WRITE PLAINLY-—-“‘USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

i

‘DEPA)-RTMENT OF COMMERCE

BuUREAU OF THE CRNSUS
£
3 |

Registration District No.

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

_............2........_._._._. Primary Registration District No...._%._z,_é.g..m

State File No. 11441

Regisirar’s No. L

1. PLACE OF DEATH:
(s) County Montgomery
- ciyorown Ot EOMeEry

2. USUAL RESIDENCE OF DECEASED,

(a). St.atg__Lii ssouri

.47&;

(%) County. Mont gome ry /

{If outside city or town Umits, write "RURAL"™ and name of townahip) - . 5
() Name of hospital or Institution: (&) City or to M 0 n&gomerv Citvy Mo
(I outsida city or town limits, write “RURAL"™)
(it not in bogpital of jnstitation, writs siroest namber or loeal.inn)
(d) Length of stay: In hoapital grs Institutd / rreeripas o rest o [ (Ef rural, give location)
In this community. yrs
years, monthg or dayy) j (¢) If forelgn born, how long in U. 5. A2 years.
3. (a) PRINT \ MEDICAL CERTIFICATION
FULL Name_Samuel J. aekson N
20. DATE OF DEATH: Month......3/ 17/ 4Ly
3. (B If veteran, 9. (¢} Social Seécurity Io m
N N year. hor. minute. a M.
name war. [+
21, I hereby certify_that I attended the deceased from Jan. 2 H 1941
5. Color or 6. (¢} Single, widowed, marrled, 19 March 17, 1944
Y, : | , '
s seciBlE L4 ne_ White divorced ! that I1 im Har ch L 7y 194 L
ast saw h alive on 19___+
6. {b) Name of husband or wife...reeeceeeee. 8. () Age of husband or wife if || and that death occurred on’the date and hour stated above. Duration
iurol
dulia Jackson ative_ 4D years || Immediate cause of death
7. Birth date of decensea. MBY_17 th IS6H Uremic¢ poisoning 2 days
(Month) (Day) (Yoar) FProstatic hypertrophy 3_mo.
8, AGE: Years Months Days If less than one day Due to P /
¥ | 10 a1
hr, min \ T &
.- . ‘Due to. M
o, o H2T34n I1linois / - I
{City, town, or coonty) (Stata or foreign country) E g
. QOth ditlo:
10. Usual occupation Lzborer u..ﬁ;'..ﬁ:“m.:, within 3 micoths of death)
;1.. lndust.ry or business i ﬁ = PHYSICLAN
&7 name_____Levt Jackson Of operations —
E [ K / e - Underfine
; 18. Birthplace fe nn A a 4 - ;hheigtdu;ttg
Clt t {State or foreign try)
= 14. Malden name éa ﬁﬁww.j ac,k 80N i 3 o Of autapsy. 'houldﬂ:g
E{ 16. Birthplace.. LENN tisticully.
= T (City, tawn, or couaty) {Stata or forolqn country) 22, If death was due to external causes, £ll in the fellowing:
16. (a) Informant Jinm Jack son : Y (0) Accident, suicide, or homidde (specify)
® Address__MOT ‘ 0 {8) Date of oceurrence
. } Where did Injory oceur?.
17, () Burial (b} Date thereof (e iy Coon s
; " {Buria), cremation, or remoy b (Mozth) (Day} (Year) (8) Did Injury occur in or about homef c!: fm industrial £ p!atg in pul(:li':‘;}m?
(&) Place: burla or cremation O NEgomery City. Cem I)
. ; ‘Bpacily
18. (s} Signature of funeral dimnr%_‘ “fhne atworkl______ o { (‘.Y)" Means of injury.

(3) Address !

10, @ Mmeek 1 8, %1 »

{Datercceived localragistrar)

,4’
518741

23, SBMIHIMW_.
uont gomery ¢ ty,MO- .

Addres

{Licensed Embalmer*’s Stutemont on Reverse Side)




STATEMENT BY LICENSED EMBALMER . .

I bereby certify that the body whose name is recorded on the reverse side of this certlﬁcate was e'nbalmcd by me, o?{% on t‘he

day of MB.I‘ ch 79471 , Registered Apprennce No

working under my personal supervision.

Lmensed Embalmer No 1 487

P.0. Address Hontgomery City Mo

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

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

R .
- - .




