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

DEPARTMENT OF COMMM JUN 9 JMURI STATE BOARD OF HEALTH ' ..
Bunses or THe Caxsus STANDARD CERTIFICATE OF-DEATH state e o LS. 206

Registration District No.m&.dm.m.... Primary Regmr‘!{on District No. _4.....@.‘3 3. Registrar's No ? l/

1. PLACE OF DiATH- p / 2, USUAL REEIDF.NC.E OF DECEASED: ? ‘
{a} County. aWrence . a
o B Mount Vernon i (a) State_M..S._..Qm _____ et @) County.—_. ...._Pni;nam..-*_y__
(I ontaide zity or tawn limits, write "RURAL" ogd neme of township) {¢) Cityor tm UnlonV].lle
(¢} Name of hospitat or institution: i _ (If outaide city g town imite, weite “NORAL) 6
Miszouri State Sanatorium d {d) Street No ‘
(If not In hospital or Instibution, write sireet number or location} (If rural, give locntion)
(d} Length of stay: In hospital or institution 3:')0 davs ;
0 d “(3pecify whetber |{ (¢} Citizen of foreign country?__ 2 (Yea or No)
In this community 35 ays vd /
yaurs, months oy days) If yes, name country

MEDICAL CERTIFICATION
3. .
ubt ame _ Gail Agnes Jones

TR : TRTE o=  20. DATE OF DEATH: Month_. M8Y ... Y e A3th..
. veteran, . (e i ¥ )
name war No No NOI'IB kncvm yearm_]:.%gr..mmhourm,"l_._ 5 .._..m.inute_......ﬂ SR . $§
21. I bareby certify that I attended the deceased fgom
5. Color or 6. {a) Single, yidowed, married, || M 87 28th IDM.L}-.QM o May 13 . 1914,1;
s see_Female/| o White!  awereed Married || o " er May 12th - e
6. (b) Name of husband or Wif€........—._... 6. {¢) Age of husband or wife if || and that death occurred on the date and hour stated above. Duration
Hobart Jones alive.. 3o _vears|| Tm cause of death : A o Ahout Tz -
7. Birth date of deceased..........OCtoher._lith 1017 M Ao T alon Cu bz |12 VTS
(Month) . {Dny) (Year) ~ —— M
& AGE: Years Months l Days If less than one day " Due to. \ 2z f/‘ t})"
317 |9 N A 13
. K Due to. -
9. Birthplace_ KESWick ﬂTOWFl B -
. . {City. town, or county) {Stats or foreign country) g T 7 O T
i ndit] m_;ﬂa’é&.@mzé:&&_ oy |
10. Usual occupation._HOUSEWifE - Other conditiona s dfdglde bttt s —ﬁﬂﬁb‘{ —
t1. Industry or business ... ) PHYSICIAN
E { 12, Name s Herman Arthur Le edom Major Godings: -
" nderline
=\ 13. Binhptace____GLEIOOd, o .,//f(g.l SS?WUEFL — the cause to
v, or Y, tate or country, should be
E { 14, Maiden nmne.._D_gcl ﬁ;"‘fud__ S/gams.:te.r_.....m..m - Of sutopey. ‘t:h:;.irgc:ﬁ te-
. Glem:ood Y] 50 S 4
g 15. Birthplace e 4, (s&%i uru::Lnnm) 22. If death was due to external c“m'-f“ in the following:
16. (a) Informant. e MecMichael Record Clerk (a) Accident, suiclde, or bomicide {specify)

@ Address Misgouri Stake Sanatorium (&) Date of occurrence
i occur?
17. (a)ﬁ‘ddmm)(f - {¥ Date thermfj =13 !/{ (€) Where did {njury {City or town} (Counnty) (Staze}
(Buorial, eremnation, or remaval), (Mounth) (Day) (YW) (&) Did injury occur in or about home, on farm, in industrial place, in public place?
{¢) Place: buriat orcremattuu_.w.. ..

18. (a) Signature of funeral directow.. £

@ Address... 8 ttetgbort S

19, #_3_1_i4"/ = o @ .F
@ Data received local rexistrar) @
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‘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 under my personal supervision.

Signed

‘Licensed Embalmer No

P. O. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING.
the above constitutes grounds for revocation of license.)

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

(Failure to comply wi




