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DEPARTMENT OF COMMERCE

LED FBV 10 ?9"15

STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

2] /2 6
State File No...,, I\- U'3

William Payne

{Barial, cremation, or remaval)
(¢} . Place: burial or cremation,. ..
18, (o) Signature of funeral directory

#) Address Suyl

Cross Road . ,

16. (a) Irformant ;
{4 Addr Sullivan, MoJ
17, (a} Burial (&) Date thereof. JOBE -43

(Month) (Day} (Year)

19. (a) &

m While at

{Data received loca! registrar)

(Registrar's signature)

(g} Acrcident, suicide, or homicide (specify)

Registration District No...... / ................... Primary Registration District Noy/;‘ Regisirar's No$?2—
1. PLACE OF DEAT%I: m 2. USUAL RESIDENCE OF DECEASED;
rankl in .
(@) County (@) Sute.... MO @) County...CrRWLord -
(b) City or town.. Sull ivm R [
("Mmﬂl city or Lown limils, write “RURAL’ agd pame of towaship) {c) City or town B ou l"bo T, !\-' [0 J8 -
(c) Name of hospital or institution: (I cutside city or towa Himits, write “RURAL") 7
North side, sullivan, Mo. /
(d) Street No.
{If not in hospital or {ostitution, writa street number or Iocnhonj (If rarsl. give kocation)
{d) Length of stay: In hospitel or institufion ... S ix Weeks No
(Specity whether || (¢} Citizen of foreign country? (Yes gr No)
In thia community........ /
years, months ur days) If yes, name country,
MEDICAL CERTIFICATION
fold FuNTGeorge Washington Payne
T — 20. DATE OF DEATH: Month...QCYe . _day. 27
. (&) If veteran, No 3. (o) a urity year....1.9.45.............—---hOUf 4 minute. A M.
N
mame war i 21. I hereby certify that I attended the deceased from September 13th.
5,:Color or 6. {a) Single, widowed, married, 1043 10, October 27th. 1o 43.
s sex.Male ,gmr- W 2 divorceas. 1AQWEA .. that T last saw BX2%___ olive on OctOb er 27th, 1943. 19...;
6. (b) Name of husband ot wife..... ool 6. (¢) Age of husband or wife if || and that death occurred on the date E.“d hour etated above. Duration
ba_rahP_ayn oo yeara || Immediate cause of death Uremic Coma
7. Birth date of deceased... ( A ugf‘-’i‘?tba ...... ] @558 .........................
{Month) (Day) (Year)
8. AGE: Yeara Months Days If less than one day Chronic Nephrlti 8
85 2 IO wnllle .o N,
. e \ i Due to....
0. Birthonc.. G r@Wford Co. Mo. 7]
(City, town, or county) {State or foreign country) - ol ; ’)
10. Usual oceupation....... & RGN (%}25152 :fe::':, wilhin 3 monthas of doath) ;
11, Industry or business h l‘ PHYSICIAN
TR UL Y Major findings: ——
E $2. Name.. .9 11T ¥am T :Payne agt!oplzzrantllzzns.._.._..... !l ? Underti
B : [ nderline
=0 1. Biehoce... M isS0URY, g i - ! e case o
(Citg tow ty) ( forei otry) 1d b
= { 4. Moiden pame.. P BTIHE Mite bl :"a Of satopsy Charyed sia-
= [ - S tistically,
15. Birthph Missourl —
§ irthpiace City. towt o7 counts) Bt or Tovatnm vomtess 22, If death was due to external causes, fill in the following:

(8) Date of occurrence,
(¢) Where did injury occur?.

¥ or town) {Coun

(] (Sta
{(d) Did injury occur in or about home, on fnrm in industrial place in pubhc pl.m:e?

{Spocify typa of place)
€

“z?““—ealz g M

de Hospital -fy

23. Signlature
N
Address. .70

it

=]

of injury... —

D. c:ruthrr)
‘L. ﬁe mgnedlo,._za.(

Freh |

{Licensed Embalmier’s Statement on Reverse Side)



STATEMENT BY LICENSED EMBALMER

working under my personal supervision.

P. 0. Address...31l1l. 1van IUR.LT o N
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in l:ns OWN HANDWR]TING (Failure to comply -

lhe above constitutes grounds for revocauon of license.)

UIf this body i s not embalmed, fact should be so stated above.




No. 2B DEPARTMENT OF COMMERCE THE STATE BOARD OF HEALTH OF MISSOURI M .
State File No

=543 Buasau oF g Census STANDARD CERTIFICATE OF DEATH

T {36930
Registration District No... _/ /%....m Primary Registration District No._..z/&..é.._.. Regisirar’s No. 3‘2
1. PLACE DEATH: 2. USUAL RESIDENCE OF DECEASED:
[=|
= (6) County., . {a) State ) County
=] (b) City or tow — .
[s] [14] ‘outsids city or town Limite, write “RURAL" n.mi name of tow lovrulnp) (&) City or town
§ (¢} Name of hospital or institution: (U] outside city or town limits, write “HWURAL")
E"‘ (If oot Lo hoapital or inatitution, wrile streat number or location) (d} Street No (1f rural, give location}
E (d) Length of stay: In hospital or institution
z, (Specify whether {1 {¢} Citizen of forelgn country?, {Yes or No)
- In this community.
= yoars, months or days} I yes, name country. -
= MEDICAL CERTIFICA N
@ || 3, () PRINT L'/ M
& gé%«vﬂ 7
20. DATE OF DEATH;: Mont
- 3. (b} If veteran, 3. (¢} Social Security / w
=] —_— N ———— year... 3.... ate .M
i name war. [
-
= 5. Color olrjl/ 6. (a) Single, widowed, married, 19___;
MI 4, Sex -?’Y\ race. divorced .~ % _ ... 19.._.;
E 6. (b) Name of husband or wile......... .. 6. (£) Age of husband or wife if Duration
]
g 7. Birth date of deceased......L2 Lo
= 174
) 8. AGE: Years Months
Z, -
5 671 &
-
) ‘E 9. Birthplace .. g . L —t
——— = ity, to {Stete or foreign counlry)
10. Usual Other conditionsa
5_'; . ace U {loclude pregoency within 3 monihs of death)
=] 11, Tndustry or busin PHYSICIAN
| Major findings:
e E 12. Name Of operations.,
| B hUnderIine
Z, E 13. Birthplace the cause to
- = {City, town, or coanty) (Stats or foreign country) Of autopay ?l?fgl%mgg
5 g 14. Maiden name charged gta-
[-W S tistically.
15. Birthplace ing:
E 3 T P ——— (Siate or Tornige conates) 22. Ii death was due to external causes, fill in the following:
E 16. (2) Informant (a) Accident, sticide, or homiclde (apecify)
B (&) Date of occurrence
I @ Address
17. (@) (&) Date thereof (c) Where did injury oceur? P e o
{Burial, cremation, or removal) (Manth) (Day) (Yous) ¥ or lowa) =
(d) Didinjury occur in or about home, on farm, in industrial place, in public pkme?
(¢) Place: burial or cremation
(Spocify type of place)
18. (o) Signature of f) r ﬂmm—-——« While gt Work? oo, () Mennd of Injtryo
N mw | 23, Signat (M. D. or other)
. Signature .D.orother)____
19. (@) .Z_QJM ) -
(Dats teccived local registrar) (Registrar’s signnture) Address Date signed
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A
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