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WRITE PLAINLY—USE UNFADING BLACK 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. Exact statement of QCCUPATION is very important.

DEPARTMENT OF COMMERCE
BumeavU or mCmua} ? !\ vA

I p ‘_\P

Registration Diar.rlet No.

MISSCURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registration District No,

1032
Vo)

3

Sixts Fils No

B007

Regiztrar’s No..

1. PLACE OF DEATH: Butl 2. USUAL RESIDENCE OF DECEASBED:
ar
{a} County. tlexr
(b) City or town. DOT!]_H}‘ Rin fflf Mo (a) State i ssoul (b) County. Bu
If gutsida ci 1 ] d f
(¢} Name of hupitgl or ?nnt.lfutt,!:;:m" frita, writa "FURAL' aod name of townahls) ()< City or town Poplar Bl'lIff,
215 Harper ):_)/ 0 {11 outalde civy o town Limita, write "RURAL™
(If not in baspital or institution, write strest ber or locatlon) 215 Harper
. ution. S t N
(9 Lenqth of stay: In hospltalor lnstitutt {Specify whathsr (@ Stres ° {If rural, give location}
Inthiacommunity. )
yeurs, montbu or days)  #  S72° (¢) It foreign born, bowlongin U. 8. A.? years.
5. (o) PRINT T e MEDICAL CERTIFICATION
uLL Name Virginie Buth Porter.. e March 4
20. DATE OF DEATH: Month..... MB8LCR  any
8. (b) If veteran, 8. (e) Social Security 8: 15 A
Fear, hour. . minuta M.
name wor. No. M
- 21. 1 hereby certify that I attended the d d Irom
&. Color or 6. {a} Single, widowed, martied, Jd 19 to. g . 19_4;1_1«(?
4. Sex F race. i mvonm_SAQELQ_ that I 1ant saw haddL _ aliveo . 19 Y4
6. (3) Nameofhusbandorwife. 6. () Age of husband or wife if ]} and that death o¢curred on the date and hour stated sbove. Duration
allve__ years ]| Immediate cause of death Loy —
7. Birth date of deceasad, ... ULy, 18, 1924 e M —-——-—- 4
{Month) {Day) (Yuar) "
&
8. AGE: Years Months Daya If less than one day Due to_w&w W
15 4 16 sy :
hr. min
Dua eo_M_:%aM._.__ .M
9. Biribpiace Poplar Bluff, Mo, A Pede AL I A LY
(City, town, or county) (S1ata or forelgn ‘confitry) aamtanes -
. . Oth nditio !
10. Usual « pation Scho 01 (l;;::o prun::n' within 8 months of death) q —_—
11, Indusiry or business. P PHYSICIAN
?E? 12. Name_____Fragk Porter VA AL 1M —
U v the cause to
3 | 13, Birthplace Butler Co. MO. which desth
town, y) (State or focelgn coantry) of should be
& ( 14. Maiden pam =t i mn.ap
E< 16, Birthoin Laclede Co. lio, L) '
5 " o {(Clty, town, or covaty) (State of foreizn coantry) 22, If d eath was due to externsl causes, fill in the [ollowing:
)
16. (a) Tnformant's ownsignature_ FTENK Porterp {6} Accldent. sulclde, or homicide (speciy’
(b) Address. || @ Dstoof cecurrence
3 oceur?
17. {a) () Date thereof MEPCh 6 194() () Where did Injury City nrlawn) County)
(Buorlal, cremation, or remaval) (Moath} (Day) (Year) || (d) Did tnjury occur In or abomt hnma. op farm, in Mﬂ place, In publlc plu:-‘!
(e} Place: burtal or er tion B&Y Springgg_gg,m___
18, (a) Signature of funera! dirgctor, (:I‘ eer=

{Licensed Emﬂmu'- Statement on Reverse Side)
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STATEMENT BY LICENSED EMBALMER

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

*.., Registered Apprentice No

working under my personal supervision.

Signed

Licensed Embalmer No

P. O. Address.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALl\iER in his OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revocation of license.)

If this bé)dy is not embalmed, above space should be left blank.




