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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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MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH
Primary Reglstration District No__A_ZLZ_‘{o

19296
Siats Fila No. 2 i
y2,

Reyistrar's No

1. PLACE OF DEATH: *
(a) County. Pulaski Wﬂ/r-ﬁf’)‘v) ”_r/* "
) Cliy.ortewn=-L1 KO

(If putaide tity or town limita, write “RUBAL™ and namas of township}
{e} Name of hospita.l or institution:

{If not in hospital or Institotion, write street number or looution)
{d) Length of stay: In hoapltal or Institution

7

{Specify whathsr

In this community

77| ¢

2. USUAL RESIDENCE OF DECEASED:

Missouri Pulaski

{a) State (5) County.

Dixon

{¢) City or town
{If cutaide clty or town limits, write "AURAL")

(d) Street No.

(If rural, give location}

years, months or dayw} (e} Ifforeign born, howlong in T, 8. A.7. years.
8. (a) PRINT Infant Jones j 1.0 MEDICAL CERTIFICATION
FULL NAME 5 2
3, () 11 vet 3 (5 S pom— 20. DATE OF DEATH: Month day.
8 veteran, . &
X § &5 y Yyear. 1 g 4 0 hour. minute 2D M.
name war, No
21. I hereby certify that I attended the d d from_
F 2 5. Color {;i:h Lt 6. (a) Siogle, widowed, married, {| Mgy 1940 o May 2 1040
4 8ex L ETMALE | rac 1Le . divoreed K that I last saw b €Y. aliveon_ Maw. 2 1840

6. {(b) Name of hushandorwife.__.... ... . . 6. (¢} Age of husband or wife if

and that death occurred on the date a.ﬁ}d hour stated above,

Immediate cause of death

Miseouri

1L T e Y COATE
7. Birth date of daceased 5 ) 2 1940 Prematurity
{Moath! {Day) (Yoar)
= z = —-Asphyxig neonsterum————— |
8. AGE: Years Months Dayn If leas than one dny Due t [P
w 6% | —-Atelecs 6% hra
: Due to_prematur
5. Birthp! Dixon Mo, O
(City. town, or county) {State or fareign country) \ e
" ’ ditd X
10, Usual pation \—') 01‘(.1'!2!. ’:‘“mt o within 3 by of death) - ~
11. Industery or buslnes, 7. PHYSICIAN
E 12. Name.__ RAYMONd Jones : d | e P X Undertine
& o Dixon Missouri the cause to
A\ 13. Birt w y (Stats or foreign covntry) ’ ' X 'I?khldd.agh
el
E{IL Muaiden pame H’Hf?f m bn Of nutopsy. [Eih;:iorg;etl:l;ta:

15, Birtbpl

(City, town, ﬁmn"’) (Siate or forelgn country)

16. (o) Informant's own aignature a"‘-_fmond Jones
(%) Addres Dixon, Mo,

11, () {8) Date thereof
(Buria), cremstion, or removal) .
(¢} Place: burial or er tion,
18. (o) Signature af fanera! director Fred H., Gilbert

(3) Address. Dlxon’ hOo , f)/

. = L of Lonind
18. ¢ )(Mﬁﬁ) {Registraz's I[tm—%gg—“—l

{Momtk) (Day) {Year)

!

22. If d esth was duo to externnl causes, fill in the following:
Jeide (xpeciiy). X
- Y )

(a) Accident, suicide, or b
(b) Date of oecurrence,
{c) Whers did injury occur? X
(Clty or town) u:m—ia.l ty) -
(d) Did injury occur in or about home, on farm, in fod place, in puhlic phce'l

). D.orothen. D 0 ,
Date s[znads_:j__-_.ll'o

(Licenised Embalmer’s Statoment on Reverse Side) ; .




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 e

, Registered Apprentice No.

.3workmg under r,my personal supervision.

Heatth « fficer: No. 5,

Lhistiict ) .
£ne
District File Number-.é_f.{q_-.é_‘fz.
L& 22 )-_. Licensed Embalmer No
Date Filed
P. O. Address

Note: The nbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING {Failure to comply wit]
the above constitutes grounds for revocation of license.)

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