RMANENT RECORD

N. B.—Every item of information should be carefully supplied, AGE should be stated EXACTLY. PHYSICIANS should state

CAUSE OF DEATH in plain terms, so that it may be properly clagssified. Exact statement of QCCUPATION is very important.

DEPABTMENT OF COMMERCE

MISSOURI STATE BOARD OF HEALTH

ﬂg&*ﬁ?ﬁﬁ' Tém STANDARD CERTIFICATE OF DEATH

1933 201
Registration District No, Primary Registration District No.

27340

"‘“‘"“'""——Bszm-

1. PLACE OF DEATH: ! gﬁ Fg
(@} County. ST L 0 4| v - 3

{5) Cityor town.SJ-_.‘a_D_LLJ‘_S__MLS..S_Q_U_—Q,.L_!_
(1t sutside city of tawn limits, writs "RURAL" and name of township)
(¢} Name of hospital or institutlon:
BARNES 1ACPITar

(11 not in hospita! oy institution, write street number or locition)
{d) Length of stay: In hospital or institution

{Spacily whether

In this community.
yenrs, months or days)

2. USUAL BRESIDENCE OF DECEASED:

h -
@ stare PTEIANOIA ) County

-

(¢} City or town Rosi clare

~— A

{If outside city or town limits, write “RURAL")

(d) Street No.

(1{ roral, givs location)

(e) If foreign born, how long in U. 8. A.?

yearsa,

“-MWEC He ! G. MOTT %e0

8. (b) If veteran, 8. (¢) Bocizal Security
pp— None Ne._Jinknown..

5. Color or 8. (a) Single, widowed, married,
4 Sex._jj.‘ﬁ.lp.i...... nee. A1t e djvorcetﬂi.ngl.e__..

6. (3) Namae of hushand or wife_. 8. (¢) Age of husband or wife if

MEDICAL! CERTIFICATION,
noo ﬁé

20, DATE OF DEATH: Month.... 7 day.
yeu___jﬁ___.__hour yax’, minute /s_f’_o“"u_
21. I heroby that I sttended the d d from ? ~7 3.
2.2 1 ) to,. il A
thatI lastaaw h..MﬂE!»aHva on. 2 - 1 __?J

and that death occurred on the date and hour stated above.

Duration

allve ___ _  yeam Immediata cauxe Ef den
1. Birth date of decomsed.—___JUNE_2. 1904, . .
{Month) ’ (Day) (Year) t !‘ 5
8. AGE: Yenars Months Days If less than one day Dmue to
3 5 1 & a hr. min, Du \
e to.
9. Birthpla - 11 4
{Cisy, town, or county) (State ar foraign conntry) ] l
Other conditions..
10. Usual occupation Laborer y ther CondIOmR M R—
11. Industry or businem. ) PHYSICIAN

{12. Name_TEVIiB_ M, Mottt . I

15, Bihplace . HALAAN County _ Illinois.
{ 14 Maiden numa__ﬁ.grt:\f'nﬁ T Ruhha T o e e

15. Biebplace . GB11atin County Illinol

{City. town, or county) {Btate or foralgn country)

MOTHER FATAER

"16. (a) Informant’s m:i;na

wre__Tevin M. Mokt
(%) Addrem Rosiclare Illinois,
11, {a) _____..Remojl.&l._..m (b) Date ther

{Barixl, cremation, or removal) ) {Maonth} (D;,) {Yoar)
() Place: burial or crematio

18. (a) Signatare of an'n?w d!racthlbe rt H, Hoppe .

receivid loca) Y s signatore)

“‘i‘”“"‘“‘.’mw 4
Al oo tE 7

v

ﬁndcrl! ne
the cause to

Of autopsy.

which death
should be
charged sta-

ety

22. If desth was due to external enuses, fill {n the following:
{a) Aeccident, sulclde, or bomicida (specily)

(b) Date of occurrence.
() Where did {njury occur?,

{d) Did Injury occur in or about hom(efn lnrn‘: n

(County) (State)

industrial pince, In public place?

(Spicity vype of place)
(¢) Means o

f injury.

(M.D.orother).___,
Date signed . _

[ (Liconsed Embaimer's Statement on Roverse Side)




STATEMENT BY LICENSED EMBALMER

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

, Registered Apprentice No........

working under my personal supervision.

- . - Li.censed Embalmer No 2 ? ?//
P. O, Add.ress

Note: The above I\IUST BE SIGNED BY THE LICENSED EMBALMER in his OWN H.ANDWRITING (Failure to comply wit
' the nbove constitutes grounds for revocation of license.)

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




