WRITE PLAINLY—-USE UNFADING BLACK INK—MAKE A PERMANENT 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, o that it may be properly classified. Exact statement of OCCUPATION js very imporiant.
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1. PLACE OF DEATH: = / 2. USUAL RESIDENCE OF DECEASED: /
{a) County. -
® Cityortown_S810nE Tonis @ ste MIsgourl . o cou
{1t sutslde ity or town limits, weits “RURAL" and nams of township) R - / / —
(¢) Nama of hospital or institution: {e) Clty or town Sgint Ioui 3,
(I cutside city or towa limits, writs “RURAL"}
{If not in hospital ar institotion, write street o ar Jocatfon) 4552 Cotta‘ e
: 3_hours Street N 2]
(@) Length of stay: In hospital or Institution {Specily whatler @ * ° (I{ rural, give locatlon)
Inthis communityw
ywars, moutbs o7 doya) (€) If forelgn born, how long in U. 8. A2 years.
MEDICAL CEETIFICATION
8 (o PRINT. Charles Anderson 53 ( - omb 6
8. (5) I vet 3. (o) Soclal Securit 20. DATE OF DEATH: Monts... 1OV OMDORay 2
. veteran, . . o
¢ — ; * v — m.___.l_9_329. —hour 6 rnlnuta_ls__E.q_M.
name Wwar. No.
21. I hereby certify that I attended the d d {from.
6. Color or 6. (a) Single, widowed, married, 19 to 18, g
4. Sex_..n'iﬁ;l:..g.. ...... rnce..lj.ggxgn dlvorcedll{.ﬁnxm. that I last saw h : allveon. - 19,3
6. (5) Nameof husbandor wife._.__.________.. 8. (¢) Age of husbanrd or wife it || and that death occurred on the date and hour stated above. .
/‘/

+ le a.llvo_._ﬁﬁ__.._..ym Immediate of death._ 7 /7 Lz
7. Birth date of d a (__,M,&/UV-'M/C <2,
(Moth) (Dey (Yoer) Wé/ /. )
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9. Birthpiace_ NASHVI1l1e . Tennesssee R

{Clty, town, er coanty) (Stats or foreign country)
s Oth ditiol
10, Tsual oceup Porter 3 (Iachade pragnancy w1is Sdsmiie of deeid}
11, Industry or business :l* Maj PHYSICIAN
] or findingn: | Lo —_—
E 12. Name Unavallabl e - Of operationa. - - Uaderline
2 L1s. Binbpuce Unavailable Q T - hich deaih
14, Muiden name. UMEVEIIEDL g~ Cumermiee=n) || otastopey . i

{'15 Birhpace__oN1&Vallable : -
- {City, vawn, or, o o7 Torelgn eowaren) || 22- If death was due to external causes, fill in the fnlluvlng.
18. (@ I-I! iﬁt‘nbwh “‘mm ) (a) Aecident, suicide, or homicide (specify)

(&) Address ) ‘ || ® Date of occurrence
@ burial ( hereo (€) Where ald Injurs i i ()
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(¢) Place: burial or cremation
18. (o) Signature of lnnerll direetoy
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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.
James A. Johnson -

working under my personal sqperviﬁon.

(BN ' L]

S )
Note: The above MUST BE SIGNED BY THE LICEN SED EMBALMER in his OWN HANDWRITING {Failure to comply with
the above constitutes grounds for revocation of license.)

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




