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

i2332

DEPARTMENT OF ((::OMMERCE STATE BOARD OF HEALTH OF MISSCQURI
ENSUS
Ry STANDARD CERTIFICATE OF DEATH s pue e
F=xy l
a7 12
L :MRDISHM Now.—.. \\..)3 . kS Primary Registratlon District No._......5]. g{\ ______ Registrar's No._.. Q [ .
1, PLACE OF DEATH: 2z, USUAL RF.'SIDENCE OF DECEASED: ﬂ‘f#
(g} County.... s (a) State. Missouri {b) County. /; |
b) City or toWn.,.uwserrerssiad lnwerr b QUL B g - M S5 S LT T o eeessrsssssresnsonerrrors .
: : I\lly o :c::vn(ffo]utdr;eelty oritnwn ]in::lu w%%&lﬁg u}:mm of township) (¢} City or town Stv . Louls » ? ‘
¢) Name of hospital of institution: . outalde ghis e it write “RURALS
Homer G. Phillips Hospital ¢/ @ Strect Mo 4308 HEFPTLY
{If not in hospital or nstitution, wﬂuznldmmbasrnrlnution) - (if raral, glve Tocatine)
d h of stay: In hospltal sr institutd
(@) Length of stay: In hosp or InstH (Specify whether || (¢) Citizen of foreign counntry? (Yes or No)

20 years

1n this community,
years, he or duys)

a

If yes. name country.

3. (s PRINT Janie Jones

FULL NAME

3. (b) If veteran,

name war.

3. (c} Soclal Security
none

MEDICAL CERTIFICATION
Apri: :
20. DATE OF DEATH; Month - © il iz,

day.
1943

12

05 A,

year . hour, minute M.

{Clry, wown, or county)
16, (2) Informant

Chrrlie Jones

(&) Address 4300 Maffit

17, (&) Burial

{Barial, cremation, or removal)
(¢} Flace: burial or cremation

Washington

(1) Date thereof Apr. 16/44

Day) (Year)

(Moath)
"Park

18. (a) Sigoature of funeral dlrectorDe ment & _Son

® Add.resa_. _2 6.-5,1.,&0.1&

9. @) _uﬂgﬁim

{Stats or loreign country) ]

(Regxs!.rlr s dmll.urr)

21. T hereby certify that [ attended the deceased from Aprll
1 S?Color or ™ | 6. (0} Single, widowed, x:.m.rriel.-dc,i . . 19__._4.3,:, Aprll 12 5 19_!,._2;
4. Sex Fema e jﬂl“rN EgT0 divorced_..._ mc) rr‘ 1 that T last saw har alive on Aprll 12 3 19_!4_._3:
6. (5) Name of hushand or Wif€e..mws s, 6. (€} Age of husband or wife if {| 3nd that death oecurred on the date and hour stated abor' Durction
Charlie Jones BHVE....vcrrn e years | | IImediate cause of death !
i 00 £y
7. Bi deceased ]\‘!811 » 17 l. . I
irih date of dece {Month) ) e || Arterial Hypertension  fwr Unknow
8. AGE: Vears | Months | Days If less than one day Due to {: ?J‘,
43 0 | 26 N
J hr. min U L
- ~ / Due to
9. Binhplace__Greenvile Miss.
{Clty, town, or county) (Stats or foreiga countey) Ce
. rebral Hemorrhage 3 days
Oth diti
10. Usual occupation hou Sow i fe (lnr‘.![::dc:n “n.on;l:; within 3 monthe of death} r——
11. Industry or business PHYSICIAN
= Major findings: _
= { 12, Name Cherlie. Jones Of operationa........
E g Underline
5 5. miwpace . 72111100 Hiss /. eciets
ty, Lowd, ot el {State or foreign country) of M
& ¢ 14, Malden name. ann fe "ﬁ’av is / autopsy cm’m
= - « tistically.
§{ 15, Bitbplace_____12111& G0 Miss
-

22. If death was due to external causes, fill in the following:
(s} Accident, sulcide, or homicide {specify)
(4) Date of occurrence.
{¢) Where did injury occur?.

(City or tawn) (County) (State)
{d) Did injury occur in or about home, on farm in industrial place, In pnbllc place?

{Specily type of placs)
While at work?._........_. S () ] uMam of In]u:y.....

cy_"wwwm
o At B (M. D

- Date signed !:.[;JA@

(Licensed Embalmer's Statement on Reverse Side) . 4




STATEMENT BY LICENSED EMBALMER

o1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or byl

Registered Apprentice No.... -

Signed........ £ F-.. /&!ﬁ.“ﬁ»\- o A
Iicensed Embalmer No..._... d %ff ............................

© P. 0. Address.... /47\5% .......

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his UWN HANDWRITING, (Failure 16 comply with
the above constitutes grounds for revocation of lcense.)

working under my personal supervisicn,

fer.

If 1his body is not embalmed, fact should Le s0 stated above,




