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State File No.
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Registration Dlatr[ct Neo H

Primary Re&.ration D:slrlqt No .......................

064

Reg-stmr s No..... -«’—?1— 1 1

1. PLACE OF DEATII:
(&) Cuunty__......................aﬂ H B

AA L am an. DA

() City or town -
(If outside city'or tawn d mame of township)
1!: /

(£) Name of hoswé in

(If not In hospital or Enn[tu!.ion. write atreat avinber or locotion)

(d} Length of stay: In hospital or Institution

{Specily whethor
In this community.

L
‘@ 2. USUAL RESIDENCE OF DECEASED:

ol J o 6* |
..s{..@.l[’f |
; ‘

e
o

{s) State.._._.. _MQ_ S 3} Count
3F: X7
Cityort 2 YRR S 5 fagedybe
() 1ty or town.. lonuillu ci!.y or Lo ri Y

(d) Street No ‘/f? l’f b i:rw‘r-ﬂn—'?
(I rural, give Jocatio:

Birthplace

(City, town, or county} {Btato or foreign conntry)

16. (o) Informant Willie Fdgar Haynes

174 _Slster, Mo,
/ Barial, cremation, or removal)

" {c) Place: burial or cremation
18. (g) Signature of funeral director.

(2] Addms_.

(#) Date thereof.

Suter,

ya

. e (M1 @

{Registrar's signatare)

22. If death was due to external causes, fill in the following:
{a) Accident, suldde, or homicide (specify)

(¥ Date of occurrence

years, months or days) (e} 1i foreign born, how long in U, S. A.? years.
MEDICA RTIFICATION '
3. {a} PRINT
FULLNAME......_ Corimne Hayes _@L J {
- 20, DATE OF, s Month PR -1
3. {b) If veteran, 3. (&) Socjgl Security
Ao ._ __..__._._h ur____ e, te.. L T ML
name war. Hons cﬁme ° minute
21. I WergBy certify t attended the deceased i%___.
3 5, Co&r T 6. (a) Single, widowed, married, || L AL 3 -[ 19 |
4. Sex lee race et divorced.zmriﬂd. that T last saw b alive on ‘
6. {b) Name of husband or wife. oo . 6. (¢) Ageof hugband or mfe if || and that death o an the date and hour slf?d above Duration |
. ali
mll ie m’ée'r m'yn s TJ Immediate of death |
February 25, 188 g N T P
7. Birth date of deceased,, & 252 W07 e o
- (Monik) IO A ol s o QW%&_.
8. AGE: Yeara " Months Days If lesa than one day Due to “?i’/
N
2 1 6 | & i, 72
Due to r e,
9. Birtholace. . Montzomery City, Mo,/ /N A N " i
(City, town, or county) (State or foreign wunl-q) //I 7
. Hous ewife Other conditon. -
10. Usual 0ecupation . s {Include preguancy within 3 months dM
11, Industry or businesa PHYSICIAN
=t ¢ M findi w PR
5 { . Name Chailes Sharon e || MBF Operations i o
- nderline
> 13. Birthplace. Danville id Mo, ﬂ : - : . the catise to
4,’" (C!t or enn.nty) ] (Sl_nu_u foraign country) of autopey B r , ] . , ‘:’f\’f;‘&% “g'l:
. Maiden namg._..,_.ﬂag‘!:ﬁxl.....mm : charged sta-
Danville, Mo, Vi tically,
=

{¢) Where did {nJury occur?

(Licensed Embalmer’s Statement on Reverso Side)

(Ci } oty) tate)
() Did injory oecur in or about home, on farm. In ind place, in pnbﬂc place?
P
(3pecify type of place)  /
While at work? (e, of jhjury. 0
23. Sigoature £ (M. D. or oth
Add te Bign 1—-
F 2 .
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L A S o s .
Aepoy BT : : -

worlnhg under my’ pe.naonal s _}erﬂsmn

-
. Licensed Embalmer, No
fe " *P.O. Address :
Note: The above MUST BE SIGNED RY THE LICENSED EMBALMER i in !us OWN HANDWRITING ('Fa:T" Gre to comuiy - il
the above constitutes grounds for revocation of hcense.) -

If thls body is not embalmed, fact should be so stated abové. -
‘ :
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MISSOURI STATE BOARD OF HEALTH
STANDARD CERTIFICATE OF DEATH

Primary Registration District No_z_.__

DEPARTMENT OF COMMERCE
BUREAU oF THE CENSUS

Registration District No......z.i_..../...........

State File ﬂ?/q 7 7 cj

Regisirar's No.

1. PLACE OF DEATH:
{a) County. |

(#) City or town. .@t
{1l outaide city or l-o!rn Imuu. 'riu BUH.AL und nn-e nf t.o\rnlhip)
{¢) Name of hospital or institution:

{If not in hospital or institution, write atreet sumber or location)
(d) Length of stay:

In hospital or institution
{Specify whether
In this community.
years, months or days)

2, USUAL RESIDENCE OF DECEASED:

(z) State (#) County.

{¢) City or town

{1f ontaide city or town limits, writea "RURAL")
{d) Street No,

{1f rural, give location)

{¢) Citizen of foreign oo_unlryi' {Yes or No)

If yes, name country.

R C/O‘/LU'YW\ N
ULL NAME £ /
4 4 ;
3. () If veteran, 3. (2} %Ial Security . [
name war. No =M
5. Color or 6. {a) Single, widowed, married, 19
4, Ser.c: él raccage" divorced : 19
6. (8) Name of husband or wife.........cccccoceeee. 6. () Age of husband or wife if N
Duration
AV e PRATS
7. Birth date of deceased TN
{Mozth) (Dey) «':‘ (v.\\z\
N
8. AGE: Yeara Months ne SS
‘5 al, ..min,
Due to.
9. Birthplace. . eyern X
vy, {State or forsige country)
10. Usual Other conditiona....
- JBual ecc - {Include pregoancy within 3 manths of death)
11, Indusiry o b \\)) PHYSICIAN
o N ) = Majofr findings:
. ame rations,
g{ v ope hUnderline
< | 13. Birthplace Lhe cause to
P (City, town, of tounty) {State or foreign conntry) which death
o Of autopsy. should be
@ { 14- Maiden name. charged sta-
tistically,
15. Birthplace i .
{City, town, or county) (State or foreign country) 22, If death was due to external causes, fill in the following:
16. (o) Informant...... (a) Accident, suicide, or homicide {specify}
(5) Address (8) Date of occurrence
17. (@) () Date thereof {¢) Where did injusy occur? rTTepery— o e
¥ or town
(Butial, cromation, or removal) (M"“"') {Day} (Yeas) || (f) Did injury eccur in or about home, on farm, in industrial place in public plaee?

AM_;; (2

18. (a) Signature of funeral director.

ace: burial ciueesemerion.
——

o NOV 22 7104] (,91 7

{Data roceived local registras)

(Specify type of place)
While at work?. () M of injury.

23. Signature {M.D.orother}. ooz

Address,

Date gigned.........}

——






