G o
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M~—0-4-41
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DEPARTMENT OF COMMERCE
BUREAU OF THE CENSUS

FILED MAY 201942

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registration District Ne........

1 r.g ﬁ) _ﬂ
../.., Registrer's No/,23 .............

Registration District No,
1. PLACE OF DEATH:
(o) Coumy Adal r
(5 City or town

RIrkesviile”

(It outaide city or town limits, writs “RURAL" and name of township}
(¢) Name of hospital or nstitution:

Ellig Hospital O
(If oot in boapital or institution, write street number or location)

{€) Length of stay: daV 2
(Specily whether

In hospital or institution
26 . vears

In this community.
yoars, months or doys)

2, USUAL RESIDENCE OF DECEASED:

Misgsouri o coumyAdair
Kirkagville

(I outaida city or town limits, write “RURAL")

1011 E. Jefferson

{If rurnl, give location)

/
3
3

(g} State...

5]

City or town.

(d) Street No

(¢} Citizen of foreign country?.

%.(Yes or No)
(@)

If yes, name country

Full Name.. Hobart Minor MeCollum . .
3. (b} If veteran, 3., (¢) Social Security
name war. Ne.
S. Coloror - 6. (a) Single, widowed, married,
s sz Male (] ne¥White aworcer/ Max xi €4

6. (b) Name of husband or wife........cccoecereennee.

Dorathy McCollum .

6. (c) Age of husband or wife if
alive._.__..a.é_._...._._yearn

MEDICAL CERTIFICATION

EATH: Month P A e da 2 L
hnnr/ 4’ é"v

minute.

20. DATE OF

P
I hereby cerufy that I attended the deceased from G/ ( .
19.5..(..., to. - Z- -

that T1ast saw htvdntaliveon.._ &5 = 2. & =
and that death occurred on the date angd hour atated above,

21.

Immediate cause of death . \Pgtoppen Exfle

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

18. (@)

7. Bicth date of deceased... l\mxemh el B 29089 .
Month) {Day) {Yoar) ¢
¥4 -~ \‘\.- -
8. AGE: Veats Months Days If less than one day Due to. . L !-
3 3 4 . 2 9 hr. min "
O Due to...;
9. Birthplace....... S.O. Gifford.. e MQ ot
_ {City, town, or county) (Suu or [oreign country)

Otber conduiona_ 4
{I pregoaney within 3 menths ul’duth)

16, (a)} Informant ..
[©)]
17, (a)

Address.

—_Buri ﬁl i (8) Date thereof. 4/2 4/42

{Burial, cremation, o removal) {Mootb) (Day) (Year)
Place: bunnl or cremation......_. p_l.e Hl 11

...lgnalure of fureral director_. /.M.

(c}

m),}’ '@},}ZE}' el s

K ST PHYSICIAN
n-: ajor findings:
M (12, Name.......}ien.rv MeCollum Of operations.. ,
[ G - X _,O Underline
& | 13. Birthplace Brookfield MoO. 2 v g’ﬁfﬁ'&ﬁtg
o - {Gity, I-ovrn lurrinr{ (State or foreign coantry) Of autopsy........ ahould be
o1 [ 14, Maiden name.... s A RA R e b Rt e b Ao e charged sta-
& . . tistically.
‘g 15. Birthplace. 22. H death was due to external causes, £ill in the following: K

{a) Accident, sufcide, or homicide (specily}
{6) Date of ocourrence,
{¢) Where did injury oceur?
{City or town) {County) {State)
{d) Did injury occur in or about home, on farm, in industrial place, in public place?

Specily t f placa) l }
Wrile at work?.... ( p'il ,(r;wh?tmm of lajury........ ‘é_ ......................

Address.._.x..

® A .,KJ. rksvi l.w.. 2 5. S
(D roceivod Iocn! ruillrﬂr)

ill.nruiml.\ue)

/ / é‘f"/

{Licensed Embalmer s Statement oa Reverso Side)

j M:....Z&Date s:sued B i Z}/

1

)y




RECEIVED ot __ o
District Health™ Officer; No. 10 s | L |
District File Numbor ______ _jl 3"——-)/‘14 . : L ) o S
Date Filed -___.w..s_mz_ =

t

- . 'STATEMENT BY LICENSED EMBALMER

4

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

PR B

........ Registefed Apbreritice No

s ot Arllae

. . * Licensed Embalmer No..... .?[ gz
S P. C. Address/ .

working under my personal supervision. )

Note: The above’ MUST BE SIGNED BY THE LICE'\ISP.D FMBAL‘“ER in his OWN HANDWRITING. (Fai_lqre to comply with
the above constitutes grounds for revocation of license.)- - ; - . c
i - ’ . . I" N r .. . . “A. R -
If this body is not embalmed, fact should be so stated ubove. '., .o ' T

.
a




