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

DEPARTMENT OF COMMERCE
Byrgau OF THE Cnhsus

FILED Nov 1° o3
Ren-lntlon Diistrict No. __..L_g‘i

STATE BOARD OF HEALTH OF MISSOURI ;. SRiyep
F S PSOE

STANDARD CERTIFICATE OF DEATH
Primary Registration District No........ _LLD...&..J_._ N

State File No.

Registrar's No

1. PLACE OFJIJEA'I'lll 2. USUAL RESIDENCE OF LDECEASED: ;é/
(a) County..... ackf(ggsas CTEy {a) State Missouri ) County. Jackson 3
b C' _____ -
®) City or mwn\'" outslde ety or town limita, write "RURAL™ wod name of township) {¢} City or town I{ansa 8 City o

{c} Name of hospital or insticution: (Il outalde cliy or town limits, write "RURAL™) o
4304 Main Street ~/2nd Floor North  Suret No. 2304 Main Street-2nd Floor North
(If oot in boapital or institution, write strest nnmﬁm location) (1t rurnd, give location)
H 1 fostitution .
(@) Length of stay: In :tln.oll.pif.&a’eoar.;s' T {Specify whetber || t¢} Citizen of foreign country? No (Yes or No)
In thi Y T e ———————— || o e me-—-—
ny::r:. ﬁfﬂ:’ or tdy".’ I yer, name country.
MEDICAL CERTIFICATION
duls FRsTMrs. Sarah Elizabeth Carr Headrick October 2g9th
- 20. DATE OF DEATH: Mouth, day. T
N
NAME WaT. o 21. I hereby certify that T attendad thejlnmaW_&.g__‘rn >
5. Color or 6. (0) Single, widowed, married, ;9 ot 19/
Female /C ¥h Wi . £~
4, Sex e ._l mce...ﬁ.&..&}_.e...... ’Zdi orced....—..-.. (_1 inf,g‘_ l that I last saw h{e’l. alive on M 2 19..£:.3
& 8) Name of husband Jr HJ r * 6. (&) Age of husband or wife if || 3nd that death occurred on the date and hour stated above. Duration
harles Headrick alive, === == _/‘
7. Birth date of d . August 4 1860 L‘-
{(Month) (Da7) {Year) -~
<
8. AGE: Years Months Days» If less than one day °
g3 |2 25 b, o || ey )
e to o
6. Binbpiace ULKIOWN Kentucky / “L&A
(Clty ‘l‘, nr mnfq) {State or lorelgn eountry) Lo ) >
Oth dit] P
10. Usnal oceupation - un:n:a.:m:l::,’-mm S months of death) - Sy
11. Industry or business_____ .~ . A PHYSICIAN
x neustry or Joseph Carr Major findings: H ——
= { 12, Name osep T = operations . tr Uaderline
1 1s. Birehor : Unknown &/ o : ' {) ' Bt
3 " fwhi
: (Clty, ‘"'n'BmBWn {State or foreign couritry) Of autopsy % b shonl deabe
2 [ 14. Maiden name : i ity
£ nknown = - :
§ 15. Birthplace S 7 22. 1f death was due to external causes, fill in the following:
16. (8) lefo oA . SZ..A_ W (a) Accldent, sufcide, or homicide (spedify)
* Ad o (b} Date of occurrence
17. (a) (b) Date mmof_.éé.’_::i_._ () Where did Injury occur?...: TGty oo towal  (Comnty) T
arial, ""mzh“- or remo. West Plains (M"i‘ﬁ“i)s(g‘o’{n(:}'{') (d) Did Injury occur in or about home, on farm, in Industrial place, in public place?
(o) Place: burial y’q@&,{:}fnf
S T of plare,
18. (o) Sigatare.of faneral eii;;c;nﬁ 24 We_.&m‘ \While at work R v 'g:' Vizane of h,,ﬂ,,,_
e . ﬁ
dd: ; h F
(8 Address 23. Signatur d (M
T :3.0_“2:3_ o el

Nate cacoived bucal reristrar) ) _JA [ﬂerh!rar s eipmAtire)

Address £ 0.0 2 8N

k_Q__V"l‘ Date ﬂgn:d’.g..'.'.:.l_.f_.,gj

207

{Licensed Embalmer’s Statement on Reverse Side) 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 me, or by

¢ ) : ‘ , Registered Apprentice No

Signed WWW//QI/
Llcensed Embalmer No / 0/ J> /
P. 0. Address / & o

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in lns OWN IIANDWRITING (Fal]ure to comply with
the above constitutes grounds for revocation of license.)

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

working under my personal supervision,




