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

DEPARTMENT (F COMMERCE
BUREAU OF THE CENSUS

ILED AUG 11 1948

Registration District No..

STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
Primary Registration District Noiaﬂo

24214

Stale File No

Registrar's No............. ‘ZOb ..........

i. PLACE OF DEATII:

(@) County...
(b) City or town..

Adair
Kirksville

(lfouhidu ¢ily or town limits, write “RURAL" and peme of mwmhlp)
(¢} Name of hospital or institution:

315 N. Main /

(1f oot in hospital or institution, write street oumber or locotion)

{d) Length of stay:

In hospital or institution

Life

{Specify whether

In this community
yeurs, manihe or doys)

2, USUAL RESIDENCE OF LECEASED:

7
Missouri @ Coumy... Ad8lr 3
Kirksville 3

{if vutside city or town limits, writa "RDRAL")

315 N.

(a) State

(c) City or town....

(d) Street No...
(Irraral, give locstion}

No

(£} Citizen of foreign country? (Yed or No)

If yes, name coltniry.

3. {a) PRINT
FULL NAME

Lillian Waddill

3. (c) Social Security

3. (¥} If veteran,
None

name¢ war, No.

. (a) Single, widowed, married,

aZmorcedW!-de__e_‘_i

6. (¢} Age of husband or wife if

5. Color or | [

« s FEMALE /,,,,, White

6. (b)) Nameof husband or wife........ooeeoeo

MEMCAL CERTIFICATION

July 13

20. DATE OF DEATH: Month

1943

1. reby certify that 1 auend:d the dec

M ........ lO\..lo
o ud

[e alive on..

year. hour

st saw hf

7. Birth date of deceaued........!lu:.]ny ’ 4 18? a
(Moaih) (Day) (Year)
- A - B
8. AGE: Years Months Days If less than one day Dae to ! - gt
‘. PRI 3, .
71 O 9 I . ..min. - - W l .
ue to b i fioy
9, Birthplace, Ada'ir CO . Mi 8 Sourl d . /o A * -
. . (City, wn orF county) (3tate or forsign country) ansn i e - I ‘p L
Bewi fe Other condﬁ"‘ o /J J

10. Usual eccupation, Include pregnency within 3 months of death) U —

11. "Industry or busineas Mg PHYSICIAN
(12 Neme...Jomes A, Crow . “8F operations..... —
; 7 et
24 13, Birthplace . ) K¥.» ; which death

Cily, tpwn, or county, tate o foreign country, Of aut ahould b
é{ 14. Maiden name........... garet God ﬁra autopsy (l:_}la:’{geﬁ sta
. K / .............. istically.
§ 15. Birthplace TS —— oo K_:isn psaae) 22. 1f death was due to external causes, fill in the following:
16. (2} Informant. Trﬂvis\?addi 11 (8} Accident, suicide, or homicide (specify)
(% Address........... Kirksville, Mo. () Date of accurrence

. @ BUXAal . ) Date therior. (£ 1O/ %3 (&) Where did injury occur? i e T

(Mootk) (Day) (Year}

Bethel Cemetery .

{Buria), cretation, or removal)
{¢} Place: burial or cremation......

18. (a) Signature of funeral director.......,

4o __Kirksville,
(6) Addre
19, (a) 7[-2- 7/5[3 (a)»]/(.i__-__

4 roceived Idcal registrar)

Mol 1

!
egistrar’s signature)

{d) Did injury occur in or about home, on farm, in industrial place, in public place?

(Specify type of place}
While at work?............. NS N ”( ¢) Means of injury. ... Do

. Signature............

‘Address......... 7//(- ........... :

JeF ] &

{Licensed Embalmer’s Statemenlt on Reverse S{ )




o i
RECCIVED | L o
Listict Health Cificor No. 10
District Filo Numb«-%-.?.i,lg_? d
Dute Filed 6101943 .
‘ ' STATEMENT BY LICENSED EMBALMER -
* I hereby certify that the body whose name is recorded on the reverse side of this certificate was erabalmed by me, or by
K -'I, e Pa— - y S ———— , .Registered ApPrentice NO. ooy
* working under my personal supervision, . '

Signed <6 A Lt

P. O. Address.. /

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

.~ If this body is not embalmed, fact should be so stated abave,




