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WRITE PLAINLY—USE UNFAD‘ING BLACK INK—MAKE A PERMANE

DEPARTME\‘T OF COMMERCE
BUREAU OF THE SUS
LED JUN 16 1 g.h

Registration District ho ,...

STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

19939
Registrar's No.......___. _..5.:1!7-.3

1. PLACE OF DEATH:
(a) County

(¥ City or Lown_.__st_t Tou 1&_’ _Missou I'i

{IT ontaide city or town limits, write "IRURAL"
(¢} Name of hospital or institution:

Miggouri Baptist Hospital &

and name of township)

{If not in hospital or institution, write strees number or Incation}
{d) Length of stay: In hospital or institutlon,

1n this community

{Specily whether

years, monthe or days)

. USUAL™ RESIDE.\CE OF DECEASED: 3 p
s Missouri ® County o .

GivortownB1ANG_Rural route  of/ K.

(If cutside city or tawn limite, weits “RURAL™)

(@)
(e)

(d) Street No.

{1f rural, give location)

(¢} Citizen of foreign country?. (Yes or No)

/

If yes, name country.

MEDICAL CERTIFICATION

{Date received local rexistrar) Rexixtrar's elenators)

FULT NAME. Jemes _Logan Pointer i 1
TR T (0 Soda et 20. DATE OF DEAé'H:3Momh..‘_!lu.r_1.._e__.-.....__.day 0
. veteran, - AL a urity 4 3
name war None w..... . None year hour minute..... 20, By,
21. I hereby ce;tify that I atterded the deccased fr
1 jColor or 6. (a) Single, wi}j{ogeii'.rmiargédq. ’/-—' / ot 4 9..vis 10, / S Vao e}
4. S"Ma' e race /gi‘m'c*d-——--—--——-—------------- that Tlast saw helew _ alive on._..%__,_,_,% IS T~ N
6. (5) Name of husband or wife........ 6. (¢} Age of husband or wife if }| #nd that death occurred on the date and hour stated above. )
Duration
-.Bteila Polntexr . alive....._ D 3 ........ years | Imiediate cause of death,
7. Birth date of deceased Feb I'ual'Y 1 6 1 87 5 —@T@ m-l‘L gp&—;
{Month) (D-y) (Yeor)
8. AGE: Years Months Daya If less than one day Due to. c&d -
68 3 24 hr. in —
= > md&a&.@adzgmp&—— )
9. Binnplace.. UBKENOWDH: Missouric -7
(City, town, or connty) (SI.MAnr foreign oauauy) \g’my
Cth ditions .
10. Usual ocrumﬂnnFame I (::;:I:::Sgr;nmr within 3 months of death) / ﬁ /
11. Industry or bmnmmFe,Im_i.Qg i / PHYSICIAN
r
E( 1 name_ Charlie Pointer p O e L= —
= T nderline
=\ 1. sirnpisce. I BEIOW R Missouri the cause to
i é T . of €t t)') {State or foreign sountry} Of autopay :ho ) dﬂbe
E{ 14. Maiden name Bt on charged sta-
T2 et ety A mmmeed A tistically.
= .
g 15. Birthplace. UI}CE?SEW (Sguiusrfei?n‘iﬁi)d 22. If death was due to external causes, fill in the following:
16. (a) Informan A T8 e Eunice Yates (a) Accident, suicide, or homicide (apecify)
() Address. P €0 ria,_ 111 1nois (%) Date of ocenrrence
1. (@) Bur al () Date thereof 6/11/ 43 (¢) Where did Injury occur? e P o—— o
{Buriel, cremalion, or removal) (Mooth) (Day) (Year) (d) Did Injury occur in or about home, on larm in industrial place, in pubhc place?
(¢} Place: burial or cremation Bl a'nd M i 880U ri
18. (s) Slgnature of funeral director {llbe rt H. Hoppe, Igc -~ e > P
(b) A 4??0 wa-s h _gt On____B__:_L_Vdo 2 S M y
19. ta) m—]: [ma ® 13. Signature___J Qﬂ‘ fls (M. D. or other)_ _3
. a - e —rarrn

Ad(lrrss___ﬁ{ ?32 m:@

. Date signed___.._......

(Licensed Embalmer's Statement on iteverse Side)
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- STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was.emhalme-d_by me, or by,
P % . .

........... . - v Registéred Apprentice Noo o
working under my personal supervision. S

L

.

P, O, Address. oo,

< ; Note: The above MUST BE SIGNED BY THE LICENSED EMBAL_B!EH in his OWN HANDWRITING. (Failure to comply wit I
o the nbove constitutes grounds for revocation of license.) : ' |

If this body is not embalmed, fact should be g0 stated above, L.




