N. B.-—Ev%item of information should be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS should state

CAUSE O

BEEDJUL 2 0 1338

MISSOURI STATE BOARD OF HEALTH

%BUREAU OF VITAL STATISTICS
CERTIFICATE OF DEATH

21857

EATH in plain terms, so that it may be properly classified. _Exact statement of OCCUPATION is very important.

1. PLACE OF DEATH i 31§ De not use this space.
(s} County...... Greene Registration District No. 6 -3 AF [y
{b} To hip.......covverns Primary Registration District No. 2001 Begistered No....... ................ ..4 {8
() City SDr‘inEfleld (d) Street No. 819 Washita
(If death oceurred in Hospital or. Institution, writs ita name instend of street and number)
(e) Length of resjdencein cily or town where death occurred . maosn. ds. (f) Howlongin U, 8.,1f of fo!-elzn Birth? yen. mos. ds.
-
2. PRINT FULL NAME Jesse ll..Calin . A00 o~ -
(8) Residence,No............... A& .. 3n. . REIEWALE . oo, . D .....
- (Usual place of abode, if no street address, write county or elty) (Il nonresident, give city or town and State)
PERSONAL AND STATISTICAL PARTICULARS

MEDICAL CERTIFICATE OF DEATH

3. SEX 4, COLOR OR RACE | 5. SINGLE. MARRIED, WIDOWED, OR
- DIVORCED wrttaéhn ward) 21. DATE OF DEATH (MONTH.DAY. AND YEAR)  JuUng 14 1338 )
Llale hite iarried :
A 22, I HEREBY ,CERTIFY, That I attended deceased rom
5a. tF MARR[ED wmow:n OR DIYORCED
HUSBAND OF Leaora Cain \ ey 190
{oR WIFE oF C i .
Ilastmaw ks v'C , 198/ Death iasaid
6. DATE OF BIRTH (moNTH,DAv.ANDYEAR) liarch 15 to have 1ozt .bo“ﬁi-\}(%
7. AGE YEARS MONTHS " Davs | If LESS than t || The principal cacse o lated ca of lmportanco were aa follows:
day, ... ‘ —_— .
v ral o og O i ' Date of onsel
Z | 6. Trade, profession, or particalar kind of &" o ey, N T A O iy ]
] wark done, assawyer, bookkeeper,etc................. . e
E | 9. Industry or business in which work . )
N was done, 08 saw miil, bank, atcPI'iD.tmg_ ............... g
0 10. Dl:to deceased Iast worked at 11. Total }:Im?ﬂ'(.yun) ......
§ s oson o oy spemtin
12. BIRTHPLACE {CITY OR TOWN}, !
(STATE OR COUNTRY) Kansasg LU | (SR (ceserermssssresssarmenssforseensenssseeesenes
E | 13, nAME 2L ‘1 """
L o g T et aest s sae st et e
E : . LA 4 . s
i, BJRTHPLACE {CITY OR TOWN} .
E { STATE OR COUNTRY) I Name of operstion Date of....ooovecveeenn
What teat confirmed dingmosis?..........ccocnvmniimiiinnns ‘Was thera an autopay?...............
& 2
g 15. MAIDEN NAME 23. Il’ death was due to external causes (violenee), fill in also the following:
............................ D tﬂ {in, JVUPRRIOPRR £ SO
'6 16. BIRTHPLACE (CITY OR TOWN) A, :::dsa;i, dl:li;ide, or hox;ﬂcidn'[ ate of injury .
ere n, occur’
: (STATEOR COUNTRY) hid (Specify city or town, county, and State)}
i Specity whaether injury cccurred in industry, in home, or in public place.
17. INFORMANT Carl Cain e )
(ADDRESS) 812 Vlashita .
18. BURIAL, CREMATION, OR REMOVAL M T of injury
N MNature of injury
race. Eastlavn .,,.m@bwo 76 wdk
H 24. Was disease oy injury, related to occupation of deceaned?................
19, n:nmu DIRECTOR (HAME)., -J.‘l@l"m& LQQIéLE}’ er . |iteo, up.n!y
AD]
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STATEMENT BY LICENSED EMBALMER :
t

..+ ...} hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, .

o : [ , or by
« Registered Apprentice'No ; iuiiniey WOTKINE under my personal supervision, -
' A R e PRI ' oo ': 8
L CEr L R Nt kAt A Signed.

vt

. P. 0. Address A1t L AZER. ...

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN NDV (Failure to comp
-*. with the above constitutes grounds for revocation of license,}) - . : '

- If this body is not embalmed, above space should be left blank. '
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