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PLAINLY-~USE UNFADING BLACK INK--MAKE A PERMANENT RECORD

A
L

WRITH

el APR 15 1845

DEPARTMENT OF COMMERCE
~BurBAU oF THE CENSUS

Regiatration District No.___—7 9 1

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Jr Primary Registratlon District No....___.._..__.___.___1 003

Stats Pite No 8 9 1 4
Registrar's No.____2422._

1. PLACE OF DEATH:

(a} County.

{5) Cit¥ of LOWH eieeeeeeeeeaaraen, L_._L__o_ll_.g

(If outsida city or town limits, write “RUNAL" and nans of township)
(¢} Name of hoapital or institutlon: /

Mo.Baptist Hospital /r

(1f not in hospital ar institution, write stroet number ar Jocation)
(Specify whetber

(f) Length of stay: In hospital or insttution

In this community.
years, moutha or days)

2. USUAL RESIDENCE OF DECEASED:

@ stare_ Miggourd & coumy New Madrid

_Canaloe .mmmmfkﬁflm
{If outaide ciry or town limits, write “RUNAL",

{2) City or town . oeeeeermer—-.

{d)"Street No

(If rural, give location)

{¢) Tf foreign born, how long in U, 5. A7 years.

3. {a) PRINT

rocname_Cenia Coras Della Ollver .

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

Rame war. No. - No._.._.....H.QIl_ﬁ_.____..
/ ﬁ%hf +°B. Color or 6. {a) Single, widowed, married,
4. Sex__ . Bt ... mmﬁmtg_ dIvomed.Mﬂ.rI.i.e_d

6. (b} Name of husband or wife

Herbert

7, Birth date of deceased.. L ED.a
(Mnnlh)

18

(Day)

8, AGE: Ycars Months Days If less than one day

56 1 0 min.

. -Birthp!ace.. ..,..,.Q_.f.-..l del 1 C.Q.l___.._. ......Ke.nt uck%{

(City. town, or county) State or foreign coun

Housewife

. Industry or business. £
{ . James_Groves /

13. Birthplace,

=
[=]

. Usual occupation

12, Name....

15. Birthplace

MOTHER FATHER 2

(Civy, town, or county) {Stats or foreign country)

Herbert Oliver
Canaloe,Mo,

(b) Date thereof &= .
grial, cremation, or removal) (Monl.h) (Day) (Year)
{¢) Place: burlal or crematio ike Qe

16. {g) Informant
(b) Address
1. (@ Pemoval

3=-14=40

_Kentucky. .
14. Malden name..m...(_d.:yﬁé‘bw méné_’h__la‘fm 2 ftﬂ_“z?::) -
{ _Hentucky

Month, —day.

MEDICAL CERTIFICATION
20. DATE OF m;}'ﬂ. / @Jr -
yea.r_..lf. 4 (=4 M

.,...__._.;_hour_____za....«... i l!lL._—.d. .
21. [ herebyZcestifyTthat I attended the d% -_Zg-_’ZfAD
19__.to_ 22 Sl T, 190
19

that I last saw h£29.. alive on M 7

and that death ocourred on’the date and hour stated above.
Duration
lmme}Bte cause of death /S "
arrm——— .m‘ '.:_—-- ._9——.....
BZEWA Wl v AT SN N S
Due to % E f
LS
-
Due to . “ j—- i
~
Other coudnmns___ﬂ_éflé.gé.’j /e 5 L]
(Includa within 3 m '?- ;‘
e/ﬁ/(( /i )"i = . ,Je ? e PRYSICIAN
Liajg}' findings: J—
tiona
operd Underline
: which death
o] ea
of mmy_&_—m.ea?s__zéazﬁz___ should be
charged sta-
tistically.

22, If death was due to external canses, fill in the following:
(6} Accident, suicide, or homicide (specify}

(¥ Date of pocurrence

——

———

(¢) Where did injury occur?

((‘Ity or twa) {County) (3tate)
(4} Did injury occur in or about homa.on farm, in industrial place, in public place?

18, (a} Signature of funeral director. Albert e
() Address 4700 Wash

18 {a) (Daurxa#m. @ g

e {Sgeaoily $ype of place)
~— {€) Means of

While at work?. injury.

{Licensed Embalmer*a Stutemeont on Beverso Side)




i “+

- - _A:i..._-.f.::..-,.._‘-_.._.H«_.__ bzﬁz’ el LZ,VZ’ ' 'l e -

Ess—————————— == — —=— - =

' : . STATEMENT BY LICENSED EMBALMER. ¢ |
I Eereby certify that the body whase name is recorded on the reverse side of thijs _iﬁa(ésembalmed by me, or by

working under my personal supervision.

T T \N/Swd '

anensed Embalmer No. R

. P. 0. Address e e

Note: The above MUST BE SIGNED BY TIHE LICENSED EMBAL\II:R in his OWN HANDWRITING. (Failurc to coraply with -
the nbove constitutes grounds for revocation of license.)

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




