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

.

DEPARTMENT OF COMMERCE
Burrav or THE CENSUS

| MAR 25 1041

MISSOURIT STATE BEOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

7105

Staie Fils No.

{a) County. .
() City or town West Pla ing,

(If autside city or town limits, write “"RURAL" and name of township)
(¢) Name of hospital or institution: / .

419 summit Street.

{IF pot in bospital or institution, writs strest number or Jocation)
(d) Length of stay: In hospital or instituton No

{Specify whethsr
In this community.

Reglatration Distriet No. % 584 eeer e Primary Reglstration District No._%_aa'?_____ Registrar’s No
1. PLACE OF DEA’I‘H:H 11 2. USUAL RESIDENCE OF DECEASED: y
owe
Howell *&

Mo. (5) County. >
West Plains,
(If outside city or town limitr writs “RUBAL") /

419 Summit Street
) (If raral, give location) d

(a) State.

(¢) City or town

(d) Street No,

Nancy B. McDAris _  auve O¢ years
T, Birth date of decensed June 21 1851
(Month) {Day) {Your)
8. AGE: Years Months Days If less than one day
89 g 22
hr. min
9. Birthplace. Grays on _(oe, Va e /

(City. town, or ¢county) (State ar foreign country)}

Retired Jeweider .

10, Usual occupation

oy

1. Industry or busi

E 12. Name Samuel F. Rusgsell .

% L 15. Birehplace Vas /

ﬁ 14, Maiden name (Glex, towa. or mt,bn kn Q\ﬁw. or foreiga conatry)
E { 16. Birthplace Unknown g‘

= (Gity, town, ar county) {Btate or foroigh camntry)

Troy Russell
Pittsburgh, Pa.

18. (a) Informant

{c) Place: I‘Jurm] or cremation

years, months or daya) {e) If foreign born, how long in-U. §. A.7. years.
MEDICAL CERTIFICATION
. PRINTL  STEYRN TROY RUSSELL
T : o — 20. DATE OF DEATH: Month__ﬁﬁ_b_:__day 24,
) veteran. ‘ - e ¥ year 194‘1‘ hour. : minute '50 a M
pasme war. No
21, I hereby certify that I attended the d d from
5. Color or 4 6. (o) Single, widowed, married, F‘phr]]arv 17 1941 w0 February 24 19_%__:_17
*
4, Sex ila le race 1 t / diwmd_@@.gnm. that I last saw h_lm alive on FEbrua 23 , 19 4::_!:
8. (1) Name of husband or wife—— ... 6. () Age of husband or wife if Duration

and that death cccurred te and hour stated above.
Immediate cause of deat = :

Due to.
Due to. N,
WX ‘({
Qther conditions. A ,)\ \
(Include preguancy within 3 months of death) Y

PHYSICIAN

Major findings:
Of operations

Of ANROPSY oo MJ—-L__—

Underline
the cause to
'which death
should be
jcharged sta-
tistically.

{5 Address
. i Feb.25,194]
17. () ”'"Bn.m.gn%:;:;‘.f)‘ﬂaf’ b‘e‘mﬁ‘fmﬂ (Year)

West Plains,Mo.

18. (a) Signature of funeral director. -
&) Address Wewt FPlains,

19, (a) hat (b}
(Dnaremved Iregistrar)

Mo,

(Registrar's -ign’;tnre) T

22, If death was due to external causes, fifl in the following:
(a) Accident, suicide, or homidde (specify)
(3 Date of occurrence,
(¢) Where did injury occur?.

{City or town) {County) {Stata)
(&) Did 1niury occur in or about home, on farm, in industrial plaoe in public placel

L2

(Specify Lype of place}
(¢) Means of injury.

{Licensed Embalmer’s Statsment on Reverse Sifle)




RECEIVED I C

District Health' Ofﬂcer No 5, o :-L.
District File Number___‘__,?y/ - 7""‘2 o }
Date Eifed “"'------ |

STATEMENT BY LICENSED EMBALMER.

1 bereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or By e S en s

*

, Registered Apprentice No.
working under my personal supervision. )

e e e A e — = e . o R - - ———

. . : . - L:oensed Embalmer Nn 2 +0O ‘Z

POAddrmw*ze-%-&ﬁM XU

" Note: The above MUST BE-SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITIVG. (Failure to compl: with
the above constitutes grounds for rcvocatxon of license.) Lt v,

- If thm body is not embalmed ahove space should be left blank




