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1. PLACE OF DEATH:

2. USUAL RESIDENCE OF DECEASED:

8819

{D=ta received local

BN A et ot ot 8
{Registrar's signsture)
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{a) Counm:y " - s’ . 7/
{a} '.:tate...._MJ, OuI‘i t6) County.
() Cliyor wwn........ 2% e 10018 83 .
i} ) {If cutslde ity of town limits, writa “RURAL" and asme of township) (&) Citvor Lounst\'OLQuls l ?
(¢} Name of hespital or institution: (If awtaide city or town fimijts, write "RUDAL"™) 7
- “"‘Homar G Phj‘l 113 125‘ HQE 1 t‘al D {d) Street No, AAZ8 Garf 1 e l d 2
(If not in hnlplull. or [nstitution, write street number or location) (If raral, give location) U
(d) Length of stay: In hospital or mstltuuon......4....,Hr_s..g.....a.z....M.in.a
(Specify whather {e) Citizen of foreigtt country? (Yes or No)
In this community.
years, months or days) If yes, name country.
MEDICAL CERTIFICATION
o9 FRINT  Bobbie Jean Carter
PR, PRTERv— 20. DATE OF DEATH: Month....5 dayeon DO
. veteran, . e al urity ; o~
. yer BB tour L5 minute... O 8 M.
name war, No
21. I hercby cértify that I attended the deceased from N=9=43
5. Calog pr | 6. (o) Single, widowed, married, 19 R=10 3
., Female i\?egro A3t 0. 23
4. X g race. diVOrccd................ oS Fmm e that 1 1a!t saw h__e.r_ B.live on 5”10 19 =Y
6. (b) Name of husbard or wife_.... 6. (¢) Age of husband or wife if || and that death occurred on the date and hour stated above, Durati
3 Wraiion
alve. ... years || Immediate cause of death_.. Erematurity
7. Birth date of deceased May 9 19‘15 .
(MnnthT (Day} {Yaar)
8. AGE: Years Months Payvs If less than one day Due to, .
NB 4 32 2 L
hr. min. ?J’ -
Due to, A7
o, Birthotace._ S e LoOuis, Missouri () 3
(City, town, or county) {Stata or Loreign country) rq o
. T Other conditiony
10. Usual occupation = (Include preguancy within 3 months of dugh}
11. Industry or business. C oo PHYSICIAN
= ajor nga: .
8 { 12. Name Cleve arter ! ! Of operations Undert
= nderline
=\ 13, Binbptoce... M@ VEL ... ;. Arkansds the cause to
~ (City, town, or gounty, (Suu or foretgn mu.nlry) Of zutopsy should be
£ 7 14. Maiden name....... JO hnn:l.e )Bee Jones. ..o c:m,geﬁ sta-
= tistically.
= . A a
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16. (a) lnfom‘. % 0_1 L €7 CT s K Az || (@) Accident, suleide, or homicide (specify)
(5) Address 6 ler (¥) Date of occurrence
(¢} Where did injury occur?.
17. (a) A S (5) Date thereof._ ¥ L rﬂ#a ey v v (G S
(Buzial, cremation, or removal) {Moatk) {Day) ( (d) Did injury occur in or about home, on farm, in industriai place, to pubﬁc place?
(e} Plar.‘e burial or cremation.......-..
18. (a) Stgnature of fu While at work?........,.... .W..St“'(t?ﬁ'.;ﬁ,“ 2;{ imury ettt eemreseeeeamenn
. (8 Ad O
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STATEMENT BY LICENSED EMBALMER

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

v

» Registered” Apprentice No. .
working under my personal supervision,
'Signed...
: ,. SR Licensed Embalmer No evereeemeaesaraend
) ) P, O. Address
Note: The above M UST BE S[GNED BY THE LICENSED EMBALMER in his OWN HANDWR[TING.I (leure to comply wit.
the above constitutes grounds for revocation of license.} -

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