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

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

DEPARTMENT OF COMMERCE
BUREAU oF THB CENBUS

MISSOURI| STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH
Registration District Nn..%ﬁ‘ Yo8 Primary Registration Distrlet No 5 4 (o o2

t Ty
Stats Fils No. 4 t:; 7 v) 3
Repistrar's No. a?-?_ 7

1. PLACE OF DEATH:

(@) County_.:%&&pﬁ.I_T.__._____
(B)-City.ortows. ural, _Marion Township

(If outalde city or town limits, writs “RURAL" and nams of township)
{¢) Name of hospital or institution:
{ Pz
.. Row Ca. e, -

{If oot in hoapital or {nstitution, write street number or locatlon)
{d) Length of stay: In honpitaicr Institution

(Specify whather
In this community.
years, months or days)

2. USUAL RESIDENCE OF DECEASED:

{a} State Missouri / ® cmy__-lﬁap.e.x___-___

Rural
(1f outatde city or town Umits, write “RURAL")

Route#3, Carthage.

{If rurel, glve locetion}

(¢) City or town.

(d) Street No.

() If foreign born, kow long in U. 8. A.7. Yenrs.

8. (a) PRINT
FULL NAME_..

Elizabeth DeVore | &6

8. (b) If veteran, 8. (c) Soclal Security

MEDICAL CERTIFICATION

20. DATE OF DEATH, Montb—M;_aﬂnymw
| 2._.53___1\013 [T Eabuerte P\ u.

(Date received loca! fegistrar)

name war. No,
21. I hereby certily that I attended the decensed from..m.n..;‘__.?:_.___
5. Color or 8. (o) Single, widowed, married, 19.3&, ton 1o 8 o Wy VU 19..3.3;
ssex. Fomale | neWhite aivoreed . WIAQWEH .\ it @) aitvaon 3D 0.0 22, 1037
6. {b) Name of husband or wife. 6. (¢) Age of husband or wife if || and that death oceurred on the date and hour stated above. Duration
Jim DeVore RlVO.nn years || Immediate eause of death - =
'
7. Birth date of d . March 13, 1866 Abeits. Candint. D S .
[ (Month)} (Day) (Year) ] Z Al ’ e
8. AGE: Years Months Days If lexs than one day Due to, A é
73 9 9 | I—— 1 % mig. d
I Dnue to
9. Birthplace... ) —a
((il.,. town, or county)} (Btate or forelgn uwnm)/ 9 \
Other condit) “’Wﬁg. '
10. Usual occupatien % _home (Inchada preganney within 5 montha of death)
11, Industry or businem, ” PHYSICIAN
= M findings: —_—
g 12, Name..___.E_li._Endfie d o "?"“:E"""‘ Underline
z _Pennay lvanja th caien o
i \ 13. Blrthplace which death
{City, town, anty) (State or foralgn country) of » should be
E 14. Maiden mme#.gmmyer - [&%‘W
S 15. Birthplace ST Terr—e mn’) e- (}B:ehr:'n AY. 2;3’&? “¥2. I d eath wes dus to e:;ternal canses, ﬁll‘In the following:
2 micide (specify)
16. (a} Informant’s own sigoature. m ° e | (@ Accident, sulcde, or ho °
\ (d) Date of occurrencs.
® Adam__ﬂaute_#z,_ﬂa.:ﬂmge,_uo..__ Whem dia 1 )
17, (a) ........B.Q.QQI.&L___ (8) Date there &) Where fory ity or tows) Cownty)
: Berial, cramatlon, or femova), (Month} (Day) (Year} || () Did injury occur {n or abont homs, on farm. in in place, in puhlie leecT
(c} Place: burlal or eremation Bga;fé o - )
Specify f place]
18} () Signatus =l whtea T ST i ok }n;u:y_____q_f"_
(&) Adde Al za S&NM A/ ‘Z‘M (M. D. orottrery.___
187 (e} et decatees Addrem | ¥, Date signea /2:23*31

']

(Litensed Embalmer's Statement on Reverse Side}




RECEIVED

District Hex'th Officer No. 6,
Cistrict Fi'e ?*u.n.aér,/.[-/.a:lgﬁ---.
Date Fied _.J_A.N 2 1940

i 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......ooo ]

Registered Apprentice No Z

working under my personal supervision.

Signed /o S n TS

7 7 7
Licensed Embalmer No...i !%:S /7

2l e D
P. 0. Addr

Note: The above MUST BE SIGNED BY THE LICENSED EMBALD:IER in his O@N{)WRITING. (Failure to comply wit]
the above constitutes grounds for revocation of license.) '

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




