FooNa

DEPARTMENT OF COMMERCE STATE BOARD OF HEALTH OF MISSOURI :’) r; (! -:; ()
i d kR

Bumast o s Crvats STANDARD CERTIFICATE OF DEATH s rit

iuenauﬁn Dllﬁiclm_l_b___. Primary Registration District Nu.Mbm- Registrar's No. ;” q S/

1. PLACE OF DEATH;
St. Francois

(a) County

() City or town, oLalgEgLons DUNAL  St. Prancoisg

{1 outside eity or town limits, write *RURAL" and nama of townghip)
{¢) Name of hospital or institution:

- Mo. State Hospital No. 4 .2«
{If not tn hoapital or institntion, writestreot number or locnlicn)

(4} Length of stay: In hospital or Institution. ..___5_.}(1.‘.8...._ . TI0 S 7
Bpacifly whether

In this community
yoars, munths or days)

2. USUAL RESIDENCE OF DECEASED: 7

(@) State Misgouri ® County...New Madrid. =

(¢} City or town Marston . ot
(11 ontalde city or tows limits, writa "RURAL™)  &F

{d) Street No Unk.
{1f raral, ghve location)

das. . No .
(e} Citizen of forelgn country?. : . {Ves or No)

If yes, name country.

MEDICAL CERTIFICATION

3. (a) PRINT . HET. WILLI SaN’ , , )
FULL NAME ET WI A g L
20. DATE OF DEATEH: Month... day.
. (b If . ial it Ay
3. ) If veteran, N 3. (e} Social Security Year ‘ T q' } hour, ? minmrgs ﬁ" M
name war. o Now.. UK. .. 4 1
21. I hereby certify that I attended the d&eaad from._a.TV._\aA_m.?.a}z_..
5,;Color or 6. (@) Single, widow:d man'icd 19, Y_'} to. g Y 19022
Female / Ww. 0 ingle M Y
4. Sex. mace divorced.... ] A that Tlant saw hfea.... alive on = s 1957
6. (¥) Name of hasband or Wif€......ooeee. 6. {¢) Age of husband or wife if || 2nd that death occurred on the date and hour stated above. Duration
None alive.....oo.._.._._years Immediate cause of death . -
ez s S TP .
7. Birth date of deceased..... S 2GUSH 22 1898 am’“a Pt Locac
(Mants) {Dayd (Yoar) : }
8. AGE: Years Months Days if lesa than one day
104 10 29 hr. min.
9, Birthplace St. Francis Arkansas /
: - (City, town, or county) . . (State or forelan country) - '-(g':n\“y_(z' .

10, Usua! occupation None

Other conditions, Aok oAt A8 b

(Include megnancy wi

t1. Industry or busin P PHYSICIAN
— Tde H ——
& ( 12, Name John Williamson 51 operations
£ ’ : i - S 9 v . Wt PRY T . hUnderline
=1 13 Birthp!aoe_.._....(_c._.l ... Inknovm...... e ) ) N hich deah
l! l B, or count tate or lore! nn country Of aut should b
E 14. Mgiden name,. ... ... .... L] ﬁgFa]:l e L AutopaY o o B Idlargﬁ Maf
tistically,
5 15. Birthplace .. 15{““%'0?; — (Smmmm;l;%:r{ 22, If death was due to external causes, fill in the following: ‘
16. (o) Informent_ RECOTAS State Hospital No. 4 {2) Accident, sulcide. or homicide (specily)
(b Address Farmington, Missouri {8 Date of oceurrence
1. ... Burial (t) Date thereof...... 1= 0= 3 () Where did injury occur? T
(Burial, cremation, of ramovsl) (Month) (Day) (Year) () Did injury occur in or about home, on farm, in industrial place, in publc place?
‘(e 'Place: burial or cmmntlon...uﬂpg.gp..i.;.ﬁlz....Que*m:.e.. Fam;l,ngt o, Mo.

18. {a) Slgnatureoffuneraldirorfnr Miller Funeral Home
%) Addresa__FOrmington, Mi ssou::l

19. (@), Vo193 vBaﬁ M

ed local ruhlur) (Hugill.rnr ‘s signature}

(Specily typs of place) ((

_ While at work? .. eeremeeee (€)  Means of Injury.. ... % e
Address_s._.

- / / ‘j ;", (Licensed Embalmer’s Siatement on Reverse Side) g




R SR " . RECEIVED
. o . , Ligtriat Health Officer Ro..
Lassrics File Number 3

Date Filed 5 - S

LT

RN

I hereby certif; that the body whose name is recorded on the reverse side of this certificate was embalmed by me, erby=—....... .o
working under my personal supervision, /

Signed...

Licensed Embalmer No 325 "":-.

. _ ' - p.o. Addresq;

/7
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN llANDWRlTINC (F ure to eomp

the above constitutes grounds for revocation of license.) | -

o -If this body is not embalmed, fact should be so stated al)ove. ‘ ’ A




