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

.-

DEPARTMENT OF COMMERCE
BUREAU oF THE CENSUS

Hiled NUV 9 1942

Reglstratlon District No....o 3. Ade. ...

MISSOUR| STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registration District NOEDQ'I,SI_

34675
123

Slale Fiis No.

Registrar’s No.

1. PLACE OF DEATH:
St. Francois

2. USUAL RESIDENCE OF DECEASED;

7?7

{e) Caunty - Missouri
{#» Cityor tuwn._.. -_~._.~F3ming10n S RU R\AL S t‘ b ﬂﬂ 61-?5 (6} County. Shannon
(If outsids ¢cily or tawn limita, weits "RURAL" and name of towaahip, (&) Cityor town Re ctor N -
{¢) Name o!’ hospital or institution: 02 /’Wj } {1f outeide city o town Lindte, writs “RURAL™) 7
Mo. State Hospital No. 4 @ Sueet N o
" {1t not in hospital or lmdtul.mn. writa -I.rul:tumber w'FEw 8 das ﬂ © (1T vval, give Toation}
{d) Length of stay: In hospital or institution
(Bpecily whetbor || (¢) Citizen of foreign country? No {Yes or Noj
In this community.
years, months or deays) If yes, name country.
- MEDICAL CERTIFICATION
3 {a) PRINT MAUDELINE IVA DOOLEY .
- 20, DATE OF DEATH: Momn._ OCtOber ... 3,
3. {8 I veteran, 3. (&) Social Security 19 2
pame war No vo_Inknovm..... year. 4 BOUT e B minutel5 Al
21. I hereby certify that I attended the d d from
— .’»./Colur or 6. {a) Single, widowse(.i. married. Sept. 11, 19-__{,,,._2_ o Oet. 3, wh2
4 Sex.__ L emBies| /e W. " Odivoroed_.._.._.lngl.e... that Tast saw h_A4. alive on @ : - e 194
6. (b Wame of busband or wife.. ..ocivrneceneee 62 () Age of husband or wile if }| and that death occurred on the date and houor stated above.
N . Duration
one alive .. oveeeennYears || Immediate aus;.sf th 0 .
7. Birth date of deceased... ANZUSE 10 1921 / Mm e
©e (Moath) . {Day) (Year} 0’ /
8. AGE: Years Months Daya I less than one day Due to
21 1 23 . L
Due to
0. Binthplace.. GLadden Missouri /7
(City. towo, or county) (Stats or forelgn conntry) :
Y ; i House work. o : Oth ditl 3}4\-— 2 M0,
10. Usual accupation. (Inﬁ:::';re;nil::y within 3 mnl.lu ul‘ dlllh)a l _—
11. Industry or busi i : e PHYSICIAN
o - . M findi H
& { 12. Name__ BOyce-~FEdmond. Doolsy. . a’é’f uﬁm'.‘ﬁ'm. (/.U —
. .. . aderline
1 12, Birthplace . Shennon  County, . Missouri /] N the cause to
B {Cit wa ug;nnlj) (State or foreign oountry)} Of auto v :‘t?;c:llll%mgg
5 14. Malden name..: : d 8 - A autopsy charged ata-
E9 1s. piihKsi(Shannon County) Missouri / ) tiatically.
= : (City, tawn, ar county) {Stats or forsign country) 22, If death wus due Lo external causes, fill in the following:
16. {0) Informant RECOTAS State Hos;gj,j_;_g__l_ No. L |} (a) Accident, sulcide, or homicide (specify)
@) Addr Farmlngt on, Mo, {5} Date of cecurrence
17. (@ Burial,s @®" Date thereof. Oct.. 5., A942|| (0 Where did injury ocur?
(Borial, cremation, or removal} (Monih) (Day} (Year) (City oz town) (County} (State)
{d) Did Injury cccur i or about home, on farm in industrial place in public place?
(¢) - Place: burial or cremation..A}.C...e..I.ﬁ_.,Cem_.‘ﬁ_ rz, -Moe—-
15, (& Signature of funeral director. SPENC R 110G el'tekers'- While 2t wogk? (Spacity vypa ot pace)
' Sal ' — et
(&) Address em, Ml(gsouri B 23. Signatute “4: p .. (M. D.orother) ...
1. @) Aboroclavz . g ' MM,,_, _Mmm — address_ FATIIDELON, MO, 7 o Dute signed 10w3~/ >

119

(Licensed Embalmez’s Statement on Reverse Side)
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e HRECEIVED
. LR ] . .

‘ ‘»atrict Health Officer No._-.‘z ..... n

‘ ’ Pistriect File Number-._)_f“_’.?___{‘?-‘.).a"_.

D&te Flled---l__-..[_-.'-.“’.‘“.._....-‘:(.21".':':.;--..---

P PR cS
PPN
)
STATEMENT BY LICENSED EMBALMER
" I hereby certify that the bedy whose name is recorded on the reverse side of this certificate was embaimed by me, erbry -

, Registered Apprentice No

working under my personal supervision.. N . o

Licensed Embatmer No..._-. 3 7 . oo

N P.O. Addres;z M \3"14

Note: The above MUST BE SIGNED BY THE LICLNSED EMBALMFB in his OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revocation of license. ) - o R

If this bedy is not embalmed, fact 5hould be so sulted above . _




