EN1T hbUnRY

N. B.-—Every item of information should be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS should:
CAUSE OF DEATH in plain terms, so that it may be properly classified. Exact statement of QCCUPATION is very im%.....

DEPARTMENT OF COMMERCE

BUREAU OF THB

CENSUS

(RL.SER.12.9043 £ 6T

MISSOURI| STATE BOARD OF HEALTH 2 8 94 1

STANDARD CERTIFICATE OF DEATH State Fila No

)
Primary Registnl:ion Distriet No / 4. ( z ? Registrar's No

1. PLACE OF DEATH:

2. USUAL RESIDENCE OF DECEASED:

Newton
(a) County. R (-
®) City or town Neosho (a) state__ATkEDBES (&) County_Sebastisn &
{1t {de i limits, writs “RURAL" and { towrahi)
(e) Namo of hoapitel or tmssivutionr ™ = 77 oamanet e e Gity or town Fort Smith &
Sale-B owman Hospitel /) {If outside clty or town limits, writs “RURAL") o
{If not in hoapital or instltution, write street nomber or location) 2516 Brockman
: natitution, Btreet No.
(d) Length of stay: In hospltal or {nstitut] 5 S {d) Btree T
In this eommunity. (_2
years, monihs or days} (s) If foreign born, howlong in U, 8. A.? 2 years.
MEDICAL CERTIFICATION
% (OPRNT . SHIRLEY FAYE TURNER P th
ST A — 20. DATE OF DEATH: Month SMLY 4.8
, (b)) If veteran, . (e) 8 Security yoar 1941 hous 11 :50 st P. %
name war. No.
2 1. I hereby certify that I attended the d d from.
5. Colorer 6. (a} Single, widowed, married, T=H=4} 19 ta .y T
4. Sex._RQ_m.@_l_QZ_._ raca__W_h_i_j_e_. divarced..élg.t.a_&_ that I last azw b O alive on. =gl S U
6. (3) Name of hushend 0F Wiloum.mwrees * 8. (¢) Age of husband or wife if || and that death occurred on the date angd hour styted above.
alive........ years
7. Birth date of decease April 4, 1941
{Montb} (Day) (Yoar)
8. AGE: Years Months Days I less than one day
3 4 hr. min .
B - Due to. . l .y
5. Birthplace. Fort Smith, Arkanses / i N . .
(City, town, or coanty)} (Siata or lorelgn eountry) W [ 7
10, Usual cccupation Ot(.l.:el: cgn:iﬂnn- = Foprpory (A D » —
11. Industry or business PHYBICIAN
& [ 12. Name Willerd Turner SRR | R )%7/!—1/ | U Uodertine
Sallissw, Oklahoma / /}" tha cause to

18. Birthplace

15. Birthpl

Greenwood, Arkenses /

Yotz Shouid be
Of autopey. ‘ abo “e‘é"?.:
o : tistieally.,

16. (a) Informnnt’s own signature

(&) Address qut Smith, Arkansas

B
é { 14. Maiden name M&fww& (Stata or Lorelgn coautry)

(City, town, or county)

(Stats or forelgn country)

17. (a)

{Burial, cremation, or sameval)

u}b} “Addre e

{Dates received local

[¢)]
e R )

_‘(nqiltru'l slgnatare)

22. 1f d eath was due to external causes, fill In thgouiﬂ : 22 é:
(@) Accident. sulelde or homicide {specify) Z
(%) Date of cccurrence. :?" lz‘[— Gf [

(¢} Whers did injury cecur? 2 I " .
(City or tawn) té unty) (Bte pf.
(d) Did in geeu 3t home, on farm, in indus place, In publie pinca?

‘While at work?. l

S bt 1

Neosho, Missouri

p/A
(M. D orother)..)..._.!.DO
Date dgnea7=1141,

- S p (Licensod Embalmer®s Statement on Roverse Sidoe)




RECEIVED
Jistrict Hearth Officer No. 6,

District File NU@EP-?{.{Q‘I'( f 4S5

Date Filed oooccaammammnammm=" ———

a

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 ..

. b R . ‘ , Registered Apprentice No
working under my personal supervision, - ' ’

o " Signed

" Licensed Embalmer Nn

P. O. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply wi
the above constitutes grounds for revoeation of license.) ’

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



5. No, 2B
1—8-21-41
ol X20288

E UNFADING BLACK INK—MAKE A PERMANENT RECORD

WRITE PLAINLY—US

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH
Primary Registration District No_¢__3~é-3_.

DEPARTMENT OF COMMERCE
BurpAv oF THE CENSUS

Registration District No... & o ?

State File No 2 W 9"/

Regisirar's No.

1. PLACE OF DEATH: { Jﬁ;

(a) County
e j‘u b}

(b} City ot town
(I outside city or l.ownl iimita, write “RURAL"™ and pome of towaship)
{c) Name of hospital or institution:

(If not in hospital or institution, write street number or location)}

(d) Length of stay: In hoapital or institution

2. USUAL RESIDENCE OF DECEASED:

{a) State (&) County

{c) City or town

(I outside city or town limits, writa “RURAL")

(d) Street No

(M rural, give location)

. Birthplace

(Specify whether [ (¢} Citizen of foreign country? {Yes or No)
In this community.
years, months or days) If yea, natne country.
3. (s} PRINT a MEDICAL CERTIFICATION
FULL NAM Road CTL L SV ANNALD A
3. (8 If veteran, ( J 3. (o) Social rity 20. DATE OF DE&TH: ;om.h.._.... " e setifions
name war. No year/ oL e Mo
21. I hereby certify that
5, Color or 6. (g} Single, widowed, married, 19
4. SexJ{ ............. mceUJ divorced... v 19
6. (b} Name of husband or wife............cceooeer... 6. (¢} Age of husband or wife if .
Duration
ra
7. Birth date of deceased... b L“ / ? ¢ ...... h
Monlh) (Duy) (Y
1% v
8. AGE: Years Months e )>
Due to.
9. Birthplace ........._..
{State or foreign coantry)
Other conditions..._....
19. Usnal ocer ode p ¥ within 3 months of desth)
11, Industry o PHYSIQIAN
o Major findings: —_—
E 12. Name Of operations
3] hUnderlinc
= | 13. Birthplace. the cause to
: . {City. town, or county) (State or fareinn country) Of autopsy. :rﬁ:;cll;lcémél: .
= . Maiden name ata.
E tistically.
=

e
- e
tn -

{City. town, or county) (3tata or foreixn country)
16, (o) Informant
(b)) Address.....

17. (o) -

(5) Date thereof.

{Burial, cremation, or romoval) (Mosth) (Day} (Year)

(¢) Place: burial or cremation

18. {(a) Signature of funeral director.

(b)*Address... e

éff;)’ APV

Dute received local regtlun)

Lo 7 A}
ot g oale e,

22, If death was due to external causes, fill in the following:
(¢) Accident, suicide, or homicide (specify}

{?) Date of occurrence

{¢) Where did injury occur?,

(City or town) {County) {State)
(d) Did injury occur in or about home, on Iarm. in industrial plau:e in public place?

{Specily Lype of place}

While at work?.......cvivsrinmirenioscns (£) Means of Injury.....vrmerisecseeenn
23. Signature {M. D, orother}............
Address. Date signed




’




