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

LI S

DEPARTMENT OF COMMERCE
BUREAU OF THE CENSUS o

HILED prG 9 1943—

MISSOURI STATE BCARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registration District No_@_éf

State File No,

Regisirar's No

1. PLACE OF DEATI:
(g} County.

arton
Rural {Lamar Twp)

_(lfoul.n.ide city or town limits, write “RURAL" and nams of township)
(¢) Name of hoapital or institution:

{b) City or town

2. USUAL RESIDENCE OF DECEASED:

{a) Stata..mﬁ.ﬂ.g_o_ul‘.i.._._m 1)) Oounty.._B...a rton e
Lamar R.F.D, o

{1{ outside ity or town limits, write "RURAL"™)

(c) City or town

{City, town, or county) {State or foreign muntr,)

Mrs Mayme Cooper

16. (s) Informant

(b) Address TLamar MO,
. @ ... purial (b thereot']:.l:..../ S=h3 ..
(Buariel, cremation, or removal) Month) Ym)
{c} Place: burlal or crematio ._i.._v_e_r _ﬁ.é._i_ﬁ S -

18. {a) Signature of funeral director.

Targr, 110 Vs

22 If death was due to external causes, fill in the following:
{a) Accident, auicide, or homicde (specify)

(Tt oot in hospital or institution, write street number or location) I
. . P (d) Street No
(@) Length of stay: In hspltﬂl or institutlon (8pecify whether (Ifrural, give location)
In this community. yrs ‘@
years, months or days) {¢) If foreign born, how longin U. S. A,? years.
MEDICAL CERTIFICATION
s.@PRINT Wi]]liam Thomas Cooper
FULLNAME Nov 1lth
20, DATE OF DEATH: Month. day.
3. (¥ If veteran, 3. () Social Secusity vear—. 3903 houw 1l o A oM.
nName War. 3 L
21, 1 hereby certify that I attended the deceased from...
Male o 5. Color or te 6. (a) Single, mdm;dr e , 19)“ to. 1 1 VA f // l‘l
4. Sex.n race divorced.\...0. that I last saw h. i allveon ... . g ,
6. (b) Name of husband or wife..—...... 6. (¢) Age of husband or wife if {| and that death occurred on the date and hour utated above Duration
Me. yime COOPGI‘ alive. . A Lo years || Tmmediate cause of death
7. Birth date of deceased... Sept lst4 ]..871; R | [—— W MM‘ E'l E
Month) Day) (Year) [
° -
8. AGE: Years Months Days If less than one day Due to.ﬁ s
7 hr. min = r’g ,g’
Due to. L, o
o, Binnpince.. 8 €5feTS0ON CO,Tenn { ‘ L
. . (EC‘iw. town, or county) {State or foreign counntry) ~d
: armer Other conditions.
10. Usual occupation {laclude preguancy within 3 months of death)
11, Industry or business PHYSICIAN
Major findi H
5 12. Name James O,Cooper afor A —
- nderline
E 13, Birthplace Arhaﬂsas ’ ;hhejg;gse:g
(Ci wn, of pounty) {Stats or focelgn country) hd ea
E 14. Maiden name %TCHO% Of autopay. ﬂhoulds&e-
istically,
5} 15. Birthplace q tietically
=

() Date of oocurrence.

{c) Where did injury occir?.

(City or town) (County) (State)
(d) Did injury occur in or abont home, on farm, in {ndustrial place, in public place?

While at workf: L&
23, Si —ali

(Spml'y :m of place)
of imury L=

(8} Add M D
..... . (M, D ther). .t [ #
1. @ LLIFNT . %Z‘%’M A Bt B VA o Pt :;;DJ:ML 2

‘ ] i TLicensed Embalmer’s Statement on Reverse Side)

/9 &3



RECEIVED

District Hz2"th Ofu ar Mo. 6,
Distrlct Fite Mumb . 4434-/ J/
Uuce Filed --gg.c,.‘t-)%; _________

; ’ 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

: S ———— ey Registéred Apprentice No
working under my peraonal supervision. :

P. O. Address...

Note: The nhove MUST BE SIGNED BY THE LICENSED EMBALMER in bis OWN HAND

WRITING . (Fai'lure to comply
the above oonshtutes grounds for revocation of license,). )

.H this body is not embalmed, fact should be so stated above. . T . a



