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CTLY, PHYSICIANS should state

i should be carefully supplied. AGE should be stated
CAUSE OF DEATH in plain terms, so that it may be properly classified. Exact statement of OCCUPATION is very important.

N, B.—Every item of informati

AUG 19 1937,
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1. PLACE OF DEATH St
s
County..... Buchanan Registration District No E—— File No
T Township..........coorvemrmnee Primary Registration District No......... 10.‘..)' ........ Registered No.................., 811 .......
% ouy..Sks. Joseph (NowdrndiQs LB EDOG1SY Hospitel ' o - Ward)
' r . *
2. FULL MAME........ Aranda Uay loul 1}" yay i .
(a) Resldence, No........ Ti10zn. Gity, Mo.. .8t Ward. Tttt ity .
{Usual place of abode) (f nonresident, give ity orﬁwn and State;
Length of resldence i city or town where death occurred yra. mos. }3Zds. How long in U, B., If of foreign birth? y18. mos. ds,

PERSONAL AND STA;F[STICAL PARTICULARS

MEDICAL CERTIFICATE OF DEATH

3. SEX 4. COLOR OR RACE | 5. SINGLE, MARRIED, WIDOWED, OR
. DIVORCED {irrite the word)
Female Taite larried
5A. [F MARRIED, WIDOWED, OR DIVORCED :
HUSBAND OF e .
{OR) WIFE oF Sylvester loulin

6. DATE OF BIRTH (MONTH.DAY.ANDYEAR) dJan, B 1880

7. AGE YEARS MONTHS DAYS If LESS than 1
iy day, ...

) 57 3] 14 [
57| 8, Trade, profession, or particular

F4 kind of werk done, as spinner,

] sawyer, bookkeeper, ete.

E| 9 Industry or susim i:’. kwhiﬁlll _

g T bk sty . Housewife

8 10. Date deceased last worked at 11. Total time (years)

0 . this oecupation {month and spent in t.

FOear) ..o gecupation......viine
12. BIRTHPLACE (CITY O% TOWN) Harrison Co.
{STATE OR COUNTRY} 1.0 .

ﬁ 13. NAME 7. D. Kinx

™

< | 14, BIRTHPLACE (crry orTown) Boone Co,

b { STATE OR COUNTRY) Laa,

4 .

4 | 15. MAIDEN NAME Sarsh Trusse

E | U

O [ 16. BIRTHPLACE (CITY OR TOWH). Un__ _eQTn

3 (STATE OR COUNTRY) 1.0

'
17. INFORMANT..._....._.ﬁ‘%X.@ﬁ.ﬁl T todlin ]
{ADDRESS) U"ir TeR CLEV, 5.0.
18, BURIAL, CREMATION, OR REMOVAL

PLACE 11 nop [o b AL

¥y DATE. Jaiiy U7

. UNDERTAKER:&)

(ADDRESS)  / U

July 20 19371
Y CERTIFY/|That I, atterded deceased from

21. DATE OF DEATH (MONTH, DAY, AND YEAR)
ER

Ot‘;er contributory causes of iﬁpo
[ W 3% AJG‘

: /

Name of operation. ek
What test cotifirmed dia

v
23. I{ death waa due to external causes (viclence), fill in also the following:
Accident, suielde, or homietda?. ..o, Date of injury......coccceeeee. L19........
Where did injury occur?

(Specify city or tawn, equnty, and State)
Specily whether injury oeturred in indusiry, in hotae, or in puhblic place.

Manner of injury.
Naturs of injury. l

24. Was disease or injury in nn§ way related to

It 20, epecify oy by
(Sizned) (H.a..? -:fww:.—- ,M.D
(Address)....LROLIe Blde ..
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