S. No. 2
A—5-4-41
7. 8.17-39

321 X26300

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

DEPARTMENT OF COMMERCE
EAU OF THE CENSUS

R Y

MISSOUR! STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH
Primary Registration District No.ﬁiq_z.é_._

11246

State File No

Registrar's Na.#&_..__.__

t. PLACE QF DEATNH:
(o) Comnty_ui v ingaton
(b) City or town Ch iIl icnihe

( (I outside city nr town limits, write “RUNAL" and namae of lownlhip)
¢

Name of hospltal or institution: -

2. USUAL RESIDENCE OF DECEASED; 0
@ stae Migzouri ® coumy Livingato Y 55’
Chilligcothe /

{If outaida city or town Umits, write "RURAL") 2

(¢} Cityortown

{ Unknown

,.-.Wm .

{City, to B, or couaty) . Sl—ieornxeixnwunw)!-

16. (n} Informant.. A\ . . Kl Al T WM.__.
& Address QO 2L ]’14]4:_

17. (o) Burial {#) Date thereof 4 5/4:2

{Burial, crematlon, or remaval} (Month) {Day) {Yoar)

(¢) Place: burial or cremation.
18. (a) Signature of funeral dm:ctn% - . P
(5) Addrees Chillico e, Mo,

(b __-LO

15, Birthplace.

hillicothe Hospital P
(If not [n bospital or institotion, writs ntra:g% number or location) . {d) Street No"'_“a“lﬁ‘ galn Q%‘?,.E giva Iocation) B et
(d) Length of stay: In hospital or institution aya NO
46 yrs. , (3pecify whetber |l {¢) Citizen of foreign country? {Yes or No)
In thi i -
n:mlr:.c:n“;:.nh:lg:tjnyn) If yes, name country IXXX '{)
L "“‘”#Lw Harrigon MEDICAL CERTIFICATION
FULL NAME - 3
- 20. DATE OF DEATH: Month_ 500 1) _aay. .}
3. (b) If veteran, 3. (¢) Social Security 1942 . 1 ) om .
pame war, XXxX No. XXXX year. O, minute.. >
21. 1 herehy certifp that J attended l;l:e decensed l'rom..._.'
l 5. Coloror | 6, (a) Single, widowed, m 19722 to.|
j hive Hdowed e 190
4. Bex Pema] < h divorced_ that T last wwveonm S Xl
6. (8} Name of husband or wife...oe. 6. (¢) Age of husband or wife If || 82d that death occurred on {hs date and by shited abo
Homer Harrison ative XXEX eans || tromedio of death -
. 7. Birth date of deceased. .Aﬂr_i_l____..__z.a......m ..... 1895 95 d - A
(Day) (Yoar) j |
A= ) eenragases
8. AGEs Years Months | Days If less than one day pue L5711 f /. ____g i
I
46 11 | 3 XX b XX i | AL TS Y
. Due to... — e
9. Birthplace. Liv ings ton Co. Mo 6 R
. {City, town, or connty) {State or foreign country) X (ﬂ/ { ‘q q l
i i L U\AAA a
16, Usual occupation.. ... QMW ], fa O(tlll:ir ug(:nlget b s P i E—
11. Industry or business XXXX T L~ FHYSICIAN
o Major ngs:
8§ 12. Name Dave M. Corbin i" gperation Underline
E 13. Birthplace. Unkn owtl ‘Vﬂ; . twhtﬁccggzea:g
{ , ergonntyl? te or foreign countiry) lshould b
B (14 Maiden name. LY s Eowar d hould be
B tistically.
2
-

Q»l_?'

19.
@ [Registrar's danature) .

{Dute raceived Tocal reduur)

22. If death wes due to external-causes, fill in the following:
{e) Accident, euicide, or homldd;-w) v
(00 Date of occurrence /
{¢) Where did injury occur? / \ pr—— e
(4} Did injury occur in or about home, on fam‘xaﬁn industrial p!ace in public place?
(Specify Iypl nf place)

While at workf™, ) of i m;ury__..._.._.._._;_:?..._.

‘23 QWMM N\A.AA— (M. D. dPeTms) ... ...

. Signat
Addnﬂ&_.},

oY

{Licensed Embalmer’s Statement on Reverse Side)




STATEMENT BY I_.ICE-.NSED EMBALMER

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

., Registered Apprentice No. oo .

working under my personal supervision.

: Signed......,

Licensed Embaimer No.../. 79

P. O. Address MM @h ......

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in l:us OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revocation of license.)

If this body is not embalmed, fact should be so stated above.

+



