MA§§P}Z}3 §FmERCE MISSOURI1 STATE BOARD OF HEALTH
oAb o Fu e STANDARD CERTIFICATE OF DEATH mm,_aﬁll&l_

rtant.

A . 2~ E / / e
A8 Registration District No Prlmnry Registration Distrct No, AN ar's No.

1. PLACE OF DEATH: . 2. USUAL RESIDENCE OF DECEASED:

(a) County. MGDOI}ald & 0 Mi i N t

® Gltv.ortomn. Hural Goodmnan =7 || o) Stard: ssour ® County__ NEWLON

{If outaide city or town limits, write "RURAL™ and name of tawndhip) ||~ 2
(¢} Name of hospital or institution: ) City or town. Hural
e (If cutslde city or towa limits, writs “RURAL")
(1! not in haspital er institation. write street number or location}
(&) Length of stay: In hospital or institution (d) Street No 1 Mile South of Goodman

(Spocily whether {11 rurat, glvo location)

In this community.
years, months ot deys) {e) If foreignborn, how longin 1. 8, A7 years.

MEDICAL” CERTIFICATION

3. (a) PRINT Alphonsa Williams L‘LSi’-

INLY=—USE UNFADING BLACK INK~MAKE A PERMANENT RECORD r-.
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. Exaet statement of OCCUPATION s very impo

FULL NAME .
RCE e 20. DATE OF DEATH: Month 1ste 4y Sept.,
N veteran, . (e
, Nohe s year.....l%g.m....hour 2:30 minute. Ae __m
name war, No
21. T hereby cortify that I atiended the d d from,
5. Color or 8. (a) Singte, widowed, martied, 19..._;
4 sex.. lale raca. GOl momd__h_a_r‘rled S aﬁead Sept.. 1si. 1940 o
8. b) Name of husban ; . 8. {£) Agoof b d or wife if || and that death oecurted on the date and hour stated above. .
eatrice W i‘ﬁ. st __'?isn _yonrs || Tmmedinte camse of death Duration
1. Birth date of decoased Nuvember 2, 1914 Broken neck , caused by
(Month) N (Yoar) automobile in which he was
8. AGE: Years Months Days If tess than one day Due eowz,i"dwing.g_ sw.left the highwey
and crashed into & highline
25 Q 29 hr. min,
Duo to. p 01 e
9. Binthplaco.__COrsicansa Te Xas ] : —
[City. vown, or eounty) (State or foreign conntry)] n ‘ T
. Oth ditions .
16. Usual occupation L?'b orer (Tactade 7 caoancy wHEin S momiE of death) 0—\ Y
11. Industry or business K"PA L b PHYSICIAN
E 2. Name RicChard Williams y || o i /A \ ¥sicl
) 7 Underline
> Corsicana Texas i : the cause to
m % 18. Birthplace - T ; which death
E 14. Maiden name ﬁh‘é‘l 'ﬁﬁe S - S Ot autopay. N mgddla:
3 tistically
il €Xas
E { 16. Birt T{;,];,.er T o Toreign cowntrs) " 22. If death was'due to external causes, fill in the following:

rmar . (2) Aceldent, suteids, or homiclde (specify) . BCCLdENL
* Ea: In‘:n “mquw L (% Date of occarrence_SE PLember 1, 1960
&) Address

17. {a) Re mOV&l (b) Date thereof. J-e-1340 (e} ‘Where &4 tnjury occu? (City or “"2 (Cou: {Btata)
(Dartal, cremation, or remaval) Iﬂ {'Menmﬁ(mﬂ (Yan) |t (&) Did injury occur tn or about hume, on farm, in industrial p!m n public place?
(¢) Place: burial or cremation S&8 Ci bl 1

18, (o) Signature of funeral director.

() Adgrens_ N0 Sho LIl s5pen
15, (a)'gtz'@&_ -
received local registrar) /f/ /

r s / (Licensed Embalmer’s Statement on Roverse Side)

B 1 x10811




RETEIVED '

District Hea'th Dfficer No, 6, |
District File Number. 9. 40~ 25 2.9

Dato Filed _______SEP 47 1045

.

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

, Registered Apprentice No e

", working under my personal supervision, .

Signed_’? . 7
Licensed Embalmer No 4/ &

t . . -
P, 0. Address. [t )%m._.

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 blaok.




