 No. 2

—1-4-41

-17-39
2.
X28320

Cl'\,-\,-,\0

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

DEPARTMENT OF COMMERCE
BUREAU OF THE Nsus‘!

(fp R 4@'

Regzsaratmn District No..

MISSOUR! STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH
Primary Registration District Nc‘?ﬂ'f’._:.o.....

e runo BB18
Registrar’s No. /0/

1. PLACE OF DEATH:
(a) Cgunty GREENF‘
Springheld

(lfoulﬂdo city aor town limits, write “RURAL'' and name of township)
{¢) Name of hospital or institution:

0'Reilly General Hospital ()
(ll‘rnnl in bospitn] or institution, write llroeinnmber or hocotign
(d) Length of atay: In hospital or institution Jea

1 year, 35 days

(&) City or town

T4 days

{Specify whether

. ~
In this community.
yoars, monthe or daya)

7 5
4

a

2. USUAL RESIDENCE OF DECEASED:
I1linois
Anna

(If cutside city or town Emits, writa "RURAL")
It yes, name country

{a) State

(8) County.

{¢) Cltyortown

(d) Street No.

No

{e) Citizen of foreigg country?.

3. (&) PRINT
FULL NAME

LEQ D, DAVIS

3. () Socna] Security

206 Forrest Street
{If rursl, give locetion)
B {Yes or2§0)
'MEDICAL CERTIFICATION
20. DATE OF DEATH: Moneh LEOTUAYY - 2

3. (&) Ii veteran,
name war. ; ; . s L 3 2-1L-6056 year. 19h3 hour 8 : mi,mt,QS Ao
1 21. I hereby certify that I attended the deceased from
5. Color or | . (a) Single, widowed. December 30, 15 L w. rebruary 2, L3
o s Male J aceiinite ad 4 1ngim Ty Fobruary 3 )
- SR race e that I last saw h... .. alive on enru Y kA s 1952225 1
6. (8) Name of husband or wife....ccrrcrseommreee 6. (€} Age of husband or wife if || and that death occurred on the date and hour stated above.
None Duration’
allve /> /. __years lmme?iate cause of death
7. Birth date of deceased... OCLObET 5, 1919 J[Brain abscess 3 days
{Month} (Day} (Yeoar)
8. AGE: Years Months Days If less than one day Due to.
2 -
K 23 - a? hr, min
Due to.
9. Hirthplace Anna Illinois /
Of(f"“ towan, ormliz:y) (State or foreign country) e - " = T =
ice wor Other conditions.
10. Usual occupation - (Include pregnancy within 3 months of deatb)
;l. Industry or business. i — PHYSICIAN
4 (12 Name_.GSOTEE R. Davis (g st o
[ N . R N e nderline
=1 13. Birthphace..... BA1COM Tllineis / thecause to
(Cify, 1, 9§ COUnty, (State or foreign country) 'which death
£ ( 14. Maiden name HEPI B8 ine Of autopsy. |should be
5{ (5. Birthptace. ESLCON ¥ I1linois / vistically.
= : State or forelgn country) 22, If death was due to external causes, fill in the following:
16. (a) Informant . {a} Accident, suicide, or homicide (specify)
(&) Address Bates, Batesville, Ark. () Date of occurrence
Where did inj occur?.
. @ Removal ) Date thereor ECR: 3, 1OLJ) @ Where did injury occur T I e D)

(Burial, cramation, or ramoval) (Manth) {Dny) (Year)

Anna, Tllinois

(¢} Place: burial or cremation

18. (a) Sigrature of foners

() dres -
19. (a) %3 e onll -
ata received

=

(Regi:"}'l signature)

(d) Did injury occur in or about home, on'farm, in industrial place, it public place?
H
"4’*“ (Specify type of place)
H i oo (€} MeaAns of iNjUry S s

{Licensod Embalmer's Statoment on Revérse




MAY 31 1945

' T STATEMENT‘BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or BY.. .- coovocorererreeceerrece

- , Registered Apprentice No..— oo,

working under my personal supervision, ‘ ‘ ’
' Slgm-\d é"o M

Llcensed Embalmer No..,........ 32")2_ ..................

b 0. Adirim Perg el )7

-
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HAN ailure to complx wi
the above constitutes grounds for revocation of license.)

If this body is not embalmed, fact should be so stated above. )( -t

* . -, -




