WRITE PLAINLY-—USE UNFADING BLACK ‘INK—MAKE A PERMANENT RECORD

Burnmau or THE CaNsSUS

DEPARTMENT OF COMMERCE

STANDARD CERTIFICATE OF DEATH . suu Fise wo.

Primary Reglstradon District No ______Z 7 Registrar’s No

Regiatration District Nn._ZZZ

MISSQOURI! STATE BOARD 6F HEALTH 26423

~ &

1. PLACE OF DEATH:

2l

{a) County. Saline
(5) City or town, Slater

(Ef vatside clty or town limits, writs “RURAL" and name of townahip)
{c)}) Name of hospital or Institution:

none

{If not in bowpital ar institotion, write street oumber eiclocnlbn)

bUSUAL RESIDENCE OF DECEASED:

(2} State_ MO (® County.
Slater

{If outaide aity or town iimite, wrlte “ILURAL"}

{¢) City or town

15. Btrlhnhﬂ'

16. (G) Infur'm'mrPat GO

_{(City, town, or oounl.y)

odson® -

{9tate or lareign toontry)

® Address___S1ater =  Moe

1. wBurial

{Barfal, cromation. or removal)

(b} Date thereof 7 15 1()40

{Mozth) (Day} (Year)
Mos

(¢) Place: buria! or cremation Slater
18. {¢) Signatore of funeral director, }}1 11 Broth.er S qf\ J

Slater

0.

oM.

o T

(Dateroceived loce! regiytrar)

{Registrar's -im!ms

22, If death was due to external causes, fill in the following:
{a)} Accident, sulcide, or bomidde (specily)

(d) Length of stay: In hospital or institution (d) Street No A
(Spectty whather {31 rural, give location)
In this community. B0 _vears A
yoara, montha or days) 1~ + e {#) It forelgn born, how long In tJ. S. A, years.
. A MEDICAL CERTIFICATION -
8. (o FRINT George Washington Enovles
FULL NAME ol e -
: 20, DATE OF DEATH: Month JULY 4.y 13
8. (b If veteran, 8. (¢} Social Security 19 B Pa
same v x209.12 313 v minar .
21. I bereby certify that I attended the deceased fro
s 5. Color gr 6. (a) Single, widowed, married, Feb 1939 eo CA40e
o siiale ) dvoremglACLOTTECL -
oreed——= = that Ilast saw b...-LITL glive oLﬂlLlﬂ,_l&iQ‘__. 9
6. (b)) Nameof husband orwife..._______ 8. (¢) Age of husband or wife If [[ and that death occurred onithe date and hour stated above, Duration
ural
alive__ A _ years || Immediate canse of death
7. Birth date of deccased__.,__r 1]..“,_.._.__..15““_185:.__ ............ .
Otomy (Dan) ear) carcinoma of prostate.
8. AGE: Years Months Days If less than one day Due to
85 2 28
hr. min / \
Due to.
9. Birthplace I Qv I h \'
(City. vawn, or county) {State or foreign country) r”j
2 - - Oth ditlos
10. Usual occupation..-........ "E‘]‘m — (lme{llaggt::mnnzy within 3 months of doeuth)
11. Industry or business ReReLocomotive 7 PHYSICIAN
= ’ inga: : _
B {12 Name Don't Koy S e
Eq L : i ; s Undesling
&.\ 13, Birthplace ot : ::;Egg:::
(Cﬁ’ town, or muf:y) {State or forefgn country} :
o . Of autopyy. shouid be
14, Maiden name . cherged sta-
E [} ft N Ii-rim";.m
=

(&) Date of occurrence.
{c} Wkere did Injury occur?.
{City or town} (County) {Btate)
{d) Did in)ury occur In or about home, on farm, in Industrial place, in publh: place?

(Spacify un of place)
{a)

Whileat work? Means of injury.
23. Smtmﬂl__g_’%ﬁ &c« othl:r);
Date dgm:dL_/ 4= --5\'6

o <A

{Licensed Embulmer's Stiatemeot on Roverse Side)




-"'- P.‘H
- . . -"6 -—— -pu'\“q
u""‘é‘;l - ‘!‘_-“ npd 1=
wasem" oS!

STATEMENT BY LICENSED EMBALMER

] ]

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emba!med by me, or by

W Registered Apprentice No ﬂ‘ 3 o

working under my personallfupervision. "
Sapel viu Hfets
Ltcensed Embalme;'-Nn‘ / 2 q 2
o P.O:Address Mz DU p—

Nole: 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.) . .

Signed

If this bedy is not embalmed, abore space should be left blank.




