: 17738

5. N 2 DEPARTMENT OF COMMERCE STATE BOARD OF HEALTH OF MISSOURI

yoi740 sl E oy e STANDARD CERTIFICATE OF DEATH Stae Pite No
X ’umhi Remstmuo:”)la‘lﬂzlﬂlm?‘q Primary Registration District No.__._._,éé_z._é é Registrar's No, ///

I 1. PLACE OF DEATH. 2. USUAL RESIDERCE OF DECEASED: 3:-2-

(2} County DeKalb (6} State Mo. (0] CountyDeKalb-Ly_
(¥ City or town Weatharby

(If cutulde eity of town Lizuita, write * "RYURAL" and neme of townahip) (&) City or town Weﬁ_th o T‘hv J
(¢} Name of hospltal or institution: / (I outaida city or towh limits, writs "HUHAL")

Qb

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

Street No.....
(If not fa hoapital o inetitution, write strest number or logativn) i (IF rurel, give location}

(d) Length of stay: In hospital or institution

{Specify whether {¢} Citizen of foreign country?. rereeee{ Vet o1 No)

In this community. d
yeurs, months or days) If yesa, name country.

MEDICAL CERTIFICATION

iuid FAaE___Robert. . B. Wood
3 0 If o= 20. DATE OF DEATH: Month.... MAY.... .. day
. (b) If veteran, 3. (¢) Social Security ,.ear___lg_{i-}_,_..._........_hour ? mlnm.cflﬁ P u

name war, No.

21. I hereby certify that I attended t:he deceased from
50!0: or 6. (o) Single, widowed, marted, ,,..%;{ML, L 19. ﬂ(,; to. _Za”;/ 2. 19...6(3
& sexMale | Crnce. ....................... / dvorceditarled. that Past saw humign, alive on....... Yiadke. - 19,

6. (8) Name of husband of Wife....mmmmmmiens B, {€) Age of husband or wife If || and that death occurred on the date and hofir stated above., Durasi
rati
....... Dalsy May ¥Wood alive.._..H05 Immpdiate cause of dgath. 9"0“
7. Birth date of decensed..... . Mareh. . . %5 '.Ld" e : A (£ |1 Fracs
(Month, o-r)
8. AGE: Years Months Days If tess than one day Due w
; ? 0 1 1 4 hr. min
y Due to.
5. Bi:thplace._._.....G.B(.g].e.r.Qn...........s.......M.Q..... (s )
ity, town, or county, tats or fureign country,
'
10, Usual occupation ... . EATMAY . Q}f_‘g{,ﬁ:“;ﬁ‘;ﬁ,‘;{,‘;ém, R e : '_‘_é___ o
11, Industry or b . 5 o PHYSICIAN
- ajor findings: —_
E 12. Name _____ _ William. R . ¥ood Of operations.
T . Underline
S ia miwotae___KemtuoRy oo - the cae o
1) W, ul' sount tate or loreign sountry, h l
é 14, Maiden name %\{ gﬂ ls0n Of autapsy £ B :.iha:r:::ﬁstbaf
tis y.
g 15. Birthplace.... ---——~--§ %Et’_%&m’ T Svte  Foiian mﬁ,) 22. If death was due to external causen, fill in the following:
16, (a) Infarmant Guy Tood (a} Accident, suicide, or homiclde (apecify)
(8) Address ¥aysville. Mo (#) Date of occurrence
Where did injury occur?.
17, @ . Burisl-———- 6 Date thereof.. Sl = @ 5
(Burial, cremution, or removal) {#facth) (Day} (Year) (d) Did injury cecur in or about home, (on xf-;mw?: {ndunu(-ia.l ;lgge in putsllz':!)ace?
(@ Place: burlal or Gl3RLBLIan Chapel. Cematery
l?. (a) Slgnatu.re of funeral direcgrl J..Qher e .F unern .a-.l Houfe While at work?... (ST:’ ?3' 'i&gmn:) of injury,...
) Afgr_m..May.a.11.1.1..6.........,y,,,_______Mo . s i O A4
A G 9( 3 gnature
@ {Date received kocal registrar) “{Hogistrar's signatare) Address. Mﬂ - -!j A y U D
l ’ J L‘ ‘( {Licensed Em‘nlmer’-fStntemenl on Rcveﬂ‘SIda)




STATEMENT BY LICENSED EMBALMER

"1 hereby cértify that the body whose name is recorded on the reverse side of this certificate was cmbalmed by me, or by.

working under my personal supervision.

1 E - P.O. AddresM Y 8V L L 10w BO-orrmrerercn i

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

-

If this body is not emha]me‘d, fact should be so stated?nbove.




