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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 OCCUPATION is very important.
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DEPARTMENT OF COMMERCE
BuREAD oy THR CENAUS

. State Filse No
Registration District NO..Z_Z_L_ Primary Registration District NO.-LZ#__; chbtf__af‘l No.

MISSQURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

19289

1. PLACE OF DEATH:
(a) County. Pul a.eki —
(®) Bitgaatown_ TRUTALY Cullen Lo o MNP

{1f outaide city ar town !imits, write "RURAL"#ind nime of (ownship)
(¢) Name ol hospital or institution: (’

&

{Specily whather

(I not in hospilal or institution, write streat number or location)
(@) Length of stay: In hospital or institution.

In this community. Li ife

2. USUAL BRESIDENCE OF DECEASED:

() state__}Mimapouri ¢ CoumtyPuloski
te) @flty ortown  RBUTALY

{If outside clty of town hmlh. writs* RURAL' )

(d) Street No

{If rural, give location)

yoars, montha of doya) (&) If {foreign born, howlong in U. 8. A.? yoars,
. MEDICAL’ CERTIFICATION
8. (a) PRINT K’ ‘Q{} A
FULL NaME._Josepn Callaway Manes i
3. (8) If vet = 5 SodlSertty || 2 PATE OF DEATI: Month May day.... 2
X vateran, - (c) Social Security year._ 1940 hour__\. minute_ 90 A M
pame war_. MO No. No i
21. I hereby cortify that I attended the d d 40
6. Caloror 8. (a} Single, widowed, married, ____{, lw to ‘,/1 )
«sa Male el 1111 € divorced A1 VO L CAR 011 1ast saw bsae ative o ‘f V 4\‘ 19.4 &
8. (b Neme of husband or wife.... ... 6. {¢) Agoe of kusband or wife {f || and that death occurred on the date and hour ltnted above.
Duration
Hi ime. Manes alive .. yenrs ﬁﬂ causo Q[ deat]
7. Birth date of d o Nov. 28 1886 = <
(Manth) (Day) (Year) ’&'—'-.—k v
8. AGE: Years Months Daya If less than one day Dua ta
853 5 4 . _ hr. rin, bu ¥
. — e to .
9. Birthplace.__ P ) 2 8K1 LV
(Cisy. town, or eounty) (S1ats of forelgm mc) ¥ \ *
. Oth ditions.
10. Usnal oceu Farmer (lactade pregnancy within 3 mantie of dmeik}
11. Industry or business. [a PHYSICIAN
. T Major indings: ——
E {,2. Name_ 0 8COD Fewton Manes v fndings; | o
2\ anmmawﬁlf'lc.%%kL.Co.)n___ . — :irfifﬂ:%'{ng
o, of T8 or ﬂl.im coun|
E 14. Malden ma_.mmmnb ei Ot autope; :hlc:':tdlt;
leski Co ' ity
§ 18. Birthplace e ypys—Y i Toretenomsesy || 22 1 death was'dus to external causes, fill in the following:
16. (a) Informant's ownsignature M T8 » o T | Anderson (a) Accldent, sulelde, or homielde (specify)
() Addross Waynesville, Mo. (8) Date of occurrenes
17. {a) () Data thereot MRY 3, 1940 || () Where did Injury oceur? rreTe re—— )
{Burlal, cremation, or removal) (Montb} (Day) (Year) {d) Did infury occur in or about home, on hu-m. nind‘u’trh.'l piace, i pablic place?
(¢) Place: burial or crematioc Ll t f 4. l
18. () Signature of funeral diroctor. T s Lo s w,mpq & SOHS .. U sl e Rt 5
Cro hd —
(5) Addrem 28, Slgna (M. D. or other]
19. (a) _%__‘ I - M 7
(Date registrar) {Registrar's signatore) Add Date sign é

(Licensed Embalmer’s Statement on Mﬂe Slde)




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

RECEIVED

, Registered .Apprentice No

DS RGOt Ne: B,
District File Nums.r.,ésé,,-l-,-

Signed
Date Filed 1L2 £2

Licensed Embalmer No

P, O. Address

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.




