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

DEPARTMENT OF COMMERCE
Burravy or THE CENSUS

Fl&ﬂEQﬂon Diutdct‘No.ﬁﬁwm__

STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District No._‘g.a../_.a,__,___

State File No ...........:g— 3,&.1 .......
3.42L.

Registrar's No,

1. PLACE OF DEATH:

@ couny_.C8pe Glrardeau
(6) City or town gape Glrardeau

{if outaide city o town limits, write “RURAL" and neme of townakip)
(¢} Name of hospital or institution:

______ 21 North Sprigg. Street /.

{If not in hoapital or inatis r{testreas number or !nell.lon)
{d) Length of stay: In hospital or Institution

In this oommunlty___.._...a.Q._y_g_ars

yoars, mantha or daye)

(Specily whather

2. USUAL RESIDENCE OF DECEASED:

/6
@ sme Missourl o counyCapE __&imndﬂau
(¢) City or town.. C ane | GiLa;‘.deau ?/

{[{ outside city or town limits, write “RURAL")

@ Street No._..d Horth (IrSp_F:;I. . &treetm ................
rural, giv: atian)
(¢) Citizen of foreign country? 7’){) (Yes or No)

1f yes, name country.

3. (a) PRINT

FuiL name____Abna T.Turner

3. (&) Soctal Security

fafe war. No.

/Color or

3. () I veteran,

6. {a) Single, widowed, married,

MEDICAL CERTIFICATION

20. DATE OF DEATH: Month_S€DYa  ay 24th

car Q4D o hour R .. minate_ 00 _Fanm.
21. I hereby certify that I attended ihe deceased from.. S plemben. .
1942, w.3eptember. . ., 194,3-

4 &;Eﬁm&lﬁ_ ,Zdjvomed.Wid.QMd.. that Ilast saw h.2 X0 aliveon 24 £ 1y dgy—of— 'Se'f}t
6. {b) Name of husband or Wife..ouwo—oeeoe. 6. (c) Age of husband or wife if || 27d that death occurred on the date and hour stat above. Duration
_James A.Turner wlive. " years|| Immediate cause of death TLY QC 8L dial failure
7. Birth date of decensed_ AUBUSE 9Eh 1862
‘Meanth) (Day) (Yoor)
8. AGE: Years Months Days If less than ont day Due to myocardl al in Suf‘t 1 ciently 1 yr
81 1l 14 :
! hr. min ) e, Sdvanced sge-
0. Brnpce Cr@ €k Nations Mispurid

{City, town, or coenty) {State or fureixn country)

Domestle Housework . . _

10, Usual occupation

"Other conditions

None -

Vr

{Includa pregouncy within 3 months of death)

A
L
T4

11, Indust bsin PHYSICIAN
- nustry or Business Maior findinga: { ’)
=3 A Name__ "= RREOD Of operationa it g7 Underline
£ ¥ i A
=\ 13. Bimplace_ DON't _Know e — _9) the cause to
‘_ Ly, , or tate or foreign country Of autopsy shorld be
= { 14. Maiden namr__ﬁnﬂ ﬂm t3;__......._.._—._......-.._._..._.:_._. ] charged sta-
£ 9/ R tistically,
S| 15 Birthplace___.D_Qn_.t_.KnQﬂ 22. 1f death was due to external causea, fill in the following:
= (Clty. taws, or conoly) (Statas or foreign éountry)
: ici ify)
16. (o) Tnformant_ MESoAlma Nothdurft || @ Accident, suicide: or homicide {specify.
) Addres_ Cape Glrardeau,Miss ourd|[® ate of sccurrence
17, (0} e (8) Date thereof.. D =2D=43 (c) Where did injury ocour? et R s
" Barial, cromation, or romoval) (Month) (Dey) (Yeur) (d) Did injury occtr in or about home, on farm, in Industrial place, in publ[c place?
{¢} FPlace: burial or mma(ion_._L.Qr«imiﬁ.n....G..Qm.t..l......._.......w.
y f phar
18. (@) Signature of funeral director...d.e. Lo LLAIMAT. (Speclly type of place)

(5 Adires__Cape Birgnr
0. 0 LO=f= T

(Dnts received Tocal risistrar)

l!

While at Work?. . oerecegreen (€} Meaneof Injury.
- w

23. Signa vereenes VML D, ot Other)22h-¥,

Address =&

e&aﬁ«m

{e______ Date pig-nedj/&_&' ¥z -

/ 0/ t g (Licensed Embalmer’s Statement on “e'em Side)




. : o . RECEVED

District Health Officer NO...-.{t.,i,}/a
: Dlstrlct Flle Number---{_c?..(f..._---_-_--
o - SO~ b—-¥3

STATEMENT BY LICENSED EMBALMER

]

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

Registered Apprentice'No -

gn,%/ el

Licensed Embalmer No ) 4122

working under my personal supervision. J

P, 0. Address.QAape. Girardeau,Missour

. Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER i in h.l.B OWN HANDWRITING. (Failure to comply with
.' = the above constltutes grounds for revocation of license.)
)

: . H this body is not embalmed, fact shou]d be so stated above.




