B
{City, town, or covaty) (Stata or £ uonnt.'rs]

ADING BLACK INK—MAKE A PERMANENT RECORD

E; i s C e Other conditions e
-;c; 10. Usual occupaunn..........Houﬂm_fe L . . = (% T e T I@
A 11, Industry or business o 4 »
N - ce e / M;jé);_ﬁndip_u: oL ; . \ fﬁ] ) . . ..
i - operations . T . .
12. Name...St@wart.£,-Kemp p 7 o
13. Birthplace_ Alcarn-County - —-I&QG-—— : thecause Lo
(City, town, or county) "(State or loreiga cauntry) Of autopay. i :ﬂh por dabe

. Maiden mame._ Famie Lewls / . . -......tstically
. Birthplace ... Al QQTH-—G-mmr-Y——m '—‘maa‘-—-———-— 22. If death was due to external causes, fill in the following:

(Ciu, town, ar county) (State or foreign country)

toormant_ Eo_McMichael, Record Clerk .|| Accidest suidde, or honicde (speciy)

MOTHER FATHER

g
L
[ TN

WRITE PLAINLY--USE UNF.

16. (a)
®) Ad A_.Mo.mState_Sm.__Mt,,,,ve:Z‘Zn || ® Date of oocurrence
17, @ £ Ezgzr L - . (b) Date thereof <% ?&‘5/ {c) Where did injury occur? ST —en
—~ (Buzial; cremation, or removal) . (Mcnth) " (Da oar) (&) Did Injury oecur in or about hnme. on farm, in industrial p p!a.ce. in puhhc place?
(&) Place: buriat or cre unn’O - e I Aol . P S
. . ; 15 . (Specify typa of place
18. (o) Signature of fu w ‘While at work?_f._......_........f.‘p....c.”..,,(ir M:ms)of inj U e .........6..{..._.........

(5) Addgess

) erc i
‘ X.... 19. (a) 17‘*'“"'5"? (b)C&C//mm 14 /Cr_j.—r

{Daie recoived local registror)
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STATEMENT BY LICENSED EMBALMER
I hereby certify that the body whose name is recordec_!-on the reverse side of this certificate was embalmed by me, or by
P , Registered Apprenticé»No .

-working under my personal supervision, T
- . Signed........: W ;

. r s
“
- , « «" "+ Licensed Embalmer No..." W
-~ ) P. O. Address %

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 embalmed; fact should be so stated above. . {
— ~ . . 1




vy

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

DEPARTMENT OF COMMERCE
BUREAU OF THE CENSUS

Registration Digtrict N03$3

THE STATE BOARD OF HEALTH OF MISSOUR!

STANDARD CERTIFICATE OF DEATH

Primary Registration District No...

State File No

A Ny

Regisirar's No............

1. PLACE OF DEA

(@) County. ...
(b) City or town

{IT outaids city or town limits, write "AURAL" and oa:
{r) Name of hospital or institution:

$'of townahip)

{If not in boapital or institution, write strect number or locolicn)

{d) Length of stay: In hospital or institution

(Specily whether
In this community.

years, months or doys)

2. USUAL RESIDENCE OF DECEASED:

State

{3) County.

{¢} City or town....

(If cutside cily or town limite, write "RUURAL"™)

(d)y Strect No.

(If rural, give location)

—

Citizen of foreign country? 5L Yes or Ma)

(e

if yes, name country.

3. {¢) PRINT
FULL NAME.._S

3. (¢) Social Security

3. {&) If veteran,

name War.

5. Color or: 6. (a) Single, widow:

3—

4, Sex

arried,

race divorced..._ £ M=

6. (1) Name of husband or wife. . ... s 6. {c) Age of hushand or Duration

7. Birth date of deceased.

8. AGE: mrs

Due to
9. Birthplace...
QOther conditions
10. Usual occu {Inclede pregnancy within 3 months of death)
11. Industry or HiPsi J - PHYSICIAN
£ Major findings: _
& J 12 Name Of operations..... Underline
g2 th
E 13. Birthplace wl’ﬁgl"':l;liitg
{City, town, or county) {Stara or foreign country) Of autopsy should be
5 14. Maiden name charged sta-
S tistically.
15. Birthplace. B P,
2 P Y FETME S 22. 1If death was due to external causes, fill in the following:
s . suicide, icid :
16. (5) Informant (a) Accident, suicide, or homicide (specify)
(*) Address (&) Date of occurrence
¢) Where did injury occur?,

17. {a) () Date thereof ¢ {City or town) {County} (State)

{Buria), cremation, cr remeval) {Month) (Day) (Year)

{c) Place: burial or cremation

18. (o) Signature of funeral director.

{b) Address

o @ Ap G L

{Date roceived local reristrar}

(Remu’ar '« sixnatore) ﬂ)

&l AA“M&

(&) Did injury occur in or about home, on farm, in industrial place, in public place?

{Spocily type of place)

While at work?....... ) Means of injury.........

VOIS { ) .

(M. D. or other)....—...
prmeam e Date signed

23, Signature
Address







