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

DEPARTMENT OF COMMERM MAY lalSl%ﬂll STATE BOARD OF HEALTH
STANDARD CERTIFICATE OF DEATH

Primary Registration District No.._ui__o._;Qj-___ .

BUREAU OF THE CENSUS

Registration District No._ D8}

State Fils No, - 13938

Registrar's No...____.___..é_l. 0._.

i. PLACE OF DEATlg
() County. uchanan
(&) City or town St.dosenh

{If outaide city or town limits, write*AURAL" and name of township)
(¢) Name of hosplta] or institution:

Robidoux

(It nol. in bospita! or institotion, write strest number or lowl.io;:')
(d) Length of gtay: In hospital or Institution

19 Years

(Specify whether
In this community.
years, manths or days)

2. USUAL RESIDENCE OF DECEASED: / /
{a) State Mo, (5) County. Buchanan
(@ Cityortown._Ob. d0OSEph /

{1t outaide city or town limits, write "RUI'_IAI.")

809 Robidoux

{If rursl, give location)

/

years.

(d) Stroet No._

(¢}’ If foreign born, how long in U. 8. A.?

3 N AMe George W. Winters =~

3. {c) Social Security
Ne. IO E

3. (&) If veteran,
ane

name war.

MEDICAL CERTIFICATION
(IR

V{74
—..minute. /s. f M.

mxd hun._m............ N

20. DATE OF DEATH: Mont|

vese LRI

day

(Mooth) (Day) (Yeas)
{c) Place: burial or cremation AShland Cemet erv

18. (o) Signature of funeral dlnctorw‘k\}_& ..“SQ.K_«MQ_.M

® eizbs dOS
o il L 15

{Burial, cremation, of remoyi

T 2. 1 certify that I a
0 5. Celor or 6. (c) Single, widowed, married, || .~ (o 1084 to
4. Sex male r'\r'e-Wh ite dlvorced.ﬁlq@:g"w._e_.g_.]i‘,that 1 last saw By ¥
6. (b) Name of husband or wife..___... 6. (c) Age of husband or wife {f || and that death occurred on the date and bour stated above. Duration
. - . t!
Idn. Wintkers allve oo yearst| Immediagmeanse of death
7. Birth date of deceased _ 3€D % s 27 18A6 —
(Month} (Day) {Year)
8. ACE: Yeara Months Days If less than one day Due to,
G 1
7 l{- 6 l 3 | . hr., ~min,
/ Due to ¥l
s. mnnphaced €L feTS0N CLY. indiana /- /2K
- (City, town, or county) - (Snu or foredgn country) L
. s A y Oth diti
10. Usiral oc on._ Retired F‘ga'r'mer 4 (lm’;";;;wﬂm,mnmd prone
11. Industry or business PHYSICIAN
E{u. Name.._dohn C. Winters || eier Sndings: | - —
- ) : Y Underline
2 Ui, Binn 12 . _Indiana { the cause to
(City, town, unty) (State or foreign conntry} W £a
ﬁ{ 14. Muiden mame NaTCY Haugh lr of autopey.— " A abould be
m “a . 5 8 tiaticall
vy, Indiana ey
§ 1s. Bl:thplaoc..,.y (Clty, town, or connty) (Stata ar foreign country) 22. If death was due to external causes, fill in the following:
16., (@) Informant..Laura Bell McKee || (@ Accident, suldde, or homlclde (specify)
) Address 1 724 S . 232ng 8% JTngeph Mo, {8) Date of occnrrence
_ Where did occur?
11 (@ Burial {5) Date thereof =]10== (¢} Where did Lnjury {City or tomm) Connty) Bty

() Didinfury occur in or about home. on farm, in indust place, in public place?,

=3
=

(Specify type of place)

Whﬂe atwork?______ (O M

eans of Injury.
L e A (MNW”“%_
("ﬁfﬁwn'. signatare) 1. 10SF R, sgneal =/ ¥~

{Licensed Embalmer's Statement on Raﬂn-u Side)




|
fran
'l
!

4

STATEMENT BY LICENSED EMBALMER

Regmtered Apprennce No

fg..ed./ém ________ fW

- Lxcensed Embalmer Np & 13. ﬂa ............................
P. O. Address.. S}& .

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN I{ANDWRI i to comply
the above constitutes grounds for revocation of license.) ‘ '

If this I'x_)dy is not embalmed, fact should be so stated above.

working under my personal supervision,




