tion should be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS should.stite t

CAUSE OF DEATH fn plain terms, so that it may be properly classified. Exact statement of OCCUPATION is very irnportant.

N. B.—Every item of informa

DEPARTMENT OF COMMERCE
BUREAU OF TEE CENsUS

BESDLC 13 g _61
Registration District NE%Q

STAND

OURI STATE BOARD OF HEALTH

RD CERTIFICATE OF DEATH

Primary l}ethﬁmtion Distriet Nn_é._o._oj

v, 39126
i

1. PLACE OF DEATH: 2. USUAL BESIDENCE OF DECEASED:
(a) County. Butler . [
1 ’
® City or town B (@ stave., 1L BSOUTE [ ® County.. CBZ 5T
{If outside cf Himj tite “YRURAL" and of townahi
(c) Name of huﬂpltnl ::ii::i:\::{ﬁu“ . weite oume of towaabic) (e} City or town RtYainore,
ar Bluff Hogpital {If outalda clty or town Limits, write “RURAL")
(I not In hoapita) or institution, write llrménamhr or locatjon)
. 8 Street No.
(&) Length of stay: In hospital or institution 8Y. s (d) Btree Ty o wovrray
Inthis nity
years, months or days) {#) Il foreign born, how long in U. 8. A.? YOArs.
. = . MEDICAL CERTIFICATION
% fOLL NAME Frona Eaton AKX 0 Nov. 21 _
8@ I 8. (¢) Soclal Securit 20. DATE OF DEATE:  Month 2 day. .
¢ veteran, - {¢) Soclal Security year 1939 hour, LT iinute &M
name war. Neo
21. I hereby certify that I attended the d d from
F 6. Color or 8. (a) Single, widowed, married, || " 19,3_2 to. 19&_’
4. Sex raca divorced... oo || that X last saw by alive o .... 1879:
8. (») Name %hmbcnn%}a €-II e B (£) Age of htishand or wifo if || and that death ceeurred on the date agd hour stated above. Duration
aton alive.... years || Immediahecayse of ﬂ“"- -
7. Birth date of deceased_........REROWD, -t 2 - % .
(Month) (Day) {Year)
8. AGE: Yearn Months Days If less than one day Due to
67 )
hr. min 7
Due to.
‘9. Birthpla Ellsinore - MO . 0 ..
{City, town, or county) (State or forelgn mta)
(s) : £l .
10. Ususl occupatien Housewife g O:?::I::: f.i..i.m '{it.h!n 8 montha of death} %
11. Industry or business é PHYSICIAN
= . Mnjor ﬂnding! b
E { 12. Name, Alﬁ.ed Boyer tIhIndeana
to
£ L 13, Birthplace Ellsinore, Mo. which death
(City, town, or county) (State or forsfgn coantry) ot ¥ :ll: oueldrl'th;
E { 14. Maiden nam. ¢4l — tht‘:lrgall.v
5 15. Birthplaca (Civy tow ar coumty) (Stats or forelgn coontry) 22. If d eath waa due to external causes, fill in the following:
sulel homicide (specify).
16. (o) Informant's own signature. E . L. Leach (@) Aceideat. d!' o {
%) Address E-llsinore, Ho. {t) Date of occurrence
' ocenr?,
17. (a) () Date therear. NOVe 228, 1931 (& Where dld injury © o
(Burial, cramation, of remnval) ) (Month} (Dlr) (Your} || () Did ln.iunr aeeur {n or about home, on fmn. in lndustt&n.l place, in pnblic p)au‘!
(e} Place: burial or erematio 80N X
. 1 Specify I placa)
18. (a) Signature of funeral director. Greer-Croy Service 57 ‘While st wo, ¢ (t-mMuea.na of inm—-——-—-—-—-—-—-—.--———-‘-
() Addr Po L] bif }
- / 23, Signa .D.or
e (b) e " Ad it LSl 7] Vi Date signedlt=28:37
’ (Licansed Eddbalmer’s Statement on Reverse Side)



. 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........._.__..

<---r Registered Apprentice No......

working under my personal supervision.

9

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

the above constitutes grounds for revocation of license.)

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

* Licensed Embalmer No




