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WRITE PMMY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

Ve Ve Bl A

DEPARTMENT OF COMMERCE
BURBAU OF THE CENSUS

Registration District No.._... 3].5__._......

MISSOURI STATE BOARD OF HEALTH

'STANDARD CERTIFICATE OF DEATH

Primary Registration District No..._mg.l.....m.....

Wl e WASULULLOLL

State File No 32023
Registror's Na.__Z.fi..g_.._..._.....

+ In this community.

1. PLACE OF DEATH:
{s) County

SRFENE
Springflield

‘(l!'ouuir!e city or town limits, write “RURAL" and nome of Lowoship)
() Name of hospital or institution:

a38_ 5 T)mnﬂaq

(If not in hospital or institallon, weils atreag itaber ov Iocu!nn)
(d) Length of stay: In hespital or institution

{#) City or town

(Specify whether

2. USUAL RESIDENCE OF DECEASED;

@ sate__ Missouri Greene

(¥ County.

(¢) Cityor town._.._____S_Q,rj._[lgf i a 1 d

(If ontaide city or town limits, write “RURAL™)
(g)) Street No.

638 5, Douglas

(L2 rural, give location)

years, months or da {e} Tf foreign born, how long in U. S. A.?. years,
MEDICAL CERTIFICATION
3. (a) PRINT
mnd.l?.-:n:gmm_.ﬁ Crews ) :
= 20. DATE OF DEATH: Moanth.....S€PY . day 10
3. (b) If veteran, o 3 :\? Social glec gﬂ ty year_l.g.g..Q_.._.._..._.hnur 10 mingte.. 90 8 o M
name war. o.
21, I hereby certify that I attended the deceased from 5/15/40
) 5. Colt‘);' or 6. (o) Single, widowed, married, 19, w o Q_‘ZlQ/AQ_ 19
4. sexdiale .| nmeYibhlile. dvormd__Mﬁ_Li ed; that I last saw b LIl _alive on ] 1 (0] / 40 9
6. (») Name of husband or wife. 6, {¢) Ageof h d or wife if || and that death cccurred on the date and hour etated above. Durati
Urals
Mary B. Crews I _years|| Immediate cause of death -
: 4
7. Birth date of deoeaedom. HBCe commomreraor L 1865 || ———Arterio-sclerosis (%
. (Month) ' (Day) (Year)
8. AGE: Years Months Days If less than one day Due to. f r.i
. A
/ 7 4 8 l_ 5 hr. min 74 I
v K Due to. - S,
9. Binthplace...MORENOCE _Illsncis )
- {City, town, or county) {State or foreign eounlry)é
Other conditions.
10. Usual occupadont.B.t.ir.ad_ _Barber - : (Iilnda' S et G
11. Industry or business 2 = — PHYSICIAN
81 Name_ Geor‘ﬂ.e F. Crews 1 || Medsy Sndine: | —
E : i ) : Underline
2lis Blrthptncr____,___ e veeeren Un: -{n own rhh.} g:ﬁse :;
foreian Iw eq
8 { 14. Malden M%%g rman, S e i) Of autopsy.——. 0Q_81L. should be
S{ 15, Blrthplace.. MDKN QWA Unknown. : tistically.
= (City, town, ot caunty) (State or forsign country) 22, If death was due to external causes, fill in the following:
16. (a} Info Bt El:':'i nk CI: aws (2) Accident, suidde, or homicide (specify)
() Addr Qnﬂ ngfleld, My () Date of oecurrence

® Date thereof, D.€ ent. 12 19

(Bmu cre-n-&{m. or removal) (Monl.h] {Day) (Year)
() Place: burial or cremation M&"\? o DL‘}_T‘ 1’--

+ . w
18. (o) Signatare of funeral director_ H iH .. Lohmeyer (1
Vi o

17. (a)

([tD Where did Injury occur?. o - T
(d) Didinjury occur in or about home, on farm. in iudustrfal plaoe in public place?

: (Sp-:i!, typa of place)

While at (¢) Means of Injury.

(5) Address anihﬂfiﬂ]d lig. - M(MD he )m
57 "{a EnAture.... . . D. or other
1 (a)(Dlurmved local registrar) @ {Regiatrar's sigoa ddress anin PJd—'d

Date ugned_hé*{-o

(Licensed EmBrlmer’s Statement on Reverse Sida)

—




STATEMENT BY LICENSED EMBALMER

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

, Registered Appréntice No

working under my personal supervision. ;

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN
the above constitutes gmunda for revocation of license, )

If this body is not emhbalmed, fact should be go stated above, . )/ .




