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N. B.—Every item of information should be carefully supplied. AGE ghould be siated EXACTLY. PHYSICIANS should state

CAUSE OF DEATH in plain terms, so that it may be properly classified. Exact statement of OCCUPATION is very important.

L X1eIh

DEPARTMENT OF COMMERCE
BuerBaU or TEB CENSUS

MISSOURI1 STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

sweranne_t 1834

Registration Distriet No._ OO% Primasy Registration District No... 200 ( ___ Registrars No
1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED:
(a) County. Howell . . /,(
() City or tows West Plains (o) State._JAd S8 0OUT1 (%) County_ HOWE1ll R
(¢) Name of hospitl(!.llf ou;.;i:a:i:& or town limits, write “RURAL" and pame of towmhip) w t Pl . ’
or institution: es aing
. Ci n 1 ;
Corner laple and Cherry Street (@) City or tow {if outaida clty or sown Hmits, writs “RURAL") 7

(If not in hospital or institation, write streot nomber vthn)
{d) Length of stay: In hospitalor Institution Q

(Specify whother

(@ Stest No__COTNEr Cherry & Maple Streets
(Lt rural, give location)

{City, town, ot coznty) Pista o

22. If d esth was due to external causes, fill in the followlng:
(a) Accident, suicide or homicide (specily).

Inthis community 7 years
years, monihs or daye) (e) If foreign born, how long fn 7. 8. A.7 Yyoars.
MEDICAL CERTIFICATION
S FRNT . GEORGE IEROY BAGLEY TIE
20. DATE OF DEATH: Month_ APT1Ll 4, 2
8. () I veteran, 8. (¢} Social Security 1941 4.
yenr. hour. . minute. p ot M.
name war. No.
0 21. 1 hereby certify that I attended the d d from.
- 5 Coloror | 6. (a) Single, widowed, matrig ___March 28 1041, Anril 2 1 .
4. Sex 1ﬂal.e race. 1te dlvorcedlhrrle = to. P 9..&.1;
g Bmm 2] thatTlastsawh AB aliveon_Mareh 28 - 19,47,
6. {3) Name of huaba_._nd orwife 6. (¢) Age of hushand or wife if || and that death occurred on the date and bour stated above.
ogal Ra.ll‘ 1 gh B&gley alive.. =% ___ ___years|| Immedinte cause of death Cirrhosis. aof. liver. D§rm
7. Birth date of d o August 9, 1866 Gomplicated with Myodharditis, {2 .. .
(Manth) (Day) (Year) chronic. Bronchiectls, chronic 7
8. AGE: Years Months Daya If less than one day Dite to.
74 7 29 o\
hr. min u)— %
Due to \
9. Birthplace... Iowa / - 1 i
{City, town, or county) (State or fornign country) 1 ns
10. Usual oecupation Far]ﬂer * Other conditions,
M N {Includs pr within 3 hs of death) ———
11, Industry or busnem 3 01T@d 10 months ago. PEYSIGIAN
a . H _
E i2. Namse. m hod Ler oy Bagle y M.g; %;gjr:%‘om..........ﬁ anga Underti
troit Mich / the eanse to
= | 18, Birthplace Pe L : £ which death
Clt; {fore
E 14. Maiden name,._" 9GP H o Dolre o forstim coontiy Of autopsy. lione %&
5] 15. Birthplace Unknown -
= 5 ored
186.

7/

. (::) Informant's ow éém%m

®) Addrens...... T e Ty
17. () Buria : Dat T
O(Bnrhl. mthn.wrm@&t&“’ﬁ eein. (Maath) (Day} (Year)

(¢} Place: burial or ergmatio West Plains Mo.

18. (o} Signature of lunera! director,

(b) Address WeSt Pla.ins » 0. — (}
e gl w Mumu

18,

{Date receivad Jocal registrar) {Niegistrar's signatare)

() Date of occcwrrence.
() Where did injury oeeur?

. {City or town) ‘Sl(.ilounu) (State
(d) Did injury in or about home, on farm, in Industrial place, in public pza.u'l
2240l :
by T Specify L
o wo?_.....? s Vo I8

(Licensed Embalmer’s Statement on Reverse Side}



STATEMENT BY LICENSED EMBALMER -

- . - . A

I hereby certify that the body whose name is recorded.on the reverse side of this certificate was embalmed by me, dr=bysr

Registered Apprentice No

é

working under my personal supervision, -

Note- The above MUST BE SIGNED BY THE LICENSED EMBALMER in hm OWN HANDWRITING. (Failure to comply witl
the above constitutes grounds for revocation of license.) .

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

-




