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DEPARTMENT OF COMMERCE
Bumu orm Cenaua

geemnti}n I;l;trl;t No. L(Z"l___

MISSOUR]) STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Begistration Distriet No

Biats Fils No.

2 Repistrar's No Yé_.

1. PLACE OF DEATH:

Vernon -

V. ]

{a) County.

osp. No. 3 Nevada 3

(If not in hospital or inatitution, writs
(d} Length of stay: In hospital or institution. O

es _2 ? {Specily whether

l. number or tion

In this community.

(@ Btat

-l
(b) Cityorto el @
ﬁ? Namt‘?%h tl.l oﬁmtol :u‘t,i :’n town limits, writa “R name of towmhip)

2. USUAL RESIDENCE OF DECEASED:

b

Missouri
(¢) Clty or town JO'Dl in

(8) County. Ja sper

(@ Street No.. 512 _FEmpire

(If ontelde clty or town limita, write “RURAL")

(It rural, give locntica)

Wikl l

c@l X19511

N. B.—Every item of information should be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS should/aste
CAUSE OF DEATH in plain terms, so that it may be properly classified. Exact statement of OCCUPATION is very impoFtant,

(¢) Means of Jajury.

yeare, months or days) (&} If foreign born, how long in T7. 8. A.? years.
MEDICAL CERTIFICATION
n@eenvt  Sadie Marshall ( atf Vamop 10
e T o e 20, DATE OF DEATH: Month. 28X C day.
) rerera, None " ?Un eno%vn yenr--._.l_g.g.g__.,.....__hour 12:20 minute P M.
name war, No.
21. I hereby certify thitgl attgended the 4 d frﬂmh 10 3
8. Color 8. (a) Single, widpwed, ar 2e S Marce
Fem, #hite 'é"{ i Mar. > 19 .to_mmmm.amml 15.49
4. Sex race divorced .~ thatHastsawh ST aiveon  March 10, 19 40
6. () Name of husband or wife. {gone 8. (¢) Age of husband or wife If || and that death oecurred on the é.stfnd hour stated above, Dusation
give__._._lle vears |} Immediate cause of death SeD i c emi a
7. Blrth date of 4 . Nov, 19, 18 40 da.
{Month) (Day) (Year)
8. AGE: Years Months Days 1f lexs than one day Due o rnifluenza
o7 lo £9
hr. min D ‘o Y o
ue ...:w.d.l. tie
9. BMhNuc&MWﬂS U.S.4, 1 Chr. Nerhritis v \
Lf (City, town, or county) {Btate or forelgn country) Mone j ‘
1 i, Other conditions I
‘ 10. Usua! occupation. 28 (Tnctade p withiz § montha of death) \ hd
11. Industry or busine: PHYSICIAN
E 2 N Alonzo Farshall Sajor findings: — N OIE
- Name. operations Underlino
= { 18, Birthplace -Oh 1o f Fone which death
o 14, Maiden oxme cilt ngy ﬂ?ft.,) John(suln or lareign ennntﬂ')l Of autopsy. O sho nljd':;.-.
E T gnio , tistically
3 15. Birthp City. town, = coams ) ‘g' i g — 22. If death waa due to external causes, fill in the following:
16. (@) Taformant’s own siguatuse State Fo Sp '# Recor E {a) Accldent, suiclde, or homielda (specify)
) Ad Ne Vada No. (b} Dato of cecurrence,
17. {a) M— (&) Date t.lhe.rnwimL LL, 1A () Where did injury {Cl town) {Coanty) (Stats)
{Burial, cremstion, or removal) ( Month} (Dey} (Yems} | (4) Did occur {n or about home, on hrm, in industrial place, in puhlic place?
(¢) Place: burial or eremstion.... AD = v, ( 7 -
1’/ & ,BO Specily typs of place)

M. D, M——-—-/

Date signea3 (TG

(Liconsed Embhalmer's Statement on Reverse Side)
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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

Registered Apprentice No

s,gnedj?% (7 s 2

Licensed %1\; Z. ‘? / t?
! P. O. Address....§ Tﬁ%zﬁ..u ..... Vo d)
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HAN

mlm'e to ecomply witk
the above conatitutes grounds for revocation of license.)

working under my personal supervision.

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




