ny

N. B.—Every item of information should be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS should state

CAUSE OF DEATH in plain terms, so that it may be properly elassified. Exact statement of OCCUPATION is very important.

DEPARTMENT OF COMMERCE
) un.n.w OF THE CENSUS

- ,“

I

> 3 1948

Rezi!tntion DistrietNo.._ 2009

MISSQURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registration District No.. 1008

42

Biats Pils No.

266

Regisirar's Noo...... ""‘4"35 EE

1. PLACE OF DEATH:
(a) County.

._!Iﬁgl%son
{b) City or town 883 [ 1'55'

{If oatalde elty or town limits, write “RURAL"™ and nams of township)
{¢) Name of hospital or institution:

912 Forest Ave,

(If not in honpital or institotion, write atreet number or location)
{d} Length of stay: In hospital or institution

5) ¥ra,

{Specify whethor

Inthis community.
years, months or days)

|

2. USUAL RESIDENCE OF DECEASED:

(a) State Mo, / ( County. Jackaon
@ City ortown,... SoBN1888 City

{If outside city or town limita, write “AURAL"}
(d) Street No 912 Forest

(If racal, give locotion)

{e) II forcign born, how long in TU. 8. A2

Years.

8. {2) PRINT
FULL NAME

Emily Maria Trussell é;lf-yL

8. (b) If veteran, 3. {¢) Social Security
XX

MEDICAL CERTIFICATION
20, DATE OF DEATH: Monh P& day. DO

year.....{._.ilz.?..__...._....hour., ....... /.d..........._...nﬂnut

name war. No...13Q o /
21. I hereby certify that I attended the deceased from .,
6. Color or 6. (a) Single, widowed, married, IW to L1 .
¢ st B8 Le race. L divorced.]_).ig.g.mg__d that I tast saw h e alive on___...._._..E.‘-.C-L....._.. ) " 1232
8, (3 Namo of husband or wife_..___ 6. (¢) Age of husband or wife if || and that death occurred on the date and hour stated abgve. * | Duration
XX XKL A REEXLELLAXKKL allvo..... . years|| Immediate cause of death.._.&u&i.d..-im o
7. Birth date of d d Oct- 20 1849 ~ A < =
{Month}) {Duay) (Year) aﬂ—# & * QC'MJ% ] b"-q ‘;'_t
8. AGE: Years Months Days If {ess than one dey Due to \/1,‘5 ’ g
o B
920 2 | 10 s, i Rt e et
Due to
9. Birthplace Unknown Eggland /) .
{City, town, or county) (Stata or foreign country) P
Other condit a—’"’”‘*—- C”“(@M’
10. Usual occupstion Home = H (tacinde pepxgancy #Iibin § wonibs of deach)
11. Industry or business None {r? g‘y /@" 1/2:“‘-' PHYSICIAN
M fi _
E { 12. Name Sam Bellingham Pl RS o ——
= L18. Birthpl UIlinlﬂO\«m peo ot pooe E:lﬁg:(z;l:tg
¥, town, or county, or 0 country, sahou [:]
E { 14, Malden nam wa— Of autopsy. mym
g 15. Birthplace (City, towa, or WI{‘IE,])CHOXVH (3tate or fgvign covatry) 22, If death waa due to external cauzes, fill jn the following:

17. (@) (b) Date thereo J
(Burial, cremation, or removal) {Month} (Day) (Year)

(¢} Place: buria! or cremtlon_.Mm
18. (o) Signature of Iu.ueral dlrnctor..llﬂLElme.r.al_Home_..

(8) Address %Y_%
®

19.
{ ﬂ)( W (Registrar’s signatare)

(a) Accident, suiclde, or homicide {specify)

(b) Date of occurrence,

{e} Where did Injury occurl
(City or town, {Cou
(d) Did injury eccur in or abnut- home, on llrm n Industrial plm,

in pn(blic place?

of place)
Means of inju

Rl T Dare dxned.lﬁ

T

{Licensed Embalmer’s Statement on Hoverse Side) [~=4



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 BV eeriveeeseemsessarmrsssesmenss

, Registered Apprentice No

o Ol zu:,@/(% |

working under my personal supervision.

Licensed Embalmer No..... Q é‘ é(
P, 0. Address. f m ...............

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

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

. .



