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DEPARTMENT OF COMMERCE

BUREAU OF THE Clmsus
ILED A

Registration Diatrlct No... E /

STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District No...

13558

State File No.

LR v

Registrar's No

PLACE OF DEATH:

1.
ga') County.. Barrjf -

b) City or town 053371113.
j (e}

{If outside city or town limits. write “RURAL" xad nemo of toweship)
Name of hoapital or institution: /

noneg
{If not in boapital or uuututmn write streat number or locetion)

{d} Length of atay: b slaly oF: N
{Spec

In hospital or institnflon ...

A1l of. life

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

-

2. USUAL RESIDENCE OF DECEASED:
i -

(a) smeMiSSOHIi (5} County. ..Ba-r.r ¥ e
© Ciyorown..G288VI11e, Boute Twp_._._.*.;r_.‘__

{11 putyfda clty or town limity, write “RURAL")

(d) Street No.........—..

{[f rural, give location)

(¢) Citizen of foreign country?

?s or No)

If yes, name country.

a) PRINT

Fulh MMk Jenice L. Allison oo
3. (b) If veteran, 3. (c} Social Security
name war.....1Q No no.
5.,Color or 6. () Single, widowed, matried,

4. Sex.Female / mce. hita.

6. (& Name of htusband or wife..ooeomeeeeecemneeas

ﬂiivorced...s.j_.n.g.l.a....

6. {c) Age of husband or wife if

MEDICAL CERTIFICATION

day. 1

minyte. P M.

20. DATE OF DEATH: Month. MEBY a oo

vear_ 1943 .
21, I hereby certify that I attended the deceased from

{1 1042 o SHat

that I last sgw 18434 alive on " 19 '3.
and that death occurred on the date and hour stated above.

hour. ;]

Immediate cause of death

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

------ ootz alive...= m.rm. o= =years
. ” Fad r.
7. Birth date of deceased................ I;fhl@) %g mf,(\ Frrerf.
8. ACE: Years Months Days Hf less than one day Due to 4 (7‘-
0 ll 14 hr. min. -
R Due to
9. BlnhplacacaSBVllla, M.‘iﬂ souri. a Al
{City, town, or county} {State or fureign country} /‘ M P
. Oth nditiona 4
10.  Usual occupation. none (:m"if_ldn:pre;mn:y within 3 months of deatb) 7 ¥ l [V
11. Industry or business nona K PHYSICIAN
o niudnid Major findings: d J—
E { 12, Name.@1hert...Allison Of operations....... - e Usdertine
24 13. Birthplace... CASSY. llle S l‘ ?_d :vhlfiglératg
WO, gr counly, ul-ll or Wﬂl‘n wun Of ______ sh n]d b
& { 14, Maiden name.4 ﬁe B"E I:.lc g. h ic kla autopsy cp;rged .m\s
=] Barr C 0 t / tigtically.
S 15. Birthplace...... Y. RRLY.. Mlﬂ S0ur. %/ 22. If death was due to external causes, fill in the followlng:
= (Cll.y town, or connty) (Sum of foreigh country,
16. (a) Informant...WoL1bert Allison.. o () Accident, suicide. or homicide (specify)
(5) Address.... c agay -llle- Mo S Rout_e lee (#) Date of occurrence
17. (@) Bur i al (b) Date lhercofM.ar - (e} Where did injury occur? {Clty or town) (County) (Srate)
(Buria), cremntion, or removal) (M‘""h) “{Day) (Year) (d)} Did injury occur in or about home, on t’arm in industrial place. fn public place?
(&) Place: busial or cremation JPArEks Ca netery. .
18. (o) Signature of funeral director CU1 VAT Funeral.-. Heme I Moy 4 Y rere g I
(4) Adgress Cassy illa ssouri % ﬁéM 5 DM
9. (a / ?’Zg » 23. Signmature’f Hore -
(l.}nt'-mr;e.e:;ed Yocal reglstrar} (Rexuunrlllgn-t.urr) o Address............{ _cHl o Zem ot AL, ' — Da(e signed. 3/.13

’ It A7

{Licensed Emhnlmer's Statement on Reversc Side)



RECEIVED

Distriot Heaith Ofjagr No. 6,

Distidet E£ilp Numbe;_ -...-44./55 i ?'7

‘Date Filed ______ 4129
= -2"'"""'-“.

9 1945

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,

'

. .- eememmememeeeesesesemeemeatesasmeomemeeseesemsresseessesemesemessosemeosesessssens Regnstered Apprentice No. .

working under my personal supervision.
Slgne 074)/{? Wﬁ\ .........

. ‘ LlCEﬂSEd Embalmer No 6[2 / (?

P. O. Address._.\ ... ad "LU : — - Do

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply wnth
the above constitutes grounds for revocation of license.) .

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



