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—1-4-41 Bureau oF THE CEN5SUS .
S FILED JAN 93 Tong STANDARD CERTIFICATE OF DEATH State Fite No

Registration Distriet No.—. Primary Registration District No... S5 153 Registrar's No 3.3 "[
/ 6/ 1. PLACE OF Dﬁé‘ﬂil 2. USUAL RESIDENCE OF DECEASED:
=) (a) County. a away Missouri call /9
5 away
& |l ® ciyor town RUTAL == Fulton Tounship. (@) State Y (@) County -
If outside of wao limite, write *RURAL"” and 4 n
6 E (¢) Name of hospital c:'r m:t‘:tgtingnw o timita, write nameatte > () Cityortow ur%, outside ity o town Hmits, write “RURAL") O
3 miles north of Fulton / 1 th o Fulh 0
0 i (Il not io hospital or institution, write sireet number or loca uon) {d) Street No. __""3"'ml' 'e's"'"n'oh':E;nl give lncn;;x on..t
E (d) Length of stay: In hoapital or institution
(Specify whether || (¢) Citizen of foreign conntry? no J(Yes or No)
5 In thin community. 35 years
E yoars, mouLhs or daya) If yes, name country
= . . MEDICAL CERTIFICATION
g i Name. Leslie Walter Slinn - ﬁ.% /7
- 20. DATE OF DEATH: Month day
- 3. (&) Ii veteran, 3. {¢) Social Security . T z 5-
3 name war no . No. no ym__{g&.!__.._ﬂhommmm ...... eTRinUpe_ e ST— &
ﬁ 21, I hereby certify that I attended the d rom___f... ,..3.,.....".....__..__:‘:.-’
= . 5. Color or 6. (o) Single, widowed, married, o JH/. to / 10 48]
Pl oesee M ] e avorceAnTTIEQ - =~ (& / ;
i i that I last saw he,_alive o . 1941,
E 6. () Name of husbaxﬂi- r wife . 6. () Age of hushand or wife it }| and that death occurred on the date and hour stated above. ‘iDu .
u s i e S ali 53 ration
ve.. b years
E 7. Birth date of deceased ... Sep_t«c OT— ’Z. —— __l&&3_
j (Month) {Day) {Yoar}
3 8. AGE: Yearn Months | Days If less than one day
Z 74 3 |10 b, in
E 9. Btrthptace_._. L@ bﬁn se /_.I.J.a.l.j.!n ] l S
% {City, town, or mun§) b (il.llu or loveign euunl.rr) T =T - R }
ma carrier || otherconditions ) -
= 1¢. Usual ot'rumnnnFamer UD. (ln:lrndo';re;nmv within 3 months of death) /7 ’)_) &I
g 11. Industry or business Rural Carl’ler ! : ) A PHYSICIAN
| o . Major findings: Vi o J—
b % 12. Name Joseph Sllnn Of operations
= . . . . . oo Lo Underline
5 |I# | 12 Buthotace Illinols : the cauee to
= e A(Tﬁ'. E'é a.ﬁénﬁ) hli (Stets or foreign country) Of nutopsy. ?h :ﬁ:ﬂf%g
j g 14. Maiden name. £ 10, : charged sta-
B S 15. Birthplace Tillinois - - tistically.
E 2 - (City, tawn, or connty) ” (Svate or forelgn country) 22. If death was due to external causes, fill in the following:
= S . X (a) Accident, suicide, or homicide (specify)
I 16. (a) Informant... Ml AudnSudan® ... 54 R
B @ address__. ERLEON, Missourl () Date of socurrence
3 occur?.
1. @ Burial ) Date thereof. DEC s 19, 194 Where did injury (City or town) fCounts) {Btate)
(Burial, eremation, or remaval) (Month) (Day) {Year) (f) Did injury occur in or about home, on farm, in Industrial place. in public plate?

crest Cemetery N
(Specily type of place) a
While at work? (¢) Means of m;un’...._. i

(M. D. or other’
Date. :@;_M/

(¢} Place: burial or cremation.....

18. {a) Signature of t'uneral director®

®) Address ton, Missouri ! e
19. {a) _ég‘é!g_lr_i PSS B R Wi M 23. Signature

{Date received local rmlrnr) v s (Registrer's signsture} 5 Address......—. - A 7 . /4. e
7 ?D {Lictnsed Embalmer’s Statement on Reverss Side)




STATEMENT BY LICENSED EMBALMER

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

R ' <e.y Registered Apprentice No

working under my personal supervision. _

. ) - e L, *Licensed Embalmer No %/édcy

P. 0. Address... m >77'd'

Note: The a.bove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (leure to comply witl
the above constitutes grounds for revocation of license.)

If this body is not embalmed, fact should be go stated ahove.




