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

Registmation District No.

DEPARTMENT OF COMMERCE

FILEB pEC” R 1943
FILEDDEC §

MISSOURI STATE BOARD OF HEALTH ; 39325:

STANDARD CERTIFICATE OF DEATH State Pils No.
Primary Registratlon Distriet No._(0_/ é‘zg  Regisrar's No 4 g

15, Birthplace.

(City, town, or

* () Place: burial or cremation

A connty) (State or foreign country)
“16. (2) Informant Julia Ayres.
(b) Address Dexter R #4
@ Burial - () Date thereot___10-29-43 "
(Bortal, cremation, or (Monih) (Dux) (Veas)

exter Colored Cem.

®) Address.

18, (¢) Signature of funeral dim}.ﬁ lanken Sh iD-Str l. Cklan:

Dexter, Ho.

19. () Lf— 0= £32 ®

{Datoroceived local reglatrar)

&

(Be;'ill._rlr'u sigtatare)

!

22, If death was due to external causes, fill in the fellowing: -
(8) Accident, suicide, or homldde (specify)
{}) Date of occurrence
{¢) Where did injury occnr?.

N {Clty or town) {County} (State)
{d) Did injury occur in or about home, on farm, in industrial place, In public place?

1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED: /53
(@) County. Sloddard T Missouri Stoddard V7
®) Gty or town RUYal TIi0erty TWp. (a) State 8 ®) County 2 5
(If outelde city or town Gmits, write “RURAL" and oame of township)
(¢) Name of hoepital or Institution: (©) City or town____RUTA1
(If octelde city or town Emite, write “RURAL™)
(If not in hospital or institation, write stroot number or location) R F D #4
Le f : In h on (d) Street No. » » -
{d) Length of atay: In hospital or Instituti ( - Ty v
In this community, y
yoars, montha or days) (&) 1f foreign born, how long in U. 8. A.7. years.
MEDICAL CERTIFICATION
& s Ee Lula Holwell Oct o4
3. (7 U vereron O po— 20. DATE OF DEATH; Month ot day.
) ’ ) ¥ Yyear. 19 43 hour. 1 O minute, X P ] M
name war. No.
2 ; by c tt d from
5. Color or 6. (o) Single, widowed, married, i 193
4. Sex Female 35.:1- Colorgd o?divorced...fi..]:dmo “.-..e.-g" that I last saw h alive on. 19 H
6. () Name of husband or wife...o... e 8. {c) Age of husband or wife If || and that death occurred on the date and hour stated above. Duration
aliveo . __ .years || Immediate cause of death - 7
7. Blrth date of d d AU.E', . 29 1873 o - S
(Montt) ) (Yown) S A A,
8. AGE: Years Months Days 1f less than one day Due to
7 O x 25 hr, min
- Due to
5. Birthplace 1L tt1le Rock Ark./ - R P S——
(City, town, or county) {State or foreign country) s
10. Usnal eccopation Retired O(r;hez ?ondltinns,_ g‘#l i%h éw
11. Industry or busi - / PHYSICIAN
E 12. Name i. G. Thonlas N Ma’c()); ‘;‘,"p‘i‘.n“?flm Fa)
I / ﬂ ) Underline
= {13, Birthplace < . Qkla. ; the cause to
ty, to {forei, try) N
14. Maiden name Y N ?nﬁe co rd sate o foreigm eonm Of autopsy. ;w'&s
{ . N o tistically.
=

Specify t; f place}
While at work?... { (oeana of injury.

23, Signatur ‘..Ia. /4 AA/// 17- ~ .fl" (M&. b O
Address_J /- 7,‘,..-; 2 4‘212/'/ Date elgng %Z/‘f&

779 G

{Licensed Embalmer®’s Statement on Reverse Side) l /ALY IZ /k"-



[
-

: b . 'RECEIVED
District Health Cffice No. 2,

t o : '_ 'District File Number-_/l?fi--/ﬁ.?
' Debo Fledore L2643

RS T, - -

. a Ca A . .

H “a

1. ’ "

L Y N : Ty

- oA
. .
- - \&. - ) ) ' ; N -
TIoman L s STATEMENT BY: LICENSED EMBALMER®: ~

. ,A
e g et rw-——u——""‘-"—" -—

T hereby eertlfy that the body whose name is , recorded on the reverse slde of this certlﬁcate was embalmed by me, or by
it

s

. ; Reglqtgrf:_d Apprentice No

working under my pcrst;nal supervision.

| STy -~ onensed Embalmer No._97 77 -
[ . ' . ..- . Lol -E “.a I 11 .- .
‘ : 277 PO, Address. /Jé‘z’%
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply witl
the above constitutes grounds for revocation of lwense.) .

L
" Tf this body i is not emhalmed ;bove space; should be le‘ft blank

—

4




