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1. PLACE OF DEATH: .9 || 2. vsuaL RESIDENCE OF DECEASED: /
{(a)} County. Daviess .
{Rural) Jefferson, Twp @ sute Mig8s0Uri (%) County_. DAV1888

{b} City or town
(1f putside city or town limits, writs "RURAL™ and name of township)
{¢) Name of hospital or institution:

wv

(If not in bospital or inatitation, write street oumber or location)
() Length of stay: In hospital or institution

(Specily whaiher

In this community.
years, montha or days)

@ Cityortown. RUT8l- Jefferson Township
{I{ outelde clty or town Umits, writs “RURAL"™)

(d) Street No

(11 rural, give location)

{&)} It{forelgn horn, howlongin U, 8. A.1
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years.

WRALLE FLAINLI—UoE UNFAIMNG BLACUK INKR—MAREL A PRERMANENT RECORD
N. B.—Every item of information should be earefully supplied. AGE should be stated EXACTLY., PHYSICIANS should state

CAUSE OF DEATH in plain terms, so that it may be properly classified. Exact statement of OCCUPATION is very important.
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21, I hereby certify that I attended the d d fro: ~3 ?
5. Color or 8. (a) Single, widowed, roarried, :z;% >0 19___2(;

4. Sa:___Ma 19 race. White d!vorced.__Ml_P:_.r_.I:ng that I last saw hqaa-e..ﬂ-.. elive ¢ X lﬁwf-{”

6. (b) Name of husband or wlfe... ..o 6. (¢} Age of husband or wife if || and that death oecurred ﬂn dntd and hour atated above, ok MJ

Almirse Caldwell altve._ ¢ . years || Immediate cause of dellﬁ__Mﬂ.‘;%dé_{yzz_- ..f&!:ﬂi

7. Birth date of d a__Sept, 4 1867 y

(Month) . (Day} (Yenr) A i 4 i
8. AGE: Years Months Days 1f fess than one day Due to...@m_@'iﬂﬁd_aff(#)‘
72 0 | 26 b, min “
. . Due to.
9. Birthplace D2V1€ S8 (O, Missouri
(Cisy, town, or county) (Btate or forefgn country)
10, Ususal Fro FQ rme r Other conditions MM mﬂ a“‘""”“
* ¥ C) (Include preynancy within 3 months of
11. Industry or business od PHYSICIAN
: { 12, Name. Williem Celdwell R . oo
3 \1a. miwpiace_Unknown__ Kentugky v 7&‘:‘ L ETa
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E 14. Maiden nam 'mﬁe ffﬂg 1n0’f‘“ o Py ——— |El|::::£[eil;1?a:
3 { 15. Birthplace Unknown" 22, If death was due to external causes, fill in the following:

18. (o} Signature of funeral director.

(Bats received local registrar) ¢
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(Buhtnr s sigmatare)

19. (a)

-’(b) Dato of oceurrence
H {¢) Where did Injury occur? ==
(d} Did Injury occur in or about homa,

[y —

(a) Accident, sulcide, or jelde (specify)

p——
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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=

rreemmeeeeeeny REEiStEred A

working under my personal supervision,

Licensed Embalmer, 5 ‘34 42
P. 0. Address. M .

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN H.ANDWRITING (Failure to comply with
the above constitutes grounds for revocation of license.)

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