S. No. 27"
M543
v. 5-17-39
B 17 x32873

-

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

.

DEPARTMENT OF COMMERCE
HUREAU OF THE CENSUS

MU AN 17 143, ¢

Regmr.rauon District No....

STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District No.. .

State File N4 0 5 4

Registrar's No } a ‘5

3617 .

1. PLACE OF DEATH:

COOPER

(g) County.....”

() City or town BOONVILLE

(If outsida city or I.ni'n limiw, write "HURAL" and name of township)
{¢} Name of hospital or institution

JOSEPH'S HOSPITAL o)
{If oot in hoapita) or institution, wrile street o T E]mahg
(d} Length of stay: In hospital or institution 9

H#'> houvs~

{Specifly whether

In this community........
years, months or days)

2. USUAL RESIDENCE OF DECEASED:
MISSQURI & County, BOBRD
FRAWNKLIN

(If cotside city or town Nmita, write "HURAL™)

5
7
g

(a) State.

(¢) City or town....

(d) Sireet No.

{11 rurol, give location)

NO

{e) Citlzen of foreign country?

(Ves ?No)

If yes, name country

MEDICAL CERTIFICATION

- WILLI.AM WILLIAMS

16, (g) Informant.
JRIAL

17. (a}
{Buria), crematicn, or remaval)

12/7 /42

(&) Date thereof.
(Month) (Day) (Year)

WALNUT GROVE CEMBTERY
STHGNER & KOENIG
BOONVILLE, M0,

o LY CHas dSwap

(Hegistraz’s signature)

(c) Place: burial or cremation

:IS (a) Slgmnure of funem.l .director.

1] :\Sde—c' ff—-lf p”

19. (a)
{Date roceivld Yocal registrar)

Fute FRINT JASTEEN A. WILLIAMB
FULL NAME : : 20. DATE OF DEATH: Month DECEMBER 40, Hth
3. (b) -If veteran, HONE 3. {¢) Social Security year 1942 . 11: 15 A Das.
name war. No .
21. I hereby certify that I attended the deceased from
5., Color or 6. (a) Slogle, widowed, married, ] - Yh = 1934 2x0 . Y S 104l
s sex MALE 0race.WHIT.E ..... ddl\'nl’ced SINGUE || that 1 1ast saw bt alive on - T IR, TR T
6. () Name of hushand or wife. 6. (¢) Age of husband or wife if || and that death occurred on the date and hour stated above. Durati
) T 2 . Yy uration
SINGLE alive... years || 1mmediate cause of death . W J)l
7. Birth date of deccased #ARCH 19 1865 .. Ao tf Vm A2,
{Moath) {Day) (Year} N 5
8. AGE: Years Montha Days If less than one day Due to....
77 3 15 hr. min. ﬁ‘ &
Due to.... A i
- mirroiace COOPER. COUNTY MISSOURL & || WAWY)
{City. town, of county) “(Stats ar loreign country) T o ' \ = ‘ B
Oth diti [}
10. Usual ocetpation... N L GHT WATCEMAN -~ (:n:ll;dcgzlo:::::y within 3 monthe of death) f) \
11. Industry or business LIONBERGER WRECKING ‘CO. S—— e PHYSICIAN
ajor findings:
g 12, Name JOHN WILLIAMS bfrope_rnli‘nnl w " a )
E : B ! ¥ / ol . e . 1.7 .. Underline
=1 13. Birthplace . ) KENTUCKY : _ T the cause to
o ¥ ko Ppotry, { autopsy...... hould b
B 0 la Maiden mame. L1 ZATETH SPANGLER TARNEER Of autopsy : : Chareed i
P tistically.
’ E{ 15. Birthplace KENTUCKY / 22. 'If death was due to external causes, il in the following: e
= City, town, or county, {State or foreigu country)

{a) Accident, suicide, or hoE'cidc (specify}
(#) Date of sccurrence "L,)

(c) Where did injury occur?

DG L AR

CO.

¥ or tawn} (County) (Sace)

{Ci
(@) Did iniﬁ mui in ot about home, on fa.rm. In industrial.place, i:‘#xbuc place?

(specm tfg8 of place}
Means of inj

» While at work?..:...':{.g..\s....

(e}

- D. orother)............

Date signed/4-.7- % V‘I

23. Signature....

7"
Address. __M M

YRR

{Liccnsed Embalmer’s Statement on Heverso Side)




_BECEIVED ok oo
Cistrict Health Officer No. 8, ‘ |

Sistrict Fild NUREBF_czeozmn o . . S

Tiate Fiiﬁﬁ -;-_-,-_-;{{-:_'_____"._,ﬁé_____ '

Coea iy X ‘
Co
o
. . N
B
' ' STATEMENT BY LICENSED EMBALMER i "
VN TR _ . - .
. + ! .
- I-hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed byme, or by e
neoe . ' R - . ' ; Lo
e : ‘ i Registered’ Apprentice Now... oy ot — A ,

' working under my personal supervision.

1

FU
oy ¥ o _ . e, . THs.
Note: The above MUST BE SIGNED BY THE, LICENSED EMBALMER in his OWN HANDWRI'TING. (Failure to cmﬁply with
the above constitutes grounds for revoeation of license.) ey ) N N . o
: % S HTo- T PR,

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




