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CAUSE OF DEATH in plain terms, go that it may be properly classified. Exact statement of OCCUPATION is very important.
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Registration Diurlct No.

1. PLACE OF DEATH:

DEPA%’I‘MENT OF COMMERCE

Primary Registration Dist,

Deviesgs
Gallatin

{1f outsida city or town limita, write "RURAL" and namse of township)
(¢) Namo of hospitsal or institution:

{a) County.
(d) City or town

(If not in hospital or institatlon, write strest nnmber or location)
{d) Length of stay: In hospital or jnatitution.

In this community 14 Yenrs

yoars, montha or deys)

{Spocily whother ™
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-_;.-;SUAL RESIDENCE OF DECEASED:
@ sme_ Missouri / @ coumy_DEViess
Gallatin

(It outside clty or town limits, write “RURAL"™)

{e) City or town

{d) Street No

(1{ rural, give locothon)

(&) If forelgn born, howlong in U. 8. A.Y, years.
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8. (@) PRINT

FoLL name._Rebecca fynne

8. (b) If veteran, 8. (¢) Social Security

MEDICAL’ CERTIFICATION

20. DATE OF DEATH: Momn NOVEIber, =~ 23

ear_ ... 1.9.;3.9.___ ....hnumeinuto_lo._.B...w M,

15. Birthplace

(Stato or foreign country)
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(Month} (Day} (Year)

I, cremation, or removal
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19. (&

name war. == No._.T.=
21. I hereby certity that I attended the d d from
5. Color or J 8. (c) Single, widowed, marrled, || 2{ oy, X A 193_& to_ 21 ‘m 23 1937;
« s HomALeE race_WH1t aivorced_W1doOWe g that I tast aw hel _ative on,__..._._é“U __, 1027
8. (b) Nama of husband or ®ifo....ommrenemrccoreenee 6. (€). Age of hushand o7 wife If || and that death occurred on tite date and go%ed -bove i
aliv® oo yeara || Immediate eauae of dent
7. Birth date of deconsed.. QG . e Pltn_ AR R Rt
(Month) {Day) {Yoar)
8. AGE: Years Montha Days If less than one day Dua to _-L l
1
9 1 11 10 hr. min l T
- X Due to A
5. Birthplace.... D@ Vie88 Count _Mmsmg_;l’g |
. {City, town, or county) (Stats or forsign comm 1 "
Oth nditiona
10. Tsuat ocenpation.....4A t Home - (1::1::- preguancy withia 3 months of desth) —
11, Ind y or buziness, OWD. Home ! PHYSICIAN
Major ﬁnding‘,:: —_—
E { 12. Name__JOBED h Carawey . Of operations Enderllm
2 U, Bithpuaee__1IDKDOWN which death
™ 3 — 'which dea
(Stata or forelgn try) ot hould b
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22, If death was'due to external caunes, fill in the following:

Bt A

{a) Accident, suicide, or {specity)
(d) Datae of occurrence.

Where did injury occur?.
“ (@ ere or Lewn) {County) (State}

(City
{d) Did Injury occur {n or about home, on fum, in industrial piace, in publie place?

(Bpecily Rype of place)
fegps of tofory.
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STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whoss name is recorded on the reverse side of this certificate was embalmed by me, orby=

N -

‘Registered entice No......! -

~working under my personal supervision.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITII\ G. (Failure to comply wi
the above constitutes grounds for revocation of license.)

If this body is not embalmed, above apace shoild be left blank.



