y 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 imporiant.

DEPARTMENT OF COMMERCE

BURRBAU OF THE CENBUS S

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH
Primary Rezh‘lr::g-?n District Nu..____1 O O 3 Rc:m‘wur'l g

34207
8904

Btate Fils No.

mmmtionnm&_l___i ) 1:

1. PLA
{a) Co

2. USUAL BRESIDENCE OF DECEASED:

Illinois

(&) City or town 5t, LBuils (a) Btate (b} County.
(If outalds city or tawn lizite, write “RURAL" and nams of townabip) A/ A
{c) Name of hospital or institution: (&) City or town Carbondale
BARNES HNS DITAL (If outaide eity or town limits, write “RURAL")
{If not 1n bowplial or lnstitation, writs strest aumber or locotion) j .
n a Ne...212 West Valnut
(d) Longth o stay: In hospital or tnstitutio Ry (d) Strest No (If raral, giva loration)
In this community.
years, montha or days) (¢} If foreign born, howlongin U. 8. A.Y, years.
MEDICAL CERTIFICATION
8. (a) PRINT
FULL NAME.... Dicey. Maye. Newyman 4]
TR R 20. DATE OF DEATH: Month _October gy 28
. veteran, . (¢) SBoc o ty year I 94“ hour. 1 migute. 30 PM.
name whr, No. No.,NOne -
21. I hereby cortify that I attended the d d from
6. Color or 6. (o) Single, widowed, martled, || _ Ogtoher 24 ,19_40 0 October 28 _ 1240
s Femple| rc. Whitel divorced MBTTILA| 1001 rasteaw il ativeon . Octoher 28 1940,
6. (5) Name of husband or wife... 6, (¢) Age of hushand or wife it || and that death aecurred on the .date and hour stated above. Duration
Orlin T. alive.__ cars || Teamediate cause of deatn. iver insufficiency
7. Birth date of deceased._.M
(Month) (Day) {Year)
8. AGE: Years Months | Deys I les than one day Dus to_ Carcinoma of ascending colon |
.With metasteses to liver, plenra, .
80 s a2 br. min.
s peritonium, regional 1ymph nodeds,
9. Birthplace

(City, wown, or county)} {State or forelgm country)
10. Usuzl occupatlo:

11. Industry or buainess

& { 12. Neme__..Moses Shettleworth

|

1 3]

2 | 18. Birthplace _Illin.o.ig_
{ s b oo ) {State or foreign country,

E { 14, Mniden mm.__ciﬁfafﬂoﬂina____

16. Birthplacs «———Ill

{City, town, or county) (Stats or Foreign coantry)

=
16. (o) Tatormastsownsigesture O, T N@WMRan
® Address.............CAYhondale 111,

1. @) —Removal —__ @ Due m.,.,.,,_miza[#o_
urial, cramation, or removal) {Month) {Dey) (Year)

(c) Place: burial or cramatiun._c.uh.ﬂndalﬁ-,-luo————
18. {a) Signature of funeral diroctor_&lb.e.x_t_a,mp.e____

(B) A
18, (s}

[ .

{Dats received kocal registrar)

Other conditionn
(Includs pregoancy within 8 months of death) e e
PHYSICIAN
or ﬂndinzu ~ _
Jona.
s Underlina
;V A the cause to
i
shou ]
Ot autopey charged sta-
tistically.
22. If d eath was due to external causes, fill in the following:
(a) Accident, suicide, or homiclde (specify)

(%) Dateof
{£) Where did Injury occur?

3
{d) DId injury cecur {n or abont hom(e. «:n Iu::ﬁx lndusté:l up‘ll:.c,:e in pnbllc pZuG?

Specily [ place]
While at work?, ¢ (‘,)wlzum c)b! {infury.

R
29, Signature, ?7f ; m&-‘f (M.D. o'i-uam)___

Address__ BARNES ENSOITAT,  Due wgmea/@-28:40




-~

STATEMENT BY LICENSED EMBALMER - - -

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

Remstered Apprentice No

working under my persohal gupervision.
' Snmed L; % @-—”j 4/ /)A-‘I/

1y
! Llcensed Embalmer No / / = ’2‘—

P. O. Address.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
the above coastitutes grounds for revocation of license.) .

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




