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WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD
N. B.—Ervery 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 OCCUPATION is very important.
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MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF D{EATH

Primary Registration District No.

11457

State Fils No,

o 7

Regisirar's No

1. PLACE OF DEATH:

7

(@} County. J Ohn acn . :“: ! ' v
(b} CityTrtown Latour-=..Rural

(If outside city or town limits, writa “RUHAL" and name of township)
(¢} Name of hospltal or institution:

Residence
(I not in bospital or nstitution, write street number or location)
(d) Length of stay: In hospitalor institution * e Lo
pocily whitther
In this community. All Life

yonrs, months or days}

2. USUAL R’ES[DENCE OF DECEASED:

L A~
(a) Htate... . Alkwf

Latour

(¢) City or town
(If outsids city or town limiw, write “RURAL')

{d) Street No.

{If rarnl, give location}

{6) If [oreign born, how long fn U. 8. A.T, Yenrs.

. é@ﬁ“ﬁfﬁh.ﬁamuelLﬂolﬁman-__Mw

3, (¥ If veteran, 8. (&) Social Security

MEDICAL CERTIFICATION

20. DATE OF DEATH: Mon day.

yenr__Lﬁ.J}_ﬁ_____hour__X_

name war...._. LONE No.. NOne. .
21, I hereby certify that I attended the deceased fr
5. Color or 6. {¢) Single, widowed, marrled, 1 to. lgfp
4. Sex M, race. Sl avoreadll A QW RLL that I last snw h_ 2 alve un_./.._,mh 4 9.7
6. (b) Nameof husbandorwife._.. ... 6. (¢) Age of hushand or wife if || and that death occarred on the date and hour stated above. Du
Amanda H,Celeman alive 1@ ..yearg || Immgdigtesduse of death
7. Birth date of deceased_______3 8 o || e . 2
(Mosth {Day) (Year) 7 i ‘.
8. AGE: Years Montha Dayn If less than one day
76 5 27 b, min
9. Birthpl Johneon Mo. A} ) a4
. (City. town, or cotxty) {B1ato or forsign oscdiry) W 1 ‘;:1 i
10. Usual oceupatlon. Farmin £ : Other conditiona 77

-

-~

{ 12. Name.o—....dOmag F.Coleman ...

Ireland h
P ¢ uraer!nrdnm:rv)

1L Todustry or business______FAXmiNg

13. Birthplace
14. Maiden name.
16. Birthplace

= (City, towm Dy comnty) d
18. (o) Informant's thﬂq
uzr

7o
Mo, .2
(Stats or coantry) F
() Addrem 7
ial (b) Date therect. 3/8/40
K

. town, or 3

E

11. {a) —
(Burial, cramation, af removal) {Month) (Day) (Yeer)

{Jncinds preguaney within 3 months of death}

(b)ﬁd:
18, (e}/dlaea
(

Date received local registrar)

PHYSICIAN
Major ﬁnd.[ng:!n: —_—
Ot op ns 0/‘(-") Underiine
hleh death
W
ot v T ) should be
Ly P A charged sta~
tistically.
22. I death wan due to external causes, fill in the (ol.lowlzs
(a) Accident, suicide or homliclde (xpecity)
(d) Date of occurrencn
() Where did injury occurt_=2 &-C2
or tawn) County) (State)

(Cir,
(d) Did injury oceny In or,about home, o; farm, in in: place, In public placa?
LTy

£
et =
). .

oA 8 ""ﬁ:m of Intury__%;_
4/;.;.;".'.‘_,,1 (M.D. ,mhhi._..
p 4{ Date m@%

(Licensed Embalmer’s Statement on Reverse Side)
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STATEMENT BY LICENSED EMBALMER

Me

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

Registered Apprentice No

working under my personal supervision. .

Signed} __‘_’ﬂ’ -4

Licensed Embalmer No/’;ag3

P. 0. Address__._Hodden, Mo,

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

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




