No. 300
—10-47
5-17-39

o[ 3908
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WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

FEDERAL SECURITY AGENCY

ALED DEC 11168

Registration District No.... ...

MISSOURI DIVISION OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registration District No..\3 o ﬂ g___._

State Filz No.

37287

Registrar's No. !

J_3

1. PLACE OF DEATH:

{s) County...... I...'Li V_i.gﬁhQ_D

(& Cityortown__Chillicothe
(If outaide city or town limits, write "RURAL" nod oame of township)
(¢} Name of hospital or institution: ‘

1120 Miller St

{If oot in hoepital or inslitution, write street number or location}
(d) Length of stay: In hospital or institution

2. USUAL RESIDENCE OF DECEASED:

Missouri

(a) State. (&) County.

7
Livingston j 7

(c} City ot town.... 3]s

@ Street No...:120Q0 Miller

V“-‘-J--'-flf‘m&t.‘.h&ﬁy or Ltown Limits, write “RURAL™)

[
q
-

(If rural, give locatiou)

{City; town, or munz;!
10. Usual occupation = - .

11. Industry or business

1 yr. 19 dss. (Spocify whether || (¢) Citizen of foreign country?. Ne (Yes or No)
In this community.
years, months or days) If yes, name country.
3. (o) PRINE-'P DLEN Ra F-a MEDICAL CERTIFICATION
TRORT — - = T o> Social Becuriy Ner— || 2% PATE OF DEATH: Month November .. 22 s
. veteran, . e
: year 1948 hOUL. ..cumne A S ...minut;.é.a_._,LLM.
name war.
21. I hereby certify that I attended the d from
5. Calar or 6. (o) Single, widowed, married, o /8 A2 »{_{J’
4 sex Male D | ne Vhite divereed ____fY_ “!M“mmwwmum 74',0.‘/ 2.A 19.},4__),7
6. (b) Name of husband or wife.——oe—. 6. {c) Age of husband or wife if || 2nd that death occurred on the date and hour stated above. Duration
alive, o . years||1 te canse of death a2t A
7. Birth date of deceased November 3 2% 1947 ||... = Wbert?, . L o Z_M
{Month} (Day) {Year)
8, AGE: Years Months Dayn If less than one day Due to
1 d
19 hr. fg\nin .
' [ Due to
9. "Birthpl Chillicothse —=- R - .
(Stats or foreign cmm!.ry)

.Qther conditions.
(Inctude pregunancy within 3 nonths of death)

B:.rthp!ace_._Ch.

Maiden nnme_j

Birthplace.

£
:

{5

6. (a)
)

{City, town, or counly)

tnformant. . Bl don.-Faubi on.- :
Address__Chillicothe,-Mo—mF —n—

(Stato or forelgn country)

(8) Accident, suidde, or homicide (specify)

S B é PHYSICIAN
i P . Yo .t Drnnnpmnigrslil L T e et St . e ' *
Name----Elden-—Qlen—--F&&bien .||~ 0t opers N2 Underline
How. / the s ts
}!. w-n. %_ > *{State or forelgn comtry} Of dutopsy. S ; ! U ':ho uldmbe
{'e Teona Fa Ad ity
Chillicothe;- Mo, 22, If death was due to external causes, fill in the following: -

{¥) Date of occurrence

ere did injury occur?.

17 @ —Burial...... () Datetherst ember- 4:»‘ T Ten T e e
(Barin mmt?olm or remavel) _(Hﬁm 6-34 P 1‘4? d injury occur in or about l:::nr:cn.-.(m.nl a:m.;r: industrial plgce, in public place?
() Place: busial or cremation. W1€€11NE, " Cemetery
18. (a) Signature u%f‘inei?l director.. NO%nflnlfm er;l Hh? me. - .Wlé‘at';ror . ‘(?)’: ﬁm,of lmunr' e
®). Add ocu st icothe, Mo. ,.n . .
19. (o) = AT %A—W M8 :
@ (Dnteremudlsnlntutrnr) (Refistrar's si i Addr Date mﬁ_‘é}-}f

(Licensed Embul.mm’-r Sfl\‘.emr.nt on Reverso Side)




M&Lﬁ“a’ g

“TI
-rr.h ST

Me T

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 ,

Signedm..ﬁm aste.

Licensed Embalmer No 40386

. . P.O, Address. Wum

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

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

working under my personal supervision.

]



