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DEPARTMENT OF COM MERCE

ALED

STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

N A

i5258

Stats File No...,

o. Birthplace_ 01804, Gascondde Co., Missouri 4

{City, town, of county) (State or foraign country}

Unemployed laborer

Rejmtrnﬂ:m Dnsr_nct NZ.J"%%"._“.. Primary Registration District No.....&_’;g._’]..é_:._ Regisirar’s No, 3‘ (‘ H"
1. PLACE OF DEATH, 2. USUAL RESIDENCE OF DECEASED: _ e ?f
@ County. Y. Francois - | (@ smte. Missouri ®) County_ frenklin ‘7%
@) Clty or town, = STIRITIZL ON HAL St. Francois ; g
{1t outeide city or town limlte, writa "INUBAL" apd oame o!'t.owmhip) {¢) Clty or town Union -
{¢} Name of hospital or institu . (1f outside elty or town limits, writs “RURAL"} b
Mo. State Hospital No. 4 02.4 . Unknown
() Street No.
(IT not in hospital or institution, writs strest qimhr or lochlg (I ruzal, give Jocation)
(&) Length of stay: In hoapltal or institution hd mos b 25 jas. Ho
(Specify whether || (¢} Citizen of forelgn country? (Yes or No)
In this community .
yours, munths or daye) If yes, name country
3. (0 prINT BENJAMIN FRANKLIN HAYNES MEDICAL CERTLFICATION
FULL NAME . 8
20, DATE OF DEATH: Month__A P P N
3. (b} If veteran, 3. (&) Social Security 1943 b ; 30 A. -
fpme War...—.... Unknown No Unknown vear. OUr. minute
21, I hereby cercify that I attended the deceased fro;
Color or 6. (o), Single, widowed, married, March 24, 19, to ApI‘ll 18, 192’3
4. Sex Male dmﬂ' /divorced. _S_B_Ea_.__r at ’:qat Ilast saw h im alive on. April 1.7 191‘ 3
6. (b)) Name of husband or wifee.oee .. 6. () Age of husband or wife If || #nd that death occurred on thg,date and ho %d above..
e LIDETLOTL ave UDK.  ver Immﬁhi;wss A
7. Birth date of deceased March 8, 1900 e
{Month) {Day) {Yenr)
8. AGE: Years Montha Days If lezs than one day Due to
Z"B l lo hr. min
Due to e

Other conditiona,

124y N
ﬁ (Mexintrar’s sigonture)

(Data racelved local reristrar)

z .
10. Usual oceupation (Include pregnapcy within 3 monihs of death) i 0
11. Industry or business, Wisior B FHYSICIAN
& ( 12. Name. William Haymes *Of opesations.._.. ~ —_—
= - d Al ; [ Underlipe
= | 13. Birthplace : ) N% sj, ssonri - the cause to
City. fywn, or county, tate or [orelgo munl.n
& ( 14. Malden meme...... 88 __CTider O sutorey .h::eﬁ o
= |tis v.
[ o
% 1. Blrthplace TP p——— B(l:-uii‘:::jmug 22. If death was due to external canses, fill in the following:
16, (a) Ioformant. RECOTAS State Hospital No. 4 || (@ Accident, suldde. or homicide (apecify)
& Address__.. Fa8rmington, Mo. (#) Date of oocurrence
17. (o) Burial (%) Date thereoi. 4= 20=43 (e) Where did injury occur? (City o vow) ) Siate)
(Buria), cremation, or (Month} (Dwy} (Year) (&) Did injury occur in or about bome, on farm. in indusma! place in public place?
(¢c) Place: burlal or uemum-__]Jnmn,._Missonri S
18. {a) Signature of funcrnl dlrector......o.l_tmﬁn IIndertakers Inc While at work? . . __'_(s:_c_‘_f_, “," ¥ ‘;';;‘f Of IJUTY. oot
(5 Address ) Unioh ouri.. e /
19, (o) b - g 1q 4y e @ . i 3.!. Signat: .. - M_ ‘(M. D.ot other)............

Addres

/7y 6

(Licensed Embalmer’s Statement on Revarse Side)

’-’ Date dxned.ﬁﬂ’l_zi)




e RECE Z0
“istrict Health Offiger Ro...:?.[

District File Nu.mber-;y S- 2 //J

e s. By

Date Filed. . _.._.__ S-90-. %3

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse s_ide of this certificate was embalmed by rﬁe, or by.

/W”", Registered Apprentice No

Z;‘ﬁ /%ﬁ,
Signed é e s S

) :
Licensed Embalmer No ‘9/ s & /
P 0 Addl’ESs %&WWE :J

v
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (le% to comp]y with
the above constitutes grounds for revoeation of license.)

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

' working under my personal supervision.




