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10.48 ' STANDARD C élFICATE OF DEATH State File No...
? | BIRTH MO, 'g _E/ REG. DisST. NO. , PRIMARY REG. DI5T. W-ﬁ’gp&ébmﬁ?r No...lé....
) 1. PLACE OF DEATH" 2. USUAL RESIDENCE (Whare deccased lived. If inatitutlon: residebce before
) a. COUNTY a. STATE b, COUNTY sdunisgion)
. MISSISS}PP/ MISSov R} Mi18s 15STPE]
b. C[TY at numidl corpurate Limits, wilte RURAL and gwal C. LENGTH CF c. ClTY {1f outside corporate limits, write BUIL&L and give township) . (j 7
wwmhip) A
__TOWN F 6N EAST PFRAIRIE
. d. F!!ilé.ls_Ps*l_l{\hll_E OF (tf n ho-pi‘ul or joititution, give sirest address ordocation) d. A%'I’gggs (IF eural, glve location) ¢
INSTITUTION g . Qg€
3.DNE‘thé§SOEF° a. (First) . b, (Middle) c. (l.;nst) . 4, Ds}‘E (Mum_th) (Deay) (Yeadr)
(Treor ity TOM. GREEN Boyp e JAN. 2/ 1947
o ] oo on ST uamniER N waren, & BRTE or R e o [
T Te (Bpeu , it 7. on auyu | Hours | Min.
A WhiITE | " pivogcen SEPT, 151528 770 '] |
102, USUAL OCCUPATION (Giwekind of work | 10b, KIND OF BUSINESS OR‘IN- 11. BIRTHPLACE (sﬂum-!omhn country) 12, CITIZEN OF WHAT
doow during most of working IHe, even if retired) DUSTRY / COUNTRY?
TJ/MBER WORKER| TIMBER Hicaemay, K. U.S.A
132, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
WALTER Boyp . UNKN O WN :
5. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS E
{Yoa. o, or unkooir I {If you, give war or dates of service) - . i el !
UNKNOWN CARMoN BoyD —ERST PRRIRIE.
18. CAUSE OF DEATH MEDICAL CERTIFICATION i INTERVAL E

- I Enter only cuecauseper { 1.+DISEASE OR CONDITION_.
line for (a), {by, and (¢) | DVRECTLY LEADING TO DEATH® (g

J L7

*This does not megn | ANTECEDENT CAUSES

the mode of dying, such | Aforbid eonditions, if any, giring DUE TO (b)
o Beart fafture, asthenia, || Tise 2o the above cause (o) stating . .-

de. It means the dis- the underlging cavae lost. R o )
caxe, injury, or complica- -BUE T? _(c) LERL S =
tion twhick caused death, | 1. OTHER SIGNIFICANT CONDITIONS i T
Conditions eontributing to the death but ol 5 8 y' X
related to the disease or condition cuusing death. - L. .
19a. DATE OF OPERA- | 15b. MAJOR FINDINGS OF OPERATION =~ ' v o 20, AUTOPSY?
TION .
] R ' . . ; . YES D no [
21a, ACCIDENT (Bpecity) 21b. PLACE OF INJURY (ea.g.,lnorsbout | 21¢. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
home, farm, tactory, strest. office bldg..e10.) '
HOMICIDE ! ,
214. TIME (Month) (Dsy) (Year) (Hour) 2le. INJURY OCCURRED | 2If. HOW DID INJURY OCCUR?
oF . - | wreAT ) NOTWRILE
TNJURY = | work ATWORK
2. I hereby certify that I attended the deceased fromeﬁ lo IQ_ﬁ that I last saw the deceased
alive on _ — , cmd that deaih gecurred at 7 the causes and on the dale stated above.
3. smnxfu’ (e gp 23b. ADDR 23:. DATE SIGNED
T 2 e 22 %
= o~ / ‘4 : S P /

WRITE PLAINLY—USING UNFADING BLACK INK—MAEE A PERMANENT RECORD (:3

BU R]AL CREMA- 24b. DATE 24z, NAME OF CEMETERY OR CREMATORY. -/ | 24d. LOCATION (City, town, or county). - (S{A{n)
TlON REMOVAL {Spweity) c , A

BURIA L N, 23 19 _ E W - ) Mo.
DATE RECD BY L%CE%L REGISTRAR'S SIGNMATURE /?7 ') B8 / : i !
977 [u4 Mzzxq-m it

77 L T (Ticens er'y Statement on Reverse Side)




ECEIVED
Mistrict Health Offtod - Ne. §

pistrick Filo Number 2:42—;52
Dute Fled._ -

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the teverse side of this certificate was embalmed by me, or by

Student Embalmer No.

working under my persona! supervision.

S1gnNed . c.uciiaceccercinstsssvaancenannson O
Student Embalmer

o P. 0. Ad A/ /4

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OW'N HANDWRITING. (Failure to comply wit
the above constitutes grounds for revocation of license.)

If this body is not embalmed, fact should be o stated above. - ' ‘ . |



