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1. PLACE OF DEATH: .
Saline
Tiarshall

{If oulaide city or townlimits, write “BURAL" and name of township)
(¢} Name of hospital or institution: ’V

214 Fast Porter St.
{8pecifly whether

(a) County.
(b City or town.

{If not lo hoapital or inatitution, write street number or location)
{d} Length of atay: In hospital or {nstitution

In this community. All her life

yoars, monthe or days}
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2. USUAL HESIDENCE OF DECEASED:
(@) state. 2T s gonri l

(e) City or town HBI‘ Sh&l 1

{If outeida city or towa limits, writa “RURAL")

@ sweet No014_East Porter

(1! roral, give location)

(b County, Sali'ﬂe

(o) If foreign born, how long in U, 8. A.? years.
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3 o PN eRachel Virginia Armentrout

8. (¥ If veteran,
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8. (z) Single, widowod, married,
djvorced‘t_f_].i.ojL_..
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8. (¢) Social Security !
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MEDICAL CERTIFICATION

20, DATE OF DEATH: Montb..Z&t—&f‘duy
yenr_.f_?_z._?_____hour,& z ; e 8. M.
21. I hereby cztuy that 1 sattended the decezsed [ro

Z 193;, to s 193905

that I last saw bhd-p= aliveon 190073
6. (b) Neme of husband or Wf@.eeerie oo, 6. (¢) Ago of husband or wife if and that death aceurred on tha Eata and hour stated abovye. Durati
* Ur on
Pet er C » Armentr Out alive .. o YOATS Immpediate eause of death ; = v Gy 3 N o eermre— — —
7. Birth date of d ¢ March 8th, 1849 T = , ol
{Month) {Day) (Year) W e
8. AGE: Years Months Days If lezs than one day W.ﬂ_ﬂ
. 1 . z
90 8 I hr. min b 7 ”
.- - . - - - . Due to.
9. Birthplace > aline count v Hisgouri /[ !
(City, town, or county) (State ar torsign mnuy} "
Other conditiona. 5
10. Usual oscupation HONO (Inciude preqnancy within 8 months of death) ?’]} ! —
11. Industry or business Lol 3! ;d- PHYSICIAN
. Major findings: [ —
E { 12. Name. JEII]GS K ls e'I‘ - Of operations r: Ltgndar“n:
3 1 cause to
= | 12. Birthplace ( S V(:LI‘,Q,‘ 1018 ; Iwhich death
City, Llawn, or conn . ‘Stnts or foreign conntry should be
& f 14. Mafden mmn_f:.&ﬂﬂl_ﬁ._iems________ Ot aatopsy :it;:i?:lfym’
=3 + *
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§ 15. Birthp (City, tow m"-’“')‘ 22, If death was due to external causes, fill jn the following:
16. (a} Informant’s own sigoature, {a) Accident, sulclde, or Jomiclds (apecify)
(b} Address - 2t L Fitne abal@y Y Dt of occurrence
1, (@ Buria (b) Date thereoan_I_Q?_Ii } Q) Whete did Infary oceur {City o7 10w Gty (B}
{Burial, cremation, or removal) (Month) (Day) (Yeer) || () Did tnjury occur in or about home, on farm, in industrial place, in public place?

Ridee Park Cem,

(c) Place: burial or cremation

18, (a) Slznature of funeral directo
(%) Addrens 11T Shall

T e ey Ty
{ Duta recuived Iocnlminrlr (Regls i)

{Bpacily type of place)
(,) Yy

of Infury.
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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, o-r L1 — —

Registered Apprentice No

working undeér my personal supervision.

Licensed Embalmer No 7727

) P. 0. Address. 2 2220 Sl

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

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