. AGE should be stated EXACTLY., PHYSICIANS should state

t may be properly classified. Exact statement of OCCUPATION is very important,

N, B.—Every item of information should be carefully supplied

CAUSE OF DEATH in plain terms, so that

DEPARTMENT OF COM
BuReAU OF THB CENE

5 /g"
L7
Reziltntion Di.ltrlct No_____._?_._.

MISSOURI1 STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH
¢ 7.0, Primary Registratton Distriet No. /.03

34712

Biais Fils No.

Registrar's No

=z —_
¥ Barton
® Couaty Golden City, WMo, i

(3} City or town
(If outeide ¢ty or town limlts, writs “RURAL" und name of township)
(e} Name of hospltal or institutlon: I4

1 PLACE OF DEA'I'H.

{If oot in hospital or institation, write atrest oittnber or location)
{d} Length of stay: In hospita] or institution
Three years

(Bpecily whether

2. USUAL RESIDENCE OF DECEASED:

(a) State. Missouri (%) County Barton

Golden City, Mo,

{If cutside sity or town limlta, write “RURAL")

Depot St.

{If rurnl, glve locatlon}

(¢) City or town

(d) Street No

Inthis community.
years, months or deys) {&) If forelgn born, how long in U. 8. A.? .years.
MEDICAL_CERTIFICATION
o NT . -
it Name_ . Nora Liza Gilliland Oct. 20
8. (0 I vet 3. (@) Social 8 T 20. DATE OF DEATH: Month L) #ay.
- ( voeteran, - () So aeurty yeoar. 19 40 hour. l l : minuta, 20 oM.
name war. No.
21. I hereby certify that I attended the decensed from. N
5. Color or 6. (a) Single, widownd married, 15 k m__ﬁdd-. , 1592,
4. Sex F ema le race "’“':1 i t divorced_.. _.._@..QE.... that I lzstaaw h re alive on yd ? — lﬁ.. H
6. (b) Nome of husband or wile.«...}.!’..lf_e__ 6. (¢} Age of husband or wite if || and that death oceurred on the date and Lour stated above, Durai
" _R_Ow!muiﬂlﬁm allve__. ..o yearn ﬁz' cause of deﬂu’m a tﬁ——— e
7. Bh’th date Of a d J'lll_v. 15 9 1875 ‘AM
{Month) {Day) (Year}
8. AGE: Years Months | Days If lers than one day MM .4 a/‘zz‘-d M
66 3 8 - LR, 4
- . - Due to
o. Birhplace____Hamilton Co, Illinois I )
(City, town, or connty) R (State or lhreiﬂ country) ﬁ ‘. A ‘
10. Usual pation House keeping OEPQF?“.T s within 3 months of dsath) I vy R—
11. Indu‘u‘y or business, # PHYSICIAN
[+1] . M findinga: _—
ﬁ 12, Name. Auﬂ'.‘lls ta: Smith .’" o;erng‘:nhl
5] Oh M tgr:u:hrll n&
=~ \13. Birthplace 5 z : 10 ; wgig:%.;gh
4¥. tow 0 t - tata or foreign country, B L]
& (14 Matden name. EL Y ZADOTH” H{ ckd il Ot autopey. charged star
= Tennessee thatically
5] 15. Birtkplnce 22. If denth was due to external causes, fill in the following:
-1 (City. town, oz connty) (Stote or foreign country) . eath was due to external causes, ng:
L d ‘
18. (g} Informant's own signaturo Z A _# i ! l (a) Accldeat, suicide, or homlcide (spocify
(5 Address r O (%) Data of cecurrence
17. (a) Bur;;a 1 inld - Qﬁlhate thereof. 0 Ct 21 4[Xe) Where did fojury ! (City or town) {Coanty}

(Menlh) (Day} (Yoar)

Greénfield Cem,

(Burial, cremation, or removal}
(¢} Place: burial of er
. (a) Bignaturae of funeral director.

(Stare)
(d) Did § %u.ry occur In or ebout home, on farm, {n {ndustrial place, in publle place?

» fr t f place)
e Moo o tafury

(M. D, orother) ,




RECEIVED
District Health Officer No. §,

District File N'.-mbar.jj.ﬂo:::?.?zag 7 7 '
Date Filed ... M0V 4 1340

- - NG

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. o oecercemeeeeeecacienes

working under my personal supervision.

* Licensed Embalmer No .,ﬂ £33,

P. O. Address..... &=

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HAN ITING.
the above constitutes grounds for revoeation of license.)

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

/5. H]

ilure to comply wi




