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WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD
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STANDARD CERTIFICATE OF DEATH
Primary Registration District Noaagi.pl.-—f

S:atankNo4"l':')81 -
A regisrors vo L1 &3

‘Registration Dlstrlct No.
1. PLACE OF DEATH;

2. USUAL RESIDENCE OF DECEASED:

(@) County ngg%%ia @ State lssourt ==~ Pettls ¢p
by Ci n - =
@ Cluy or row (IT ontsida city or towa limits, write “"RURAL" and nome of township)  [f (r) City or town Sedalia £
(¢} Name of hospital or instituton: i {If outside city or town limits, write "RURAL"™) jy
917 West 10th [ ¢ Street N 917 Test 10th N
(If oot [o bospital or institution. write streat number or location} {If rural, give location) h
(J) Length of stay: In hospital or institution & @ Citi ¢ fored ) No . . No)
< zen of Iorelgn count
n this community.. 66_vears in Pettis"UHUNEY g conmtey A ceerte
years, months or days) If yes, name country
. MEDICAL CERTIFICATION
FuiL Mame . Eimer Edward Wharton Dec. 26
3. (0) If ves 3. (o) Social Security 20 DATE oigzxem, Month 541 5-; * )
. veteran, . -
hour. s minute *M.
name war none No. none . i
21. I hereby certify that I attended the deceased from d ‘J
“| 5. Coler or 6. (0) Single, widowed, married. || Oelolan 102 1o M 246, 43
o s Male ) White .. ./ Married W )
= vord that [ last saw h. 8% aliveon 44 _19;&

6. () Name of hushand or wife.... . 6. (¢) Age of hushand or wife if

Nellie Willis WHATEOD e
Feb. 14, 1874 '

e YEATS

7. Birth date of deceased
-t

and-that death occurred on the date and hour stated abaove.
- Duralion

Immediate cause of dpath_.

{Moath) (Duy)’ (Year)
8. ACE: Years Montha Days If less than one day
: 68 10| 12 i ,
T. min

o. minmpiace_yneEling, West Virginia /

{City, town, or county) {State or fareign eounln')

Retired farmexr . .

10. Usual occupation.............

Otherconditions,
(Include pregnancy within 3 mouths of delth)

11, Industry or b . . . PHYSICIAN
8 (12 Name.J 05600 Nelson Wharton, Majer findings: .
2 (3. Biftiok .Wheeling, Y. Va, _ 7 Y thlehc!glex;leu:g
A0S Birthplacs hich death
City, tomn, or coun ts or foreign country) W
8 ( 14. Maiden pame A NNLE.. J;J.lgz aGOD ......................... Of autopsy. gm!ge_
E 15. Birthpl Wheellng, W. Va, tistically.
= + Rirthplace (City, town, or county) * “[Btaveor foreign cagatey) 22. If death was due to external causes, fill in the following:
16. (a) Informant MI" 3. R.E . YOU.['] t dau 3 {a) Accident, suicide, or homicide {specify)}
(&) Add Se dalla,. Mo. .. e | ) D21 OF ocCUTTETCE
urlsal D eC . 28 19‘1@ Where did {ajury occur?
17. {a} (b} Date thereof, 2 (City or tawn) {County) {State)
(Bunal. cremation, or rcmov-I)G Ri 3 g(héonth& e(l[)ﬁ,é é‘l’eﬁg_y (d) Did injury occur iz or about bome, on farm, in industrial place, in public place?
{¢)" Place: burial or cremation.._.. ne en
18. (a) Signature of fun:ral director /] ga.ﬂ'n.? --------- While at work?......... S (sp:fr'(‘:“ h;re::::.gf [ EL1 S o SOOI
(5) Address . 083 :1 lia, l‘ﬂi Ssouri C ) . Ao D- e
C Z 23. Signature. orother) ...
19. _ et 4 - . Py — o
@ -/ to rosived ¥ unr) (neui.u-r'-n'snnﬁﬁ = Address. £ d’r Ey = M“d* Date signed /2287 2
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(Licensed Endbalmer’s Statement on Reverse Side)
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' zz ST ATEMENT BY LICENSED EMBALMER

' .
1. : . . )
1 ht)erg:by certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by

r B .
Jﬁ ......................................... S : v . Registered Apprentice No
¢ i
working 1.|'rn'der my personal supervision. .
LS .
] { 1

P.O. Adﬁress

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fa:lurc to comply wit
the above constitutes grounds for revocation of hcenae.) . )
- If this body is not emba]med, fact should be so stated above.
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