Whilllhh FLANNLI=UOL UINAULING DAL LYAYIARK A PEAVAINILNL REUURLD
N. B.—Every item of information should be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS should state

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

:‘@n I 19311

DEPARTMENT OF COMM:ERCE LEB MAY MISSOURI STATE BOARD OF HEALTH

Buneau or THE CENBUS

15298

STANDARD CERTIFICATE OFﬁDEATH Stota File No
Registration District No.__lﬁ_LHL__ Primary Rezhtntlon Distriet No._ct_b '5..._...__-5_- };’,epidmr'a No. ?

1. PLACE OF DEATH:

{a) County...
(b) City or town.—....

(1f te “RURAL" ond nams of township)
(c) Name of hospital

Church Str'pe"r. /

(If oot in hospltal or lustitntion, write street number or location}
(d) Length of stay: In hospital or institution

(Bpecily whether
Inthis 1nity.

years, moaths or days)

2. USUAL BESIDE‘NCE OF DECEAS-
Missouri & Comnty__ Newton
Granby

(11 outaide city or town limits, writs “AURAL")

/3

{a} State ‘

{e) City or town

d
A ears.

(d) Street No

{11 rural, give loeation}

(¢) If toreign born, how long In TT. 8. A.T,

8. (o) PRINT
FULL NAME

Anna Underwood

B. (3) 1f veteran, 8. (¢) Social Security

MEDICAL CERTIFICATION

20. DATE OF DEATH: Month 4 /-6’/
_ﬁ‘;/_L___h anmmm M.

DATD® War. ; No
f 2L 1 hereby certify that I attended the d d from
5. Coloror 6. (a) Single, w{t:’:}w_ea mmeg’ 0);“4...4. g 1940/, to % / q 19.%1;
4. Se rnce....!ml_t‘.e‘ d.ivorced___.:.L_._..Qw_e__ that I lastsaw h{A aliveo o 19 .
6. (b) Nameof husbandorwife.____ . 6. {¢) Age of husband or wife if || and that death oecutred on the date and hour stated above. D j
uralion
aliv .——years || Tmmediste cauge of death v
8 Sa \
7. Birth date of d o May 6, I 21—:.%%—' Y Py L9
(Moath} (Day) {Your) /
8. AGE: Years Months Daya If less than one day Due to (U‘L
86 10 | 29 o L
hr. min ! {}J v
Duo to. o
o. Birthpince.._ iancaster ,Schuyler , Mo./J 4 I
(City, town, or county} (State or forelgn country)
" Oth diti
10. Usual pation Housew lfe (I:crl::-np"‘::mm witkin 3 mouths of death)
11, Industry or busi PHYSICIAN
. . . Major findinga:
z { 12. : -Reuben Whitwel] /. Of operations Usdrting
ty.town, or tats or coantry, 1db
& { 14. Maiden name ells Of sutopey ;ﬁe&nﬁ
: jorth Carolina -
§ 16. Birthplace I?‘gh’ I‘ ol t!\ 22, If d eath was due to external causes, fill in the following:
16, (a) Informant’s own asignature | () Accident. sulcide, or homicide (specify)
) Addr (3) Date of ocourrence,

17. {a}
(Buria!, cremation, or removal)

(¢} Place: burial o
18. (o) Signature of funcral directopeil k- PTE i
(b) Address.__ W ’
19. (a) H-)$ - ] P

(Date recelved local registrar)

(e) Where did injury ocour?.
(City or vown) !Caumr) {State)
(&) Did injury oceur {n or about home, on farm, in ind place, In public ptace?

(Spacify lrpu of place)

"‘ ;é; 7’;::!:1 (¢) Meana of lmury____._._._i_
23, Bignatuore. ; E (M.D. m"t"""“

WW@ sy

Date I!zmﬂ

(Licensed Embalmer’s Statement on Reverse Side)




RECEIVED S
District Health Officer No. 6
District File MNumbar_= .fé_-f ..--..

Date Fiied ---_,__h.d.AI ..... I‘Ef.:-.._-

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, or by

Registered Apprentice No

working undér“my personal supervision,

Signed, g™
:gne/

Licensed Embalmer No / ¢/ 7
P, 0. Address &M %6

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDV&ITII\G. @ure to comply with
the above constitutes grounds for revocation of license.)

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




