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

DEPARTMENT OF COMMERCE

Bomsas ermme Cosus T GTANDARD CERTIFICATE OF DEATH Stae Pl o

Mo NOV 11 3442
i

R.egistration Distriet No.....

MISSOURI STATE BOARD OF HEALTH :'; 3 U 5 2

Primary Registration District No. 8L Registrar's No. IZ J/)—/

1. PLACE OF DEATH;:

{2} Ceunty.... S
{b) City or town .

ar town Imnq(‘fnu
ton: & 4

) Length of stay: In hospital or institution.

In this community.

“RURAL" and nams of townehip)

ncm.mn)

g pm]’y w hather

yoirs, months or daya)

2. USUAL RESIDENCE OF DECEASED: /
(o) State. (5 County. 0

ﬁ ‘J
{¢) City or town, o~

{1f outside city or town limite, write “RURAL"™} ‘Q
—————
() Street No
{If rural, give location)
S —

{¢) Citizen of foreign country?

jr No)

If yes, name country

3. {a) PRINT
FULL NAME,

3. (&) I veteran,

nome war.

. (e) 75% Security

5 ﬁ 5. Colom 6. (a) Single, widowed, married,
dworced..........,....:...._a'

- 6. (c) Age of husband or wife if

90.....”.” Vit

6. {§) Name of hushand or wife.

7. Birth date of deceaatdo., o’
(Moul-h)

{Day)} (Year)

MEDICAL CERTIFICATION

20. DATE OF DEATH: Month....... 260k day 30th,
year. 1942 hour. 5 minute20 Po M
2t. 1 hereby certify that I attended the & d from Oct
30 122 ... Qct 30......1942;

Ot 30— 1942

that I last saw b QL allveon .

8. AGE: Years Months Days

If less than one day
im———— a—— Am—
f/ﬂg Wil

¥ ﬂ AA

. Binhpm&m%

{City, towa, or county)

10. Usual occupation, -

(Stata ar foreign conntry)

-
-

. Industry or
12, Name...

e

MOTHELR FATHER
e,

(3) Addresy...#
19. (a) ﬂl:/ i
{Dategoceiv

and that death occurred on the date and hour stated above. y “Durati
ration
Immediate cause of death . v
prematurity 5| hir=-28mi
(aboit. 6 montha gestation). ... i |
Due to.._..maternal uremia 2 da.
f Due to....... MR KOONN
’
) S J}Otnor de nvei?d by
Qther condition: egn_sac on
{Ioctude pregoancy within 3 months of death) ——
ra PHYSICIAN
Ma)&_r ﬁndln'zis: [ q —_—
operations.
" LT 5 ‘ Underline
- thecause to
which death
Of antopsy. should be
Ata-
tistically,

. If death was due to exi cauees, fill in the following:
Accident, suicide, or homicide ify)
Date of ocrurrence

Where did injury occur? \
(City or tawn) {County) (Stata)
Did injury occtr in or about home, on la.rm in industrial pla::c in public place?

(Specify type of place)
While at work? ... ..oopmrceiesrariossns (¢} Means of injury o

S
- N " L R
. Signatore. (M. D.
o k. Sanborn Smith, M. Duy,. d,ned__Q_-_B_O 4

/()%7 (Licensed Embalmer’s Statement oa Reverse Side) Kirksville, Mg,




CECENVED o
~etrict Health Officer Nc; 10 | | | | :
rict File Number__/./ 4‘2._-,....-

i o
P L

ki FI‘Qd e

STATEMENT BY LICENSED EMBALMER

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

...... ... Registered Appreaticp No

working under my personal supervision.

Sig

P. O. Address

/
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his 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.




