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DEPARTMENT OF COMMERCM JUN All%sgg&l‘ 5‘;'ATE BOARD OF HEALTH
STANDARD CERTIFICATE OF DEATH

Primary Registration District No..mgi '[]L 3

Burrav oF THE CENSUS

Registration District No..é-.}.g‘i_.._—_

18591

Registrar's No. I 6-,

State File No.

t. PLACE OF DEATH:

{a) County. Ora gon -—’7
{8) CltFertsmne Ad:-hon “M

(If outaide city or Lown limits, writeRURAL™ and name of township)
(c) Name of hodpital er institution: 2

(If not in hoapital or jnatitution, write streel number or locoLion)
(d)y Length of stay:

In hospital or institution

(Specily whether

2. USUAL RESIDENCE OF DECEASED: Ca

?(}),‘:Stat Missouri () Comy__ Oregon 72’
(¢} Cityortown Alton -=- Rurel O .

{If purgide ity or town limits, write “RURAL")

Q

(d) Street No.

(If rural, give location)

In this community. 48 years . O
yeare, months or days) () If foreign born, how long in U. 8, A.2. vears.
MEDICAL CERTIFICATION
3. {a) PRINT .
FULLNAME... __._._.¢ James Elishia Shehorn . . . .. 1 22
: 20. DATE OF DEATH: Month..... ARELIY oy _
3. (1) If veteran, - 3. () Socx_;al_Secunty —— 19_41__“__-___'_‘10“' 4 minute P. M
name wat. No - -
21. I hereby certify that I attended the deceased fro - ..?'O..
5. Color or 6. (o) Single, widowed, martied, . 2% 10 ]
L White i ,LMaz:ri d YY)
4 Sex.h‘ia;le..) -l race.— Q. divorced/ ZRIT L. . that T last saw hAAMMElive o h po .;.7...__.'19.&.;
6. (b) Neme of hushand or wife______._ ... 6. (¢} Age of husband or wifeif || and that death occurred on the date an Duration
i gisler
........ Yattie Fowell alive_ TQ _years
7. Birth date of deceased__ﬁcpt. ............ 25 1867 .. a
Month) {Day] {Year) 'y
8. AGE: Years Months Days If lass than one day Due to L}J TR
, Y,
73 6 27 hr. min r VA “
/ Due to !\\ -
9, Birthplace Hardin Cmm_t}c__ BN 1 o PR
i {City, town, or count; (Stno or forefgn eonntrr) m  \ et §]
10, Usual occapation . FAIMEY. Ot condion BAAS = |
11, Industry or business = PHYSICIAN
é 12. Name Ben_ Shehorn Majol;' gge;:.gis.‘“.
B Underline
= L1a, Birthplace _Upknown .. ____ the cause to
(City, town, or county) : State or foreigs country) wihlch dea
E { 14. Malden name Catharine n_._ ... .|| Of actopey A
tistically.
- ya o 1
§ 15. Birthplace T e —— 4 (Sﬁi‘!}f“;;“m) 22, If death was due to ext canzes, il in the following:
16. (a) Informant. ... -Mrs..John D Kln g (o) Accident, suicide, or homicide (specify)
@ Address Alton, Mo, (b} Date of occurrence
17. Burial () Date thereor__4/24/41 (e) Where did Injury occur?
(@ (Bnn.nl mmal.mn. or removal) ® (Month} (Day} (Year) (City or town) {County) (State)

{c) Place: burlal of cremaﬁon__HJ_ﬁkOth_GLm_._._w._....

18, {a) Signature of funeral director.
(5) Address ThaysL,_Mn‘_._____V.-_._

19. {a} 7 @&}
(Datereceived Incal registrar) (Registrar'y signsture) -

(&) Didinjury occur In or abent home, on farm, in industrial place, in public place?

' ' q
S w]\lﬁ {Specifly typoof place) ]
e at 7, {¢) Meansof injury___~ *_
Wi O
i (M.D.orothery.._____

Ad

(Licensed Embalmer’a Statement on Reverse Side)

23. Signature....
Date s s




—————

RECEIVED

District Health Officer No. 5, : . -
Foeipisk s ‘!f-mber____M//'}o"
ol Filed cocorirzcesnccnenmmmmmmmnnne

v

a . S

- - STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate ‘was embaiméd by me, or by

istered Apprentice No.

working under my personal supervision,

Signed....f_.

Note: The above MUST BE SIGNED BY THE LICENSEDR EMBALMER in h.ls OWN HANDWRITING . (Fgilure to comply \1

thc above constitutes grounds for revocation of license.) . .

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




No. 2B
1.25-41
f xz27832

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

DEPARTMENT OF COMMERCR
BurEAU OF THE CENSUS

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

ssrianil 8 7/

Registration District N __é_;__é- Primary Registration District No._éz ol Registrar's No,
1. PLACE OF DEATH, — o 2. USUAL RESIDENCE OF DECEASED:
(a) State (&) County.

{If not in hoapital or Lastltution, writs strest number or location)
(&) Length of stay: In hospital or institution

(¢} City ot town
(11 outslde city of town limijts, write "RURAL™)

(d} Street No.

j (If rural, glve kcatlon)
(e) Cltizen of fareign coun

{ 14, ‘Maiden natne’

15. Birthplace

22, If death was due to external causes, fill in the following:

(Specity whother (Yes or No}
In this commitnity., '
years, months or days) A 5 1f yes, name coun
3. (o) PRINT * ‘ CERTIFICATION
FULL NAM j_ 2
3. (5 If vetefah, 3. (c) Sodal Securlty 20. DATE OF °’“°—%’ day
natne War. 3 year. i -‘/ﬁh"‘“ ¥ minute M
g 21, I hereby cer that I attended the deceased from
5. Color or 6. (a) Singte, widowed, married,
e race—. T divorced... T Rat nateaw h alive on | L —
6. (») Name of husband or wife....erierreens e 6. (c) Age of husband or wife If ]I ﬁth occurred on the date and hour stated above. Durati
Fation
allve : Rliate cause of death
7. Birth date of deceased
{Montb) (Eay) /ﬁ:ﬂl’g
8. AGE: Years Months | Days If lesw than OK@ Due to,
; 5 é / 7 [— . h N
Due to.
9. Birthplace (T
{City, tawn, or county) G forelgn country)
10, Usual occupation 2 85‘3:!‘““""‘““ e o
\\ o pregnancy within 3 months of death)
11. Industry or business & PHYSICIAN
::.1 A\J Ma{g{ findlogs: P
operations,
E 12. Name.. e Underline
= | 13, Birthplace . : ?.__. . 5 (i death
& {City, town, or county) (Stats or foreign conatry) Of autopay should be
= charged sta-
E tistically.
=

{City, town, or county) (Btate ot foreign scuntry)
16. (a) Informant
(b) Address

17, (a)

(6) Date thereof

{Burial, cemation, or remsavel) {Month) (Day) (Year)

(¢) Place: burial or cremation

18 {z) Signature of f director.
(» Ad

19 (n)

Accident, suicide, or homicide {(specify)
Date of occtirtence

Whete did injury occur?.
(City or town} (County) {Stata)
Did injury occur in or about home, on farm, in industrial place, in public place?

v

(a)
(&)
{€)
(d)

(Svodfv type of place)

While at wor (e) Meana of injury.

(M.D.orother}.___.
Date signed... ...

it
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