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

DEPARTMENT OF COMMERCE
BUREAU OF TRE CENSUS

ILED WF@’P@W“WI‘

Registration District Nou.covovervreneenes

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registration District No[’//3

Slate File No

1. PLACE OF DEATH:

Scott
Rural

([f ouistde city or town limita, write “RURAL" and aame of tawnship) l
(¢) Name of hospital or institution: /

{If not in hospital or institution, write street number or location)

{(dy Length of atay:

(a) County....
(b) Cityertown

In hospital or institution

1. year

(Specify whether,

In this community.
yoars, months or days)

M);#ufi J1aaatih

Regisirar's No 3
2. USUAL RESIDENCE OF DECEASED: : /gﬂ
@ swme. Missouri . ® comy. . Scotd )
{¢) Cityortown Rural )
(If outaido clty or town limits, wite “RURAL") L

{d) Street No........ lg .Miles East _of Benton. .

(If raral, give Iocutlnn
y or No}

{e) 7 Citizen of foreign country?......JAQ

If yes, name country,

MEDICAL CERTIFICATION

AT (@) Jinrmlmm

15. Birthplace Shawneetown Ill, /

22. If death was due to external causes, fill in the following:

full e __Nartha_ Jane Latham -
TR T () Socal Seourh 20, DATE OF DEATH: Month 2 day 14 .
. veteran, . (£ 13 curity
¢ .l 94.4 ..hour, minute. 30 a'M
name war. b4 No b4
21. 1 hereby certify lha attended t| eceased !’rmn Fa
F S/Co]or or 6. {s) Single, w?wehmamed \)av\ X v%fm /4 1 J
4. Sex race divorced. -~ || that I'last saw h. @J‘ . alive on 3 — d¢,
6, (&) Name of husband or wife........ooooococeeenee. 6. (¢} Age of husband or wife if || and that death accurred on the date and hour stated above. Duroti
]
William Latham alive..... 88 ..years || Immediate cause of ""“" -
7. Birth date of deceased 30 1879 Cereloral Mmg.n.»:_hgn 3 Foo J1744
(Month) {Day) {Year}
8. AGE; Years Months Daya If less than one day Due to AF}EFIOS QlEY OS‘I.S
64 4 14 hr. min. ﬂnd}J ger{'gns N
Due-to.. A\ \0
L
9. Birthplace.._. Harr lsburg .. /2 r s )
City, towa, or county) {State or foreign country) / "
Other conditions . WSO N
10. Usual occupau:m_..._._.............Q.Qll.ﬁ.ﬂ.w..i..f..e.......... STEASSRSSETIoTaREmpmssssssgssssmsssene (In:l:du pregoency within 3 moothka of death) V &J —_—
11. Industry or business Aol i PHYSICIAN
= ajor findings: A
2 (12. Mame...GEOrge Burroughs. .......|[ Of operations L)
& / . v Underline
s, Birthplaoe.._..GﬂElv.in Lo.. lli o J : the cause to
. unty Late ar forn:n eounuy Of t honld b
% 4. Maiden name.......j: t.i f& koﬁ'g Gﬁa 3 S antopsy ;}-;%Eal:dlut;:
o tiet ¥
&
-

r— e,

.= . . (City, wown, or county) (Stata or foreign country)

. @ mnformant.__Mrs_Vireda McDonald. . ...
® Address L2812 :’:4_t.h....Av.&Lo.aklandmc.al._._..
@ Datethereof. 2416 /44 .

(Burial, cremation, o removal) (Month) (Day} {Year}

{c}. Place: burial or cremation S i k-e 8 t-OI'l MO -
18. (g) Signature of funeral directar H.W.Albritton
Sikeston Mo, .-

-
AL=9

() Address ...

19. (a) Thaw-/ 7- I?w(b)

{Data rocsived local registrar}

T (Be-‘uunr 's nml.n.rn)

{a) Accident, suicide, or homicide (specify}

(b} Date of occutrrence

{£) Whete did injury occur?,

{City or Lown) (County) (State)
{d) Did injury occur in or about home, on farm, in industrial place. in publlc place?

(Smtily tyye of place)

While at wark?.....wueeer, Means of injury. Sy e
Jmtmh_m‘._g_ﬁ

Addren..._..—B!AL on_

M" (2= or other)na.o.
Date sigaed. £~ 7‘""16 d“{

i

(Licensed Embalmer’s Statement on Reverse Side)




o RECEIVED
) - District Health Office No. 2,

' . ' District Filz Nember #/#4/~_ S22
‘ : Lote Flied . ... sl - fsf

STATEMENT BY LICENSED EMBALMER

*T hereby certifv that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by

EIIlbﬁ..l.med, Registered Apprentice No.......... )

working under my personal supervision,

Licensed Embalmer No 2940 o

ra . - . -
i : P.O. Addres=._Sikeston Moa ... |

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply wi

the above constitutes grounds for revocation of license.)

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




