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

SPARTMENT OF CO
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MMER MISSCUR! STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registration District No.mé_.gﬁ..m

11916
X

State File No

Registration District No..__..l. .= Ragistrar's No
1. PLACE OF D 2 JUSUAL RESIDENCE OF DECEASED: ? 9(
! o 2
oo 0F PARINT FRANCOIS L SSOURL T 1o
o) ey NmI 30 URT () ‘Stata«lw AL e (8) County. 3T, U1
(iml;i'da cltr or town limits, write“RURAL" and nama of townahip) {é‘ iy t -‘ -
© qi,l&qsp . City or to UNIVERSITY CITY. 2
gﬂfh —d ﬁUS‘FTT[m— # 4 » V @ ¥ ortowm {If outeide city or town Hmits, write “RURAL"} [#
{11 not in boapital or institotion, write street nomber or location)
LN
(&) Length of stay: In hospital or institution (d) Street No. ——I--—JU-LAN— A-V-‘ T S T
{Specily whether "rmal giva location)
In this‘community. 0
years, months or days) {¢) If foreign born, how longin 1. 8. A7 years.

3. {a) PRINT
FULL NAME

MATTIE CLOUD HARGRAVE

3. (¥ If veteran, 3. (£) Social Security

name war. Y No
l 5. Color or 6. (a) Single, widowed, married,
\ sx FEMALE | WHITE | .. . WIDOW 'J=

6. (m of&tﬁfﬁﬁmmwﬁ (c) Age of husband or wife if

NOVEMEER I st 1864.

7. Birth date of deceased

MEDICAL CERTIFICATION

TH: Monthmm,a*_)_. day.
l“h _._.._._..hour i

21. I hereby certify that I attended the deceased fro.
19 s to.

20. DATE OF

that [last sawh (A~ alive o gt......,..............
and that death ocenrred on the date and hour atat:d abotre,

mme@e cause of death

Duretion

1.2 Moye

9. Birthplace

o (Month) (Dny) {Your)
8. AGE: Years Months Days If less than one day
6 4 I8 | o br .. _min
COQUELITY ILLINOIS /

(State or foreign country) :

( to ty)
10. Usual occupation ﬂ"'r H"m’

11. Industry or business.

E 12. Name. 9.0=L COUK .
E{ 13. Birthplace ILLINOIS [
B 14 Maiden name. ANNAY CEOUD (e or foreiem conniy)
g{ 1S. Birthplace ILLINOIS [

L ()m*eﬂ? uﬂﬁJRG’RAV {Preto or fureign country)

16. (o) Informant
B30T JACKSON AY; VENITA PARK
@ “d‘iE’MATION MAR: 20/31

17. ( (b) Date Lhermf
L {Barial, cremation, or remaval) Month) (Day) (Year)

(¢) Place: burial or cremation. JAK GROVE CB“'MATORY

. (a) Slznature of funeral Mr&mw

Due to
Odlxer!oondm@_ | Buatla
L. —
PHYSICIAN
Major ﬁnd.in&:: -
operations............... st essteesitess et : i
f T e
e & calse
. Y\ ¢ which death
Of autopay. hould be
charged sta-
; tistically.
22. If death was due to external causes, fill in the following:
(2} Accident, suicide, or homicide (specify}
(b) Date of occurrence.
{¢} Where did Injury occur?
(Clty or tawn) {County) (State)

{d) Did injury occor in or about home, on fann. in industrial place, in public place?

(44

(Spocify type of place)

Means of injury__ﬁ._.
(M,D,or } D—
3 .

Date sigu

(Licensed Embalmer’s Statement on Reverse Side)




. 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, ot by .|

, Registered Apprentice No

"working under my personal supervision.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER i in hua OWN IIANDWRITING (Failure to comply
the ahove constitutes grounda for revocation of license.)

If thls body is not embalmed, fact should be so stated above.



