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1. PLACE OF DEATH Dv not nas this space.

{a} County...... Adair ’ .
() Township... . . ~BEBFOIET o N Registcred No é /
{e) Ciy Kirksville (d) Bireet No............. Grim-Smith.Hospital and Clinic st
(If death oceurred in Hospital or Institution, write its natme inatead of atreet and number)
{e} Length of }-eddenu\in clty or town where death occurred yra. mos. 1 1ds. (f) Howlengin . 8.,If of forelsn th'! b B mod. ds.
e L7 . . v
2. PRINT FULL NAME.......... Mrs..lavwra.Bell Sidwell .
N e 8t D Queen City, Missouri
(Usual place of abode, if no Btrect address, write county or cil:y) (I nonresident, give ¢ity or town and State)
PERSONAL AND STATISTICAL PARTICULARS MEDICAL CERTIFICATE OF DEATH
3. SEX 4, COLOR OR RACE | 5. SINGLE, MARRIED, WIDOWED, OR
) Dwon%in (torite the word) 21, DATE OF DEATH (wonTH. pav.ano veary M@rch 13, 1939
1
SAF:Fell:lAaRﬂ;EeD WIDOWED ORWII;Lte arried 22, i HEREBY CERTIFY, That I attended deceaszed from
. X . OR DIVORCED .
HussaRDor”Cf B sidwell | March 2. .. ,10.3%.. March 13 .. 139
OR OF .
P Ilastsswh. oy aliveon ..M‘.’ir"h i3, 1922 Death iasald
6. DATE OF BIRTH (monn.pav.anpvear)_Dec, 11, 1863 to have cecarred on the date stated sbove, 262545 Pm
7. AGE YEARS MoNTHS DAYS If LESS than 1 || Tha prinelpal canse of death and related causea of 1mpormnca were a8 follown: followa:
day s,
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75 2 2 oF o min. Acutg Circulatory Failure Dﬁ Ty
Z | B. Trade, profession, or particular kind of - s, >
0 work done, s sawyer, boakkeeper,te.... QRS EHALE | ( My.ocar 1_31)
"(' 9, Industry or business in which work '
o was done, an geaw mill, bank, ete., "
2 1. Date deceuad tast wo:t-:ed adt 11. Total time (years) . eeeeeeeeeee e oo {‘ Lo
t occu] n spentin
8 YEaT) e Jmonth 83d e og:upnﬁon 51- 't S \g\f ....................
12. BIRTHPLACE (CITY OR TOWN)....... Mark, R Other contributory ca.nnen 1::! imp:)rtlnca: h
(STATE OR COUNTRY) . JTowa . [ . Cholelithiasis.. .1934..
£ | 13, NAME Joshua Bell [0)
z A _—
E L Bg gﬂz‘a‘:&%&ﬂ;ﬁRTown)“ mom Q Nnma of opeutioa Cholecys tOtomY. ............ . Date of...
i ‘What test confirmed diagnonis? Op.er&tlQmu there an autopsy?................
4 ¥ . . : o
W15 MAIDENNAME  Fljzabeth Hopkins 23. I desth was due to external causes (violence), fil] in also the fallowing:
.- - [t Aceident, suicide, or kamieide?.......ovrerersreneee, Diate of infury ... eeresnsrares 9.
B | 16. BIRTHPLACE (CITY ORTOWS)..... . TNKNOWA 177 .|| Accident, sulcide, or homicida?...... s Dot injury .
b3 (STATE OR COUNTRY) Where did injury occur?.... et
{Specily city or town, county, and State}
X b inj i , in home, or in public place.
17, INFORMANT..... . I. J. Sidwell (SOH) Specify whether injury occurred in indusiry, in home, or in pubtic place.
(ADDRESS) - 7 sy, ; ) -
g ‘_" AL (o s za Maaner of injury KEKAKK 20
18. BURIAL, SREMATION, OR RE AL , 4 Nature of injury
PLA . DATE LA _ 95
Yol Al L AL, IA. la/‘ I’,j;’; 24. Was disease or Injury in any way telited to' oocupa.t.lon of deceased?. NG
15. FUNERAL DIRE ‘- -(HAME).. § ..,..ﬂ, ’ AT e || 12 80, mpacity. . AILS 2
o (s ‘!,‘ /. -“ (Signed)..... - ‘! - M. D,

. FILED.. .%/ JY QLABALUY. .- T HRE =l & (Addrew) ... l, u-q 4_)'2’1,(; ..................
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Date Filcd APR 1 §39 e T
. STATEMENT BY LICENSED EMBALMER o .
. " )
tlfy that the Mls recorded on the reverse side of this certificate was embalmed by me, i . -
..n . ; , or by
. [N .. -
Registered Apprentnoe Nn : , working under my personal supervision, , . oo -
PO I » ' ' ) ’ - | !
T SR v Signed I . : :
Licensed _Embalmer NOOZLg 52‘\
\ ' P. 0. Address '-

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