AGE should be stated EXACTLY. PHYSICIANS should state

N. B.—Every item of information should be carefylly supplied.

\
<

Exact statement of QCCUPATION is very important.

CAUSE OF DEATH in plain terms, so that it may be properly classified.

K0 MAY 12 1938

1. PLACE OF DEATH

2

MISSOURI STATE BOARD OF HEALTH

BUREAU OF VITAL STATISTICS
CERTIFICATE OF DEATH

14224

Do not nse this space.

7

{a) County...B00NE Regtgtration District No %
(b Townshlp......c..ﬁ.d.ar [/ . Primary Reglstration Disiriet No.... <? //ﬂ# Registered No, f
or
6} Tl eserssers st seersnssrsennss (d) Btroot No . st
{If death occurred in Hoap:t.al or Institution, write its name instead of street and nnmber)
(e) Length of residencein city or town where death ocenrred yrs. mos, ds. (f) Howlongin U.S.,If of forcign birth? yeo. mos.  ds.
PR . .
2. PRINT FULLNAME.....dJohn William Cain . .
(8)  RESIICNOR, NOunouonomoorooeoososesrsssssssseesoos sotnsbssesnesssseseerssssratisses 8t I:I --------- " ;
{Usual! place of abode, if no street address, write county or ¢ity) (If nonresident, give ecity or town and State)
PERSONAL AND STATISTICAL PARTICULARS MEDICAL CERTIFICATE OF DEATH
3, SEX 4, COLOR OR RACE | 5. SINGLE, MARRIED, WIDOWED, OR
DIVORCED (trite the word) 21. DATE OF DEATH (MonTH.pav,anpvear)  4/15/1939 19
Male hite Harried 2 1
SA. IF MARRIED, W1DOWED, QR DIVORGED
HUsBAND of d cain |7 e A
OR oF
Edna ain Ilast saw hrarteralive on
6. DATE OF BIRTH (MONTH, DAY, AKD Y”'ﬁ/lﬁ/lB? to have occurred on the date statad above, atL. Q5. OB
7. AGE YEARS MONTHS DAYS If LESS than 1 || The psincipal cause of death and related causes of importance were as follows
6 8 O 29 Date of onset
Z | 8. Trande, profession, or particular kind of
I+] work done, ns sawyer, bookkeeper, etc.
E 9. Industry or business in which work
o was done, as saw mill, bank, ete.
a 10. Date decensod last worked at 11. Total time (years)
Q this occupation (month and hi
0 B N
12. BIRTHPLACE (CITY OR TOWH) 9
(STATE OR COUNTRY) 151 qsmn"i _
. NAME__Tohn Tesly Cain 7y |

14. BIRTHPLACE (CITY OR TOWN)

{ STATEOR COUNTRY) ]Ej SsSour j . {/

Name of operation......#7"
‘What test confirmed dmgnosns.

=

15. MAIDEN NAME

Mary “haly

16, BIRTHPLACE (CITY OR TOWN)
(STATE OR COUNTRY) Kent uce K?

MOTHER | FATHER

Accident, suiclde, or homicide?......cconieivsarennnns
Where did injury occur?,

{Specify city or town, county, and State)

17. inFormanT.. Bdna. . Gain .
(ADDRESS) Ashland Mfissouri

Specity whether injury occurred in Industry, in home, or in public place.

18. BURIAL, CREMATION, OR REMOVAL

Manner of Injury.....
Nature of Injury

ruce. New-Salem o 4/17/193G,

. FUNERAL pIRECTOR (hame) JAshland. Indt.. . 00.
(AoDRESS) Ashland issouri

24. Waa disease or mjury in any woy related to occupation of deceased?.
If 8o, apecify.
(Signed) A.J...

FLocal Rcaistrar

?3 {Address).

2. FILEDM%&. ...... 193/7 f MM_/

(Lieensed Embakner’s Statement on Reverse Slde)




STATEMENT BY LICENSED EMBALMER

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

....................................................... -..» Registered Apprentice No.......

working under my personal supervision.

P. O. Address
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comg

with the above constitutes grounds for revocation of license,)

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




