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

DEPARTMENT OF COMMERCE

FILED JAN 18 194@

STATE BOARD OF HEALTH OF MISSQURI

STANDARD CERTIFICATE OF DEATH

4667

Stats File No

Registration District No..«. &7 Primary Registration District NoQ‘a%__ o7 Registrar's No &/ 0
1. PLACE OF DEATH: ) 2. USUAL RESIDENCE OF DECEASED:
{a) County Stoddard ., 5 b fl - Sta ' dd
) City or tomm Perkins P LA awn || @ :L_.lvliﬁs.a.u.t:.j;.._.._.. () County. Stodderd
{If outsids city or town limite, writs “RURAL" aod name of mvrn-hip) {¢&) City or towm........ Per ki ns /ﬂ_?
() Name of hospital or Institution: (If outsida city or town limits, write “RURAL"™}
None (&) Street No 2
(If oot in hoapital or i nstitution, write street number or location) (If rural, give location) ')
{d) Length of stay: In hosplital or institution - , . )
(Specify whather || (¢) Citizen of foreign country?. (Yes or No)
1n this community....... Months 7
ye&rs, monihs or days) If yes, name country.

3. (a) PRINT
FULL NAME

MARY ELLEN HOPKINS

3. (5 If veteran,

3. (¢) Social Security
"'Norre

name war.

5. Color or 6. (a)_Single, widowed, marded,

20.

21.

MEDICAL CERTIFICATION

gth

.minute............E.n.....M.

19.¥.3

DATE OF DEATH: ~Month. . QG e . day

ym,fl9£i) hour...5.408__
1 kereb 16;}1‘&1}13 T attended the deceased from
[9__4_;!11 q

" .
4 Sex P € Tf_l@le race.. NNl ke di(urced. Widaow that 1 last saw heMes alive on 19........3
6. (b) Name of husband o-w-‘-_GF 885 6. (c) Ageof bushaad or wife if and that death gccurred on the fate .and'h ur stated above. Duration

Hopkins, decease QliVenmor....years || Immediate cause of death..._M
7. Bisth date of deceased-.......CBbs 13, 1861 /.
({Monoth) (Day) {Year) I
8. AGE: Years Months Days If less than one day Due to /A
B2 -- 26 oo bf enomin. V4
Due to V- .
9. Birthplace T n JMissouri.. . ,/ / } / 1
= {City. wown, or county) - (State or foreign country) - i’ 4 g

10. Usuai occupaﬁon._..-HQ.us..e.n' ife ?:';ﬁ:dcfﬂ.';:; within 3 months of death) / @

il. Iodustry or business R T y - PHYSICIAN

o ajor findings: —_

24 12, Name Sam Stewart Of operation..........

£ - , ; U . . - MER AT e A Underline

& { 13. Blrthplace ‘ - ; Mag,. ) ;hhek?m:g

. Cllr. , Or COunty, State or l'cruln couatry, Of aut -

% (16, Mudencame o BAFOLINe PalleE ™= atopsy harged st

= ————-— HO 0 Hstically.

g 15. Birthplace B T P— P l:uiln Pt 22. If death was due to external causes, £l In the following:

16. (s) Informant Mrs, Earl Summers (a) Accident, suicide, or homicide (specify)...

(5) Address Pe I'k i ns 2 PAO' - () Date of occurrence

1 o Burial ®) Date thereot_OCt L1=43 || Where did injury oceur? @ity o o] (Gowntn)

(Burial, cremation. of removal) (Montb) (Day) (Yesr) (d) Did injury occur in or about kome, on farm, in industrial p!n.ce in pubﬂc pla:e?

Place: burial or cremation. Gravel Hill CGmeteI‘y
Signature of funeral director. Chiles Und'._ Co.

N

18, (a)
(3) Address_ B].O OITIf i Pld / fl b e
v, Wh2n L LA .
(Dote received bacal roalatrar) trar's signatore)

{Spacify lysu of place)

J73)]

« While at work?__._.....__......_._.._..__._ eana of F L1110 o RN
23. Signature____(#.. Al st . ,.Hf..tj.. (M.D. orother)w
Address SO 4 42/ " Date vigned 0/ 8471

{Licansed Embalmer's Statement on Reverse Side)




| .- RECEIVED -

| . District Health Ofilce;’ No.
i ’ - - District File Number /6/ 143

I . _ Date Filed___.__ /2B~ e

STATEMENT BY LICENSED EMBALMER

1

S I hereby certify that the body whose name is recorded on the reverse side of this cemﬁcatr. was embalmed byme, or by e e

A T e v e eemeacsan - _. , Registered Apprentice No ........
¥ working under my personal supervision. ' .
o N L slgnegﬂm @ W ______ g s
o ] ‘ i A ‘Licensed Entbalmer No 4 119 . :
P. 0. Address... Bloomfield, MNo.

Note: The above MUST BE SIGNED BY FHE LICENSED bMBALMhR in hls OWN HANDWRITING. (Failure 10 comply with
~ . the ahove constitutes grounds for revocation of license.) ’

PN

" If this body is not'embahined, fact should be so stated sbove. ] ' - .




