DEPARTMENT OF COMMERCE
BUREAU OF THE CENSUS

MISSOUR| STATE BOARD OF HEALTH

10144

5 oL STANDARD CERTIFICATE OF DEATH Stata File No
i H:PL L 4/ (.5

Registration isfrlet No. B2 et Primary Registration District Moo ot 0 Regisirar's No

1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED:

{a) County. Q0llinger {1

® Gitvortown___reenhrier. Mo, y %. [ (a}-State Mo. (5} County... BO)11nger

X ([!ouunde city of town Timits, write “AURAL" and name ot‘a1|nb >
(¢} Name of hospital or institution: ()X City or town Greenbrier

(ll' not in hoapital or jnstitution, write atreot number or location)
(d) Length of stay: In hospital or institution

In this community A 1 1 hi 8 ] i fe 2

years, mnaths or days)

.

{Specify whethor

{1 outside city or town limits, write “RURAL")

{d} Qet No,

{8} If foreign born, how long in U. 5. A%

(1f rurnl, give location)

years.

Exact statement of OCCUPATION is very impertant.

MEDICAL CERTIFICATION

WRITE PLAINLY—USE UNFADING HLACK INK—MAKE A PERMANENT RECORD
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 classified.

e 1 X19518

ALV ==L 1 =iF
Rev, 5-17-39

e John  Franklin PRoyd 24 Feb o8
20. DATE OF DEATH: Month e day.
3. (b} If veteran, 3. {¢) Social Security FA 8
N Yenr. hour, minute.
name war. [+]
21. I hereby certify that T atteanded the deceased from. j/ﬁ?A
6. Color or 6. (a) Single, widowed, married, 19 to_.: s
whi ; kil '
4. Sex Male race. te dwurced,......j‘...gg..'.?.g..!.:... that I last saw b 4 _aliveon -.7 AL 19..54.0.
6. () Name of hushand or wife...coooceeee . 6. (£) Age of hushand or wife if || and that death occurred on the dafte and hour stated above. Duration
Janie Bovd n““___gg cen e .|| Immedistecouse of death
7. Birth date of d e March, 1L 1858
(Moath) {Day) {Year)
8. AGE: Years Months Days 1 less than one day Due to......
83 11 14 .
= oo W
Due to 3
9. Birthplzce Greenbrier - U ; / 1‘;}\ \
(CiLy.ﬁawn, ar county) {Stats or fureign country) ¥ ‘ 'g ¥
. armer : Other conditions.
10. Usual occupation ((aclude progoency within 3 months of death) ¥
11. Industry or business o : PHYSICIAN
= . . Major findings: . - —
2 ] 12. Name (Inknovm % Ot aperations : Underline
P> the cause to
= | 13. Birthplace_Unknown ) ; s which death
Cigy, town, or county State or forgign country should be
ﬁ 14. Maiden name. T{n’.ﬁmm ) Of autopsy chn._rged ata-
= [*7 tistically.
g | 15. Birthpiace Unicnomm 4 22. If death was due to external causes, fill in the following:
= {City, town, or county) (Stste or foteign country) . eath was due Lo exte * g

16. (a) Informantsuwnsmnature TiAALY ] Mt LY
® A at Jren}:rier.
(3 Date thereof Feb 29 40
A (Month) (Day) (Ycar)

{¢} Place: burial or cremation. Cato

Cemetery,
18. (@) Signature of funersi director. _B_aker F 14

ke o

tion, ot removal)

17.

l i
‘While at work?.

(a) Accident, suicide, or homicide (specily)

(b} Date of occurrence

{¢) Where did injury oceur?
{City or town) (County) {State)
{d) Did Injury oecur in or about home, on {farm, in industrial place. in public place?

(Spoc:fy lype of plnce} ' ’:f
ans of Infury ..

o

® Addﬂ? .5 huteauhi}‘lﬂ?d1 BW ------------ 23, Signature. (M.D. orother«)MV
18- ¢ Ja_ng_c] dd Z’I&]___ Date =i ned&&, )
(Dm,{murod local registrar) (!\cgﬂrnr s signoture) Address. .. e L - ]

5%

{Licensed Emhnl!?gl Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER" * 1

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

—Ale- , Registered Apprénticé’ No

ot
working under my personal supervision,

e

slgneﬁz%ﬁa.—mmﬁ R

Licensed Embalmer No '}(& / V4

' .'\ ' » LA o
P..0. Address..

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN'HAND . {Failure to comply with
the above constitutes grounds for revocation of license.) .

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




