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N. B.-—-Every item of information shounld 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.

DEPARTMENT OF COMMERCE

Bureau or THBE CENSUS

MISSOURI STATE BOARD OF HEALTH

12001

STANDARD CERTIFICATE OF DEATH Siate Fils No
Registn_u‘gi nﬁ&m@ﬁ%ﬁjﬁ Primary Registration District No.A) 24/ Registrar's No 7
1. PLACE OF DEATH: - 2, USUAL RESIDENCE OF DECEASED: !
{a) C'ounty»»..__lflél-_g_gﬁl_—‘ J? £ a2
(8) Cttyworsown. ﬁ%&%ﬁ@&mw @smmﬁ‘l sgoun] () County B
(If outside clty or town limlits, write "RURAL" nnd name of fownship) r
{¢) Name of hospital or institution:

Rural Routs

(If not in hospital or lnstitutlon, write street number or location}
(d) Length of stay: In hospital or institutien

{Specily whether

ol

1 ’
(I outelde city or tawn limits, wxjse "RURAL"

Qural  Route
(Il’ roral, give I.nc.ntinny

{¢) City or

(d) Street No

In this community 14 fe
yeoars, months or days) {¢)} If foreign born, howlongin U. 8. A.? years.
MEDICAL CERTIFICATION
b.(@PRINT Willlam Thomas Bryant (,S9 .
20. DATE OF DEATH: Month &€ Y Viiny 29
8. (&) If veteran, 8. () Social Security 1940 . 4
name war No. year. our. minute____lD___p.....M.
21. T hereby certify that I attended the d d from
5. Color or 6. (@) Single, widowed, mart -?'-u‘- > - 1940. to. - ? 19.‘2.@;
asex.NB)e | mee_whit dxvurcedwl that I last saw hctes alive on. Pd-t- % B= 19,
8. (b} Name of husband or wife..eccue——... 6. (¢} Age of hushand or wile if || 80d that death occurred on the date and hour stated above. Da

Immediate cause of death

ellve. . __years ¥
7. Birth date of decossed_._JANUANY 25, 862... JM %“M . e —
(Mounih) (Day) (Year) :
8. AGE: Yours Months Days If less than one day Due to wi f/k "{ yﬁ‘-& / ’ﬂdﬂ
78 | 1 4 . | £
- = 1| Due to 2]
9. Birthplace....... . Jlazlegreen = Mlac ad /j.. i . R N | ﬁv}
(Clti._.. town, or county) (Btate or foreign country) |1 ‘ [
arme Oth ditd
10. Usual occupation r (Tnclede progomacy within 3 moaths of desth) [ —
11. Industry or bausl PHYSICIAN
12. Name. Phil 1D B‘Y‘yant . Ve MRjOD; %;ﬂnnﬂzm T
[V Underline
> Unknown Unknownf the cause to
s \ 13, Birthplace i = Braie or foraien 0 e wliﬂchdeat.h
¥, lown, Y. tate or foreign country) 1db
E 14. Maiden name m Fale) Of autopsy. I‘al;ﬂ;‘:ed ltl:
E9 15. Birtapisce____ UNKNOWN Unknown{] oy
= (City, toyyor county) {J —— 22. If death wes due to external causes, fill in the following:

16. (2} Informa
(b} Addremy . R g . SN
17, (a} u“iﬂl iy () Date thereolﬁﬂﬁ.ﬁ!-__f—_l?
(Bnﬂll.mlm or removal) (Month) (Day) (‘l’-r)

(¢) Place: burial or crematio
18. (a) Signature of funeral directo

(3) Addr Riln 2 M3 ep
@ :
{Data received 1 registrar) {Registrar's siguniore}

19. (a)

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

H .(b) Date o&}ccﬂnnm S,

T
(c) Where did ln!u.lyoecur? -

(Citx or town} {Cogaty) {Stata)
{d) Did Injuty occur in or about home, on farm, {n industrial place, in publie place?
r (S
"/ Specif; f phace;
Whﬂ‘ézat work? . (Specity “)wk‘[’ 4 )I {55115 o
28, Sigpatur (M.Dwﬁ_!_.

7

Address

{Licensed Embalmer’s Statement on Reverso Side)




STATEMENT BY LICENSED EMBALMER
’ i

I hereby certify that p/ﬁe body whose name is rm the rgverse side of this certificate was embalmed by me, or by...oiveicr e rersaneenae

: Registered Apprentice No / 7 4

rl'c Ex‘i\éwpersonal s\upervi‘sion.'
District Health Cffic

L er No, ' s
.D'stﬂcl: File Numbaey /574/ __.5_'_ - Sl
Wate Filed _____ .---g/-/_-“i‘a-...

~nenmey

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to coniply wit

the above constitutes grounds for revocation of license.) :
If this bedy is not embalmed, above space should be left blank.




