T X35897

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

DEPARTMENT OF COMMERCE
BuUREAU OF THE CENSUS

FILED OCT 13 198 /7

STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District No.._.

i |

= 30940
410

State Fils No.

oo

Registrer's No.

Registration District No. —
1. PLACE OF DEATH:

2. USUAL RESIDENCE OF DECEASED:

. (a) Inforan_M.ri_L_.E,Lié_a_bQEh._Mg_gahan
() Address 623 Euelid.
17 (a) Burial

{Buris!, mmlth_m. or removal}

{¢) Place: burial or cremation.

-
-

(&) Date thereof.

{Month} (Day) {Year)
Woodlawn Cemsetery, Ind

Sept. 28, lﬂh} oWhere did infury occur?

(a)- Siznatureoffumm‘ﬁrmﬂr CI H- Blachﬂﬂn & Son, Ilﬂ

Jaokson
() County J () Sate. Missouri ® County..d8ckson -2
{b) City or town Kansag Ci-ty K a Ci -
{11 eutsids city or town Limits, write “RURAL"™ and name of township} (¢} City or town angas ty —
(¢} Name of holpi or msul;uéiixid c 1 tH {If outuids city or town limits, write “RURAL™) &
~onvalegcen ome (d) Street No. 623 Euclid
{If oot fn hospital or institution, write street number or location} (I raral, give locatlon)
(d) Length of stay: In hospital ar institutlon.... L Y@8r . . . N
(Specify whether |} (¢} Citizen of foreign country? o {Yes or No}
In this community 1Unknown -
years, months or deys} If yes, name country.
MEDICAL CERTIFICATION
3. (a) PRINT
FuiL name____Robert Powell Sept
3 Sodal Security 20. DATE OF DEATH: Month Pt. day
3. (3 If vet N 3. Social
( )‘ veteran N § N ne year 191‘3 hour. 7 minute A. M
name war. o No. o &
21, T hereby certify that I attended the deceased from._Z /.. #%. arL. ﬁ‘ <3..
5. (l:o]or or 6. (o) Single, widowed, married, 18- to 19
4. Sex Yale | (he¥hite tisorced . WEAOWOL I 110 f tast saw hmamativeon 2/ R &6/ ¥ T ®.
6. (b} Name of husband or wife.. e 6. () Age of husband or wife if || 3nd that death occurred on the datpfnd hour s\tated above, Duration
Unknom alive..... ™ ... years Immediate cause of death... Ge"#" Dy
7. Birth date of deceased Unknown ~ b
. {Month) {Day) (Year)
7
8. AGE: Years Months Days Ii less than one day Due to..... LT
79 ? hr. min, J§ -
“ Due to.
. Btrthp]aoe_..._._._. U.nkno .
(City. town, or county) - - {State of fareign country) . - %
. Other conditions '42'7&/%
10. Usual muwﬁ?";"—'—"nnknnmpﬁ?tj‘n?d (Include pregaancy within 3 manths of death) . [}
11. Indaostry or business_ = ﬂ : ) il PHYSICIAN
o * .. Major findings: ‘ -
= { 12. Name Unknmm o Of operationa
= AT g 4 o o i T Underline
=0 18 Blrbolae i death
~ 14 Maid l.ns: or enunl.y) ] (State or foreign country) Of autopsy. should be
= name.. ta-
g{ e [ N+~ JR | I tiqﬁmll;_
e | 15 Bu’thnlaro - p—
= T{Gity. wator conaty) (Btats or forcien congiry] 22, If death was due to external causes, fill in the following:

(a} Accident, suicide, or homlicide (apecify)
(¢} Date of occurrence.

{City or town) nty) tete)
(d) Djd lrnliuroy oceur in or about home, ob farm, in Indusl.rin.l p!ace In public place?

pende

(Sv-d!r typa of plece)

13. C* While at work?.-...... (e) Means of uuurym S
® Aadrmmm..u' dance.. Blvd.,,_.._ % A m
19. (o) f..- 9{3 ® ,Zp-éé ————— 23. Sighature. D.orothen) _____
(6-&0 received local registrer) {Rexistrar's signatare Addrm_Y‘{. [ e o f o jee.. Date ma‘f‘,&?/u
5@ ‘ (Licensed Emhbalmaer’s Statement on Reverse Side‘j’ ) V * J



LA o

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by m':a, or by

i

LI : , Registered Apprentice ‘No .

working under my personal supervision.
- : '
Signed !
] - [
’ . Licensed Embalmer No
\ -
' St P. O. Address : e
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 embalmed, fact ghould be so stated above.




