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

DEPARTMENT OF COMMERCE
BUREAU oF THE CENSUS

ﬂEAWSRV@%?

Registration District No.

MISSOURI| STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registration District No.fyf._ o) ..3

26352

State File No

Registrar's No

i. PLACE OF DEATH:

Scott
S3iKeaton

(ll'our.-.ide gily ar town limits, write "RURAL"™ and name of township)
{c) Name of hospital or inatitution:

~{a) Cox_mty
(b) City or town

{If oot in hospital or icstilution, write $trest cumber or location)
(d) Length of stay: In hospital or institution.

(Specify whathar
Tn this community

2, USUAL RESIDENCE OF DECEASED:

(a)
e)

(a)

{e)

Stale....mmu-ri ................... {#) County. SQO'Gt / 00
City or town_____ 1 keston "
{If outaide ¢ity or town limits, writa “RURAL™) o
Street No
(If rural, give location)
Citizen of foreign counery?,

(.); (Yes or No)

If yes, name cotntry

years, montha or daye)
Fult ‘Namk .. Nellde Williams

3. (b) If veteran, 3. (¢} Social Security

20,

MEDICAL CERTIFICATION

DATE OF DEATH: Month. JO1Y.....

() Address__S1lkaaton,M
19. (a) b = ()

(Data received localTegistenr) o - { Hegistrar's signature)

s, DAME war... NQDO o..None
N 1 3 5, Color ‘601 6, {a) Single, mdofgowaraed
4. Sex"" emale race divorced Q ...........
6. (¥ Namne of husband or wife.....cccooeevceeeeee. 6. {¢) Age of husband or wife il .
Duration
[ 350 S——
7. Birth date of deceased..._SNZa 30 1880 Y/ ‘fd‘?—:
{Month}) {Day) (Year)
B. AGE: Years Months Days If lesa thanone day || Due to.... £l L g B L O AIC /YL ARDAr s
60 10 39 hr. min v
- Due to. \
9. Rirthplace. NB" mdrid ,MOO 0 N n “
.. (City, town, or ocunityJ {Stute or foreign country} \ ,\ X \
) re Otherconditiona,
10. Usual occupation Housew (Include pregnancy within 3 months of dexth) 0 7
11, Industry or busi PHYSICIAN
Major findings: — I
E 12. Name Umown Of operations. Undert
| nderline
£\ 1s. Birtpince.. Unkmown 2 e caeeto
o i) eiuiis) po bl {Beate or foreisn couatry) Of autopsy.......m— should be
g{ 14. Maiden name. f cdti:rzcﬁ sta-
nkn stically.
own
E 15. Birthplace..... (.'U(‘:‘, Ly, town, or county) ¥ (State o foreien country) 22. If death was due to external causes, fill in the following:
16. (2) Infermant Doc Ashley , (s) Accdent, suicide, or homicide (specify)
(5) Addreas. Sikeﬂton ’MOI (&) Date of occurrence.
17 @ Burial () Date thereof 7- 31- 41 (c) Where did Injury oceur? e v ro— v
(Barial, crematioa, or remaval) . {Mputh) (Dax) (Year) (d) Did injury occur in or abont home, on farm., in industrial place, in pnbl.ic place?
() Place: burial or cremation___ S k20 y0D , MOs
1.8. (s) Signature of funeral directo ol _____”_'_wm__(ip.fr'(‘:iw ﬁ',,';';:‘[’,; [TTITT o S

M:Q,@_ufmnwlfm

rerre Date gign

rd \_) &f;'(l.icansed Embalmer’s Statement on Reverse Side)



g _ RECEIVED
Di:strict Health Office No.

m . _ .-: ) A Diﬁréct File Number _{’_’{/_;—_/.Qé
| Date Flled..ee 2L 0/

STATEMENT BY LICENSED EMBALMER'

I hereby éer"?ify 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. .
s %&l@&w//

-

& ‘

Lu:ensed Embalmer No

. ST ip O, Addrms Sikeston,Mo.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITII\G. (Fu:lure to comply w

.the above constitutes grounds for revocation of license.)
If this bedy is not emba]med fact should be so stated above.




