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‘N. B.—Every item of information should be earefully 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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Registration District No_ 13

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

State Pils No. 1 59'?{:

74

Registrar’s No

Primary Registratlon District No_ & { & 4-

1. PLACE OF DEATH:
(a)} County.

(b} CR¥y or tow
{If outside city or town limits, write “RURAL" nnd namo of township)
{¢} Namoe of hospltal or institution:

State Hosvital No. 4

(If not In hnapital or Institution, weite street number or location}
() Length of stay: In hospital or {nstitution 13 _davs

St. Francois Co. Td‘l u.:};/ﬂ::r.:.a

o

D

(Specify whoether

In this community.

2. USUAL RESIDENCE OF DECEASED:

) ) ’c‘fﬂ-:" .
(b} County. E ulask; CO. -

{a) State..
Jackson

{¢) City or town
(If oatside city or town timits, write “RURAL")

{d) Street No

(If rural, give locetion)

yonrs, months or days) (&) If forcign born, howlong In U, 8. A.T. years,
MEDICAL™ CERTIFICATION
8. (s) PRINT = -
SR Tohn Willien Cavey.. [&70
3. (B) If vet 3. (©) Social Sacurit 20. DATE OF DEATH; Month._..4 4724
L veteran, .
. ’ ¢ ¥ yeﬂlt.............l.%.@.... hour. 2 minuta A M.
name war. No.
21, I hereby certify that I attended the d d from
Mal B. Color or 8. (a) Single, widowed, mammied, || A=l~ 1940, to 4-1k 19____4__0'
4 Sex ale raea_White | . divorced_p_llgl.:ggg_ thetT lest saw h..._ LML alive on L-173 : 19.,_4&9
6. (b)) Name of hushand or wife........... 6. {¢) Age of husband or wife if || and that desth oecurred on the date and hour stated above.
Bertha Smith 3@“ causo of deagh. . Duration
allve . yeam & o}
7. Birth date of d d 1 31 1881 A et et _Aiildm
{Moxth) (Day} (Year) [»] @
8, AGE: Yours Months | Days 1! tess than one day Due t0.— Strecre et
59 2 1 3 hr. min || 7T M@
Due to [ . 8
8. Birthp! Boone Co, 4 |- ~
(City, town, or county) (State or foreign country)
" || Other conditions. 1
10. Usual oecupntion Farming ,:) (Inclade pr within 8 months of death) K —
11. Industry or business M A IVU PHYSICIAN
M findings: —
E {12. Name John Thomag Cavey £ '.gfr "l!:""!"'ﬂ“"" \-’\./0 ) ,}- Underline
| ]
2 13, Binthplace Ireland [/ b ot
(City, wwn, or connty (Stats or forsign country) Of avtopey, L/VO should be
£ ¢ 14, Malden name Satton charged sta-
E Unknown =
16. Birthpl < .
= (City, town, or cownty) (State or Toreigm comnisy) 22. If death was'due to external causes, fill in the following:
16, (a) Informazt's owasigoxtare RECOTAS Of State Hospt.#4| (@) Accident, suiclde, or homiclde (specity)
(b Address Farmington, Mo, || ® Datool cccomence X0
17. (a) Buried (%) Date thereot_ADT11 16 ,194f() Where did injury cocurt @ity o7 1ow) Comntr)  (Bate)
(Borial, cremation, oz removal (Month) (Day} (Year) ury oceur in or about home, on farm, in industrial place, in public place?

tion

(¢) Plzce: burial or ez Crocker Mo,

19. (@)
(Date'vecaived Jocal registrer)

(Licensed Embalmes*s Statement on Roverse Side)
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STATEMENT BY LICENSED EMBALMER . " . '

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

, Registered Apprentice No... T '

working under my personal supervision.

Licensed Embalmer No... ssi‘é /

o -. | P.O. Address____‘_é,&e.e:éw m

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

If this body is not ex'nbp‘.lln';éd, above spzicé' shoitld be left blank.
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