o

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

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

Rev. 5-17.39

AP 1 x19811

BUREAU oF THE CENE
AR

Registration Distriet No.

DEPARTMENT OF COMMERCE %m MISSOURI1 STATE BOARD OF HEALTH

ANDARD CERTIFICATE OF DEATH Stata File No.
?.Jl_ Prlmnr!' Registration District No...z').:_g.ﬂ'_l__.

1. PLACE OF DEATH:
() County.. W1 a8kK1

{b) City or tow 1
(If cutaide city or town limits, write "RURAL" and name of township)
(e} Name of hospital or institution: /

(If not in heapita) or Institation, write stroet number or loeation)
(d) Length of stay: In hospital or inatitution

Inthiscommunity OV ET flfty years

yonrs, months or days)

{Spocifly whether

2. USUAL RESIDENCE OF DECEASED:

-

{c) City or town__BWRAT2L y ~

(It oc eliy or town Ymits, wylte “RURAL")

(d) Straet No,

(If rurat, give location)

{e) If toreign born, how long in 1. 8, A7

years.

Sl Name. ¥illiam Charles Black

8. (b If veteran, 8. (¢) Bocinl Security
name war. Iane. No.. Mone
[) 5. Color or 8. (a) Single, widowad, married,
4. Sex: M@:..]_-_g R rncn_“ywb..]_:.t...@.. d[vorcedlflal.r_r_l
6. (i{j Namao of hushand or wile_ 6. (¢) Ago of busband or wile if
Sarah Black alive 17 _years
7. Blrth date of deceased__._ L. D 29, 1859
(Month) {Day) (Yoar)
8. AGE: Years Months Days II lesy than one day
8 2 8 29 hr. min,
9. Btrthpt Maywood, -111. ./

(City. town, or county)

10. Usuxal occupation Famer

11. Industry or business

(S1ate or forelgh conutry)

- T
E 12. Name_Samuel Cincler Black s
2 V1. Birtapl Ireland /
(Ci: i B: Toreign
14. Malden name J P ‘é hgﬁ lgﬁn i’l (State o “"’Z"ﬁ’
{ 15. Bisthptace Ireland ¥
= (City, town, or county) (State or foreign country)
16. (a) Informsant's own signature_.:Y [
(5) Address Swedebo IZ, MO
17, (a) Bu rial (b) Date thereo. . ' 4
{Burial, cramation, of removal) {Mounth) (Day} ( ()

(¢) Place: burial or crematlo
18. (a) Signature of funeral director

MEDICALT CERTIFICATION

20. DATE OF DEATH: Month OV e day.... 24

Year_l.gﬂl.___ hour 11 mlnut.e_ao._......P...M

21. T hereby cortify that I attended the d fro > F -

Ty

" 19, to.. oved

. 19..qy

that T last sawr h_.g_‘sllva on Ll L,
and that death occurrell on the date and hour stateﬁ above.

Immediate cause of deathy

._#Ll i

Duration

/7 A : a

Due to.
Due to. / . V.
e —
Other conditions
(lnckada p within 3 ks of death) Ea—
PHYSICIAN
Major ﬁndinz'l: e —
perﬂf ons. o
Ot o Underline
ek denth
v en
- should be
Of autopey. m charged sta~
tistically

l(c) ‘Where did injury occur?

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

{) Date of occurrence T
H\—

(County)}

(State)

() Did fnfury 10 or sbout bome: on Tasem 1 Industot e, In prose iace?
QCCUr in or abou ome, on [arm, in , 10 public
F o

19. (a) Ll—h—%l
{Date received local regl (Reglatrar's dnllééé

é 4 /% (Licensed Embalmer’s Statement on Reverse Side)



RECEIVED .
Pulaski County Health Ofﬁceif

Filo Numbor. £ FeZ " oanne E
Date Fuled-_--j_-.o_‘-b{.:_“:-.---."

-

STATEMENT BY LIC.ENSED EMBALMER

P L

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

. Registe_red Apprentice No

working under my personal supervision.

Stgned@M o

LlCEl‘lB&d Embalmer Neo ‘3 2 é '

‘ P. 0. Address.... [ A/éa/ 2% ....... —

Note: ‘The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HAND NG. ({Failure to comply with
the above constitutes grounds for revecation of license.)

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

T




