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

DEPARTMENT OF
BUREAUY OF THE

Registration District No

$PANDARD CERTIFICA

jﬁwm

MISSOURI STATE BOARD OF HEALTH

Primary Registration District No.. ..y

t} P 0
TE OF DEATH Stase Fite N‘;dsél 3')

Registrar's Na_z_é.

{Data rocaived local registrer)

1. PLACE OF D nry 2. USUAL RESIDENCE OF DECEASED:
{a) County. e . .
@ City or town....... H1EASOT (@ State....MLSSOUTrI @ coumy HeNry
{c) Name of hosm&l;o(;::;ig:;gﬁu;;wu timits, write “RURAL and mamms of townhiz) (¢} Cityor town Win d 30T
(If outside city or town limits, write "RURAL")
(It not in boapital ar institution, write atreet oumber or location) {}
(d) Length of stay: In hospital or Institution ‘Z @) Street No 401 E. Fiorence .
(Specily whether {If rural, give location)
in this community, 32 _yeers
years, manths or doys} (¢) If foreign born, how long in U. 5. A.? years.
n@eRINT William Harmon Myers MEDIGAL CERTIFIEATION
: : : 20. DATE OF DEATH; Momh___Qgt Qbe Toay__.L.6
3. (b} If veteran, .” _ EX :) Social Security year 15 o O p T
pame war. o
. I hereby certify that I attended the deceased from. .. o eereceen
5. Color or 6. (o) Single, wldowed married, i) 19448, to ) . j_ _______ 19 4“;
4 Sex. Mala""—- race.. Whit e ) dlvorccdﬁ OWS d that [ last saw hM aliveon M: [Le 105t
6. (&) Name of husband or wife..... - 6. (¢} Ageof husband or wife if and that death occurred on the date and hour stated above. Duration
Sarah Johnston liyers alive __years|| Immediate cause of death .
7. Birth date of d d Qec¥Yober 22 1865 .__..____.__._MMM&IMM. .....é?zf P
(Month) (Day) (Yoar)
8. AGE: Years Months Days If lesa than one day Due to. !
A
74 11 124 | b eomin, AW i/
Due to. 4
. Binnpaee_GTean County Tenmessee l‘ L U A
(City, town, of connty) : {Stats or forelgn country) N r A P
i e her conditions Ol Cth 7 A st ¢ S~ 2eto.
10. Usnal occupation Retired farmer J Ot(r:ﬁ:lmu ney within 3 months of death) W ———J\M
11. Industry or bosiness i PHYSICIAN
E 12. Name. Frank Myers et a4 | Malor findings: Mopet L o |l —
2\ 43, Birthplace unknov;vn Tenne ss )eeq . 322%:,,;:‘:‘5
3 feeclgn R . .- e e e e
N Malden namLB‘Qmm&.ﬂﬁu Of sutopsy.——— Jo—t-tt : : -[3pould be
{ 15. Birthplace unknown Tennesseq S SOEE IR tintically.
= (City, town, or county) + ./ (Stats or foreign couztry) 22. If death was due to external causes, fill in the following:
16. (o) Informant_ TS s M. D, Muir . (a} Accident, suldde, or bomidide (specfy)
() Address ¥indsor 3 Missouri () Date of occnrrence
. (@ rial (%) Date ti:cr-nf oct 15-40 {©) Where did injury occur? (City or tawn) County) {Feate}
(Burial, cremationt or rumaval) (Month} (Dag)' (Year} {d) Did Injury oceur in or about home, on l'nrm. in ind place, in public place?
{¢) Pldce:burial or cr-mnﬁmwin_’gsosi -M is Sour - (j
- a
18. (o) Slgnature of funeral direstar__ 122 SUOIL furnsr WEIS at wor st s PR
(b} Address_____ ™, Missouri
19, (@ a - b(b) . Signat (M. D. orother)_l.
i Address.

LD Dae sgnead 0] 4d

- (Licensed Embalmer’s Statement on Reverss Side)




o  RECEVED - - 0
- ' o " " District Health Oihc?/ro‘ifzé-?/

‘.wr--- el

CWDishiick File Y‘-L.'T:

' . ' o Late - e WL ALL ' A p

4

e
[ o
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