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N. B.--Every ilem 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 classified. Exact statement of OCCUPATION is very important.

DEPARTMENT OF COMMERCE mm& S'MBOARD OF HEALTH ‘ 3 4 4 8

BUREAU OF THE CENSUS

Registration Distriect No._lg,_?__,_,,_.___

STANDARD CERTIFICATE OF DEATH State Fiie No

Primary Registration Distriet No..09 89 Registrar's No

1. PLACE OF DEATH:
(a) County. 38.11 B.

NIy

(8) Citxortown.J

Ly

(1f outaide city or town Limits, write “THURAL'" and pume of wtmh!p)
(¢) Name of hospital or institution:

Pexry Mo, S2]ltRiver Townsghi

{I{ not in heapital or inﬂll.lltllnn. write street number or location}
{d} Length of stay: In hespital or institution

(9pecily whathar

Inthis community 50 YIE8a

yoars, Months or days)

2. USUAL RESIDENCE OF DECEASED:

(@\State... L AEEOUL e . @ County_&ll [ 97

{¢) City or town Rursla
{If outaide city or town Uimita, write “RURAL")
8 No.. . EPOXIy K il
(@ Btreet o (11 rural, give location)

{e) If foroign born, howlongin U 8. ALY e YRGS,

S iName Minnie

D.Towles,  ‘Fad)

8. (b} If veteran,

8. {¢) Boclal Security

name war. No,
6. Color or 6. {a) Single, widowed, mnarried,
4 Sul"_eliﬁlﬁw ca..}m divorced_M..a'__I_'r_i_gg-

6. (b) Name of husband or wil,
James Tovl es.

6. (¢) Age of hushand or wife if

MEDICAL CERTIFICATION

20. DATE OF DEATH: uonm__'l&th,._m_#a.nuarx.__
yur_lg.ﬂﬁ.._____.._hour

21. T hereby certily that 1 attended the @

lij.#. to.

that I lastzaw QX  aliveon -

and that death occurred on the date and hourstated nbove
Duration
Immegiato cnuse of d; t%. m
E W A

15, Birthplace

Kentuo;gf

alive...._-._ Years
7. Birth date of d mh 86
e of de fonth) ay) (Your) %‘M —‘JM M r

8. AGE: Years Months Days If less than one day Due to M\w

70 4. | 13 N |z o Beaoollr

. min \j
to
‘0. Bihpes, MONTOE CoOuUnty, . Migsouri ||/ "
{City, town, o« county} (Stata or foreign country) (j /

16. Usual occupation Housewife. O “ O:llimnm T peertepr ey ? .
11 Industry or business Eome, : ; d PHYSICIAN
E { » Name Jos eﬂh Adams. Mng; ﬂl-ldlnz?':'“" Un:;ine
2 Lis. pihplace . NJNOWDL - _Km.ﬂ.ﬂ‘?l hich death
5 ( 14, Mulden mam ‘8’3ri°i“a°' Bidne t 15~ = Ot autopey fthould be
: { [eisticatiy.

17. (a}

{¢) Place: burial or crematic

18. (o) Signaturse of funers) director.

{Burial, cremation, or removal)

(Month) (Day} (Year}
ick CreeX Cemeteryve

(b Dltu.t‘henc Jan 5,1 9 4f

22, If denth was due to external causcs, fill in the following:
(8} Accident, suicida or homicide {specify).
(%) Date of occurrence.

‘Where did injury oceur?
© ore s nty) (Btate)
(d) Did injury occur In or about homa, on Il.rm. ln Ind place, in public place?

Specity typs of place)
{ (&) ﬁetns of Injury.
¢

(Licensod Embalmer's Statement on Reverse Sidgy/



RECEIVED ' . "

District Health Officer No. 10 . . | |

. D...tnct Fila Numbar __%Qﬁ:g? ; ' . I S

Date Ftiod --_x.. --------- ————————— C oo b'. _ ) _
STATEMENT BY LICENSEt) EMBALMER _ : . w

-

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

. . » Registered Apprentjce No M ‘

working under my personal supervision. “
t
. . . \ . Signed : ‘
“Licensed Embalmer No
P. O. Address...... :

Note: The above MUST BE SIGNED BY THE LICENSED EMBALI\[ER in his OWN HANDWBITIN G. (Failure to comply wi
the above constitutes grounds for revocation of license.}

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




