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

DEPARTMENT OF COMMERCE
Burmav oF TR CENSUS

ED FEB 41?34

Registration District No... sisnsaies

MISSCUR)] STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registration District No@"?\-?,g‘

3807
4L

i

State File No

Registrar's No.

1. PLACE OF DEATH:
(2} County. %M f

(5} City or town...

(If pataldo city ¢ &;: limits, wr?u .

(¢) Name of hospital or institution: /

ol iy

(If oot in howpita! ot instituifon, wrilo atreet number or location)

(d) Length of stay: In hospital or institution

{Specify whether
In this community.
yenrs, months or duys)

2. USUAL RESIDENCE OF DECEASED: R //f

(@) Stata/l{‘SSQ .. Y"‘J_ . (b) County.. M[Q«SJ) £ 71.?;
TS el pvnd e

(]rouu.dvl;hy or town limits, write "RURAL"}

{¢) Cityortown

(d) Street No

{If rural, give location)

{¢} Citizen of {oreign country?

(Yc?No)

If yes, name country

3. (a) PRINT / ‘4 /
FULL NAME ovtt o dht... ) M 4 A

3. (b} If veteran, 3. (¢} Social Security
name war. No.
5. Color or 6. {a) Single, widowed, married,

4 Sex LFET ..

6. (¥) Name of hushand or wife. b ..

race...

........... dlvorccd/,é&fm..

6. (¢} Age of husband or wife {f
a.hve_/..?

MEDICAL CERTIFICATION

20. DATE OF DEATH; Month.... etk it .. day. 2.4
year___../ g_.?_l/_._.h . THOULE oo S ML
21, I hereby certify that I attended the deceased from..
/ o e T 7% 19..%3/'7"1
that I last saw hA .. aliveon {.= 105E 11
and that death occurred on th te and hour stated above.
Duration

Immediate cause of death -

B

o YEATE a/
7. Birth date of deceased... Y4 /fd ? ~ o7 o
. mw (D) (Year) AT ({/
B. AGE: Years Mont.ha Days If less than one day Due to.. [/M
7 3 g i 3
9. Rirthplace .. S 7 I M ﬁ_
((’Jl.y, wn, or county) (8tate or loreign country) :
Other conditiona Vo hooe! )

10. Usual occupation o {Include pregnancy within 3 montha of death) ( i

-

1. Industry or business.

12, Name... £ Lo L.

P,
o

. Blrthplace _ _

PHYSICIAN

Underline
the cause to
which death
should be
charged &ta-

Major findings:
operations.

<

Of autopsy.

. Birthplace.... £

MOTHER FATHER

——
o
IS

{(‘.u l.n'n ar coyn

tistically.
22. If death was due to external causes, fill in the following: '
(a) Accident. suicide, or homicide {specify)

16. (a) Informant MM oLl .
) Address pr P (5) Date of occurrence
17. (a} (5) Date thereof, zé../ ‘!-(‘) Where did injury occur? (City o town) (County)
{Bgrial, cremation, or remaval) (Montb) {Day) (Year) {4) T¥id injury occur in or ahout home, oo farm, in indastrial place, in publlc place?
{£) Place: burial or cremation....... _/ el
18. (a} Signature of funeral directorm..._ed/ S (SMI'(:’)" °'e‘;:;‘),f lmur?.\. o R
(t) Address /%A_..__ W L » b
v . . D.
o Man LT —H3w. Wit iy v
(Date racei lne?—rui-m (Registrar's ui o) Add Date sign 5@_

(Licensed Emabalmer’s Sta

‘Z/c)

!emexﬁ—o{ Reverse Side)




RECEIVED .

District Health Office‘r“lo.-.,ic. ..... -
District File Num’oer__-_ff 3._-./657_
Dato Filed.cuo-an- A~ D= M P -

STATEMENT BY LICENSED EMBALMER N

! a . ) e Licensed Embalmer

P. O. Address

e

Note: Tl:u.e above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HAIGDWRITING. (Fajlure to comply wi
» the above constitutes grounds for revocation of license.) '

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




