Dr. Sewell

DEPAI;TMENT OF (C:OMMERCE MISSOURI| STATE BOARD OF HEALTH b () 4 )
UREAE OF THE LCENSUS
ALED %R y) 1949 STANDARD CERTIFICATE OF DEATH State Fite No "
A g

Registration District No.... / S Primary Registration District Nu.uj_w Registrar's No [N ,‘E'( %/ '2
1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED: T
(a) Countr____._ﬁrﬁ.eﬁ .

{6 City or town_ Springfleld (@ State_ 1 SSOUrL & ceumy__Gregne

{¢) Name of hosmtx;lo;r'l:!::i’::tg: s e, writa “BURAL” cod o of towaubis) g 1l f i ld ‘

City or t prliugliie
830 N. Kansas ; L] @SR or omn " (If outsida city or tawn limils write "RURAL")
(If not in hospital or institution, writs stroet namber ar location, i
(d) Length of stay: In hospital or institutlon (d} Street No 830 N, Kans.as -
{8pecify whether (I tural, give location)

In this commupity.
years, months or days} ) {e) If foreign born, how long In UJ. S. A.?. years,

MEDICAL CERTTIFICATION

3. NT
é%LERﬂME__Erﬁnk_M&QQIML;(Q_W Féb FL7
20. DATE OF DEATH: Month e day_ L e

8, (b) If veteran, 3. (¢) Social Security 5’
. year........l.géo._mhom minute Aig M

WRITE PLAINLY—USE UNFADING BLACK INK--MAKE A PERMANENT RECORD

-

name war. no No
hereby certify that I attended the deceased fmm
6. Color or 8. (o) Single, widowed, marrled, 19 !C (j
4, Sexl_ﬂ.g]me ......... raee._ﬂ._h..j;t.@. divorced_.M-_a_I.‘.L_iiq _/
6. (b) Name of husband orwife___________ 6. (¢) Age of hushand or wife if || and that death occurred on, the date and’hour stated above, Durati
May Osborne altve_____ years|| Immediate cause of death.( L‘:d-dm‘d(_)_____ Mlatutnl
7. Birth date of deceased__DeC, 1, 1 883 v - wwm N
(Month) {Day) (Year) ~ Y Drima s
8. AGE: Years Months Dayes If less than one day Dudto.
52 2 16 hr. min
Dye to. LA
o Bnpee MUsSCOtah . Kansas ./ .. . T T
{City. town, or county) (State or foreign cbuntry) - d ]
. Qther conditions
10. Usaal occupation Sal esman T ¥ - {lnclnde l;tuumny within 3 months of death}
11. Industry or business SR |pEYSICIAN
= ajor findings:
8 {12 Name.Jesse Osborpe ../ || 70t operatio ,
= L. . ) - - 2 . Undetline
= | 13, Bimpce._C€dar Point Towa ~ _Wu;,_,_ Jtte canee 1o
. . i W, B . (Stats or foreign country} 4 Lo / - ca
B [ 14, Molden name AAhE ™ GWinm * Of RUOPEY Ll p: _ should be
§ | 15. Birthplace Fulton, Missourid = — tisecally.
2 (Csty, town, or county) {Btats or foreign country) 22, 1f death was due to external causes, in the following:

. ! \
16, (a} lnformant..__Mr.S_-_._MaL_Qﬁ_b_QIn_e____;___ (a) Accident, suleide, or homicide (apecify.
o adiresn__. Springfield, Mo, () Date of occurrence

17. (a) Burial (8) Date thereof. ... Eeh._zm} 4D Where did injury pecur? (City o town) {County) (Stats)
{Barial, cremation, or removal) (Month} {Pay) (Yoar] (d) Did injury occur in or about home, on farm, [n industrial place, In pubhc place?
(¢) Piace: burlal ar uematlon____ma.ple_Ear.k__.____
3, of

18. () Signature of faneral directo ____H..H..__L.thelﬂ______ While at work?._p_ P I e inury. .

(5 Addr aDI‘inEfield n[ g[} .
ST e Phae B = e ou .« adiul

. (d)(m':- b (b} 3 17 L il - Date sgn s ﬁ;‘l-q

trar) (Registrar's signature)
) . : {Liconsed Embalmgr s Statement on Reverse S{lefl o .
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i STATEMENT BY LICENSED EMBALMER .~." .. .. ..
.0 T . v . k
< L-hereby certify that the body whose name is recorded on the reverse side of this certificate was’embalméd by me, or by M
. . . - .
'wdrking under my personal supervision.
.o . ———— A 4 ’
) _ : Lo T % .
. ‘ } = P. 0. Address........ Sprlﬂgf ield, Mo. . ..
Note: Theabove MUST BE SIGNED BY THE LICENSED EMBAL‘VIER in his OWN HANDWRITING. (Failure to comply witl
the above constitutes grounds for revocation of license.) ,“ . L .
‘ i\’ If this body is not emhnlmed. above spaece should be left hIank. y
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