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’V CERTIFICATE OF DEATH Qb‘tgﬁt(’
1. PLACE OF DEATH . Do ndt & 'y

(®) Cownty..Livingston / Registration Distriet No.. ok
5 o) Township... Peimary Reglstration Distriet No..+3.2.c2: (7. Rogintered No.........oocceomesesessons

2@ oy....Chillicothe . ... () sweetNo. . . 204 TOCUSE o St
(If death oceurred in Hospital or Institution, write ita name instead of street pnd number

L(e) Length of residencein city or town where death oceurred ¥re. mos, ds. (f) Howlong in U. 8_,1f of foreign hirth? yrs. - mos. da.

o,
2. PRINT FULL ﬁnﬁné.i....JQIlﬁ.'ﬁhﬁ:Il....E......H&Filﬁ.}[ ..............................................
(8) Restdence, No. Q4. LOCUSH st. I___I

(Usual place of abode, if no street address, write county or city)

(If nonresident, give city or town and State)

PERSONAL AND STATISTICAL PARTICULARS MEDICAL CERTIFICATE OF DEATH

3. SEX 4. COLOR OR RACE | 5. glll\‘:GLE.EthRRIED.tWIDDWEI)). OR 21. DATE OF DEATH (MONTH, DAY. AND YEAR) 0(/ /( IBJF
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Male Vhite TErFied :

REBY CERTIFY, That ttended decensed from
S e e onomonce Sigrln 3 N7 A T T
BAN Mar ce Ha,W e LR oo o oo S . J .............................................. , 1O “
{os} EOF y L 1 y Llastsaw hlo) alivacn...... é ...... ek, J .......... . lﬂﬁDmth ipsaid

§&. DATE OF BIRTH (MONTH, DAY, AND YEAR) Jun.a Bé r'y 1852 to have occurred on the date stated above, at................... m.
7. AGE YEARS MONTHS Davs If LESS than 1 {| The principal cause of death and related causes of importance were aa follows:
day, .. brs.

86 3 2 2 [ 3 min.

8. Trade, profession, or particular kind of . '
work done, assawyer, bockkeem,ete.,...ﬁe:b.l.re.d. ............................

9. Industry or business in which work
was done, as saw mill, bank, et.c.....MB.r.Qh.aﬂt .............................

10. Date decensed last worked at 11, Total time (years)
this occupation (month and spentint
year)........... T T s | PO SOV SRR

. BIRTHPLACE (CITY OR TOWN) Hinsdale /
(STATE OR COUNTRY} Ne‘ﬁ York g ) é . Py ey

3. NAME Alonzo Hawley . f e o AL o g o o S 5

OCCUPATION

-
N

14, BIRTHPLACE (CITY OR TOWN),
{ STATE OR COUNTRY) : Name of operation
NeW York Stat e ‘What test confirmed diagnosis

15, MAIDEN NAME T’Eary Freemann 29. II death was due to external causes (viclence), fill in also the following:
16. BIRTHPLACE (CITY OR TOWN) Accident, suicide, or homicide?............ccniviiisni Date of Injury.....covvvinrens s 1%

{STATE OR COUNTRY) R’e"v York St ate ‘Where did Injury oceur?. oty sity e towa sty wad States
I II'S,JI .- F.. ,Q.__._..H,_.avn- ey Specify whether injury oecurred in industry, in home, or ia public place.

o Date of....
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MOTHER | FATHER
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. INFORMANT....
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18. BURIAL, CREMATION, OR REMOVAL

Edgewood..... ... oae.Qet 19 151s!
A AL = - = 24. Was disease or injury in any way relatad to ocecupstion of dmmdm
19. FUNErAL pirector ouse) . Fe Be Horman I so, specity N P

(ApDRESS) Chillicothe, Missouri (Signed) ... 7
20. F:LED....,,..QZ{Q% 10I O0%nald Pnc (14

1| Mznner of injury
Nature of injury
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STATEMENT BY LICENSED EMBALMER

'

_ T hereby certify that the body whose name is recorded on the reverse side of this certlﬁcate was embaimed by me,

'F“I‘I'm B, Horman & %, R, Normen {2374) _ or by

N chistaéd Apprgntice No . . : , working under my personal supervision. T ‘ - ' ‘
: ‘ o

a Vo e ) ngned a&.‘z‘d% ........ AL, . )
Licensed Embalmer No. __ 4036

P. 0. Address_Chillicothe,. . L.Q, ...........

Note: The above MUST BE SIGNED BY THE LICENSEI_) EMBALMER in his OWN HANDWRITING, (Fa.ilure to com
with the above constitutes grounds for revocation of license.) .

if this body is not embalmed, ahove space should be left blank. d .




