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WRITE PLA

—

INLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

/ DEPARTMEI:ILT OF COMMERCE
LL’ ﬁj’lmu OUTW
Registration District rw/f?

STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
Pritiary Registration District No..3. .5 & .

State File No............

18121
Retistror's No. D F .

1. PLACE OF DEATH:
Jagper

(s) County

2

USUAL RESIDENCE OF DECEASED: ;/ﬁ

sme Dtissouri Jasper

@) Cityorown.. Rural--darion Township (@) {¢} County £2
(lrnuunh ¢ity or town limits, write *“RURAL™ and vewe nf township) () City or town AVi 118. I
{¢) Name of hospital or inatitutio (If outside city ur town Yimits, write “RURAL")
Route 4 /Carthage @ Street N
(IT not in buspltal or institution, write street bumber or location) tree Ouevemmemuiees (If rural, give location) R
(d) Length of stay: In hospital er institution . ';' @ © c ) No v N
Specify whather e itizen of foreign country e8 ot No)
In this comnunity.... 3. months - o e
yeurs, montha or days) If yes, name country.
MEDICAL CERTIFICATION
Ful@ FRINT  Charles Lee Hull /p/ 2/ /53
20. DATE OF DEATII: Month ey day....."
3. (b) §f veteran, 3. (¢} Social Security - '7 o
No None vear.., [,.2: 953 ...hour. minute, %
name war. No. /{( ..;’0 x
21. I hereby certily that I auended the deceased from. o
. 5, Color or 6. {a) Single, widowed. married. 19 0., 3] o942,
.lxi B E LS PN | g 7 f 7 = Xt}
4, Sex ale _0:-"-- White d dworcedSingle that I last saw h‘M aliveon, %‘_ lgﬁ
6. {6) Name of husband ot wife........ooceooeecoc. 6. {c) Age of husband or wife if || 2nd that death occurred on the date and four stated a Duration
- alive......™ _years || Immediate éausc of death . d
7. Birth date of deceased February 11 1943 '2 E‘.”
{Month) (Duy) (Year}
8. AGE: Years Months Days Tf tess than ene day Due to... WW .
V7, 3 20
ir. min. b
e to
5. Bittholace Avilla Missourid
- {Lity, town, or guunty). {Siatu or foreign country) :
. - - - - Oth ditions
10. Usual eceupation (:D:ll\'l:;:r:;:mncy within 3 moothe of death) -
11. Industry or busineas None PHYSICIAN
Major findings:
& 12. Name Ellis H'LIll agfro;er‘.';‘t?gna ........ "
E ‘ C ]S{' Underline
=\ 13 Binhplace. “Rristian County, Missouri the cause to
Ci P
& ( 14 aitnrame. o NEITH Mae CAPBIEBH ] || ofoworor. should be
tistically.
=] . .
g{ 15. Birthplace Chri stian Co unty, Mis sourl 22. If death was due to external causes, fill in the following:
{City, town, or county) (State or foreign country)
16. (a) Informant £l1lis Hull (@) Accident, suicide, or homicide (specify)
(b} Address Avi 119. 2 Missour i (6) Date of occurrence
j=] H P
7. @ -_ourial ) Date thereor..9UNE_ 1, 1945 Where did injury occur? ity o tow) " (Comoty) (Srate)
{Burial, cremation, or remaval) (Manoth) (Day) (Year) (d) Did injury oceur in or about home, on farm, in industrial place, in public place?
(c) Place: burial or cremation..... Re 2 dS Cemeﬂterf
Kne 1 1 Mo Ptua I’Y {Specify typa of place)
18. (a) Signature of funeral director, While 8t WOrk? e —yreserceceecomeeseenese (e} -Megns of i mjuryr—..
®) ?,m Carthage . Missouri _ . g“ - D
23. Signature.....(Ae.. ol M A
19, X & YA A IT N . 2 &
@ / N%ddrrss._é;é_m yl/ S ”(W‘l &@e signed %2 ZL.7

{Date received locnl rmu-r) (ﬂcguuar ® mignAtUre,

/(‘,;f [ 4 j {Licensed EmbnYmrr ‘s Statement on Reverse Side)




ALy -S-Fo2 _ .

STATEMENT BY LICENSED EMBALMER

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

., Registered Apprentice No

.Licensed Embalmer No.....£

P. O: Address...

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWBIT]NC (Fajfure to comply wi
the ahove constitiites grounds for revocnlion of license.) '

\“ 3“’ this body is not cmbalmed. fact should be so stated above.

L
.

LS

1‘\



% No. 2B DEPARTMENT OF COMMERCE THE STATE BOARD OF HEALTH OF MISSOURI : : .

o Bumecy o e Cavavs STANDARD CERTIFICATE OF DEATH Sete it N

I X35930

Registration District No_.._/.\f-.:z._ Primary Registration District N'o........_.é_—_dié Regisirar's No. / [ -3

1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED:
(s} County t/ || (a) State {#) County.
®) City or town._J3 g MM
city of ts, writs c) City or town
{¢) Name of hoapital or institutio © (If outaids city or town [imits, writs "BURAL'"
il ot 12 Boepival o7 inaiivation, write stront mwmber o location) () Street No. TP T
(d) Length of etay: In hospital or institution
{Specify whether || (¢) Citizen of foreign country? (Yes or No}
In this community ﬂ
years, months or days) 1{ yes, name country. 2
g

3. (a) PRINT ‘ MEDICAL CERTIFIC!
FULL NAME........\ow]] --M&.-—JLLAM SR

20. a ﬂ‘

3. (5) If veteran, 3. (£) Social Security

name War. No.

5. Color or 6. (a) Single, wid

Scx.___‘_/m. mce.w...._.._... ] divorced...........

(5) Name of husband or wife.....rene—o oo 6. (¢) Age of husband or wife if

alive....eere
. Bisth date of decmed__________‘a-_vU!’I._...
Mok

-

L

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

8. AGE: Years Months C) es3 tha Due to
R UMW Ll [ 2>
V Due to At N
9. Birthplaoe._____ﬁ ....! 2 '44? 0 .
Yo or ) (State or foreign conntry)
Other conditions
10. Usual cccufdtlon, \_/ (Includs pregnasey within 3 months of death)
11. Industry or busim o} PHYSICIAN
Nh]é)fr findings: \ j q ’ —
operations
E 12. Name b | M 4 Underline
21 13. Birthplace . the cause to
{City, town, or county) (State or forsign country) 0Of autopsy should be
14. Malden name charged sta-
tistically.
15. Birthpl prooT pos = Bkt s 22, If death was due to external causes, fill in the following:
>~ 16. (o) Inforr‘nnnt (a) Accident, suicide, or homicide (specily)
® Add ) Date of occurrence
.17' (a) = () Date thereof, © did infury occur? {Clty oc town) {County) (Sta
(Burial, cromalion, or removal) (Month) (Day) {Year) (4) Did injury oceur in or about home, on farm, in Industrial place, in public p!:.\oe?
» (¢) Place: burial or crematlon
X pocify L f place)
. 18. (a) Slgoatore of funernl dir While at work? o AR D, hﬂm
o T
23. Slgnatgre.. OM— ___.__......_.,....... {M.D,
19. (@) ®) .{r@l
{Data received local rexistrer) (Regisirar's tignatore) Address.. 2 Date signed







