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DEPARTMEVT OF COMMERCE
BUREAV OF THE CENSUS

Fath wAY § 13

Registration District No.—...

STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIHCATE OF DEATH

Primary Reclstration District No._

14799

Staie File No.

3 od

Registrar's No,

1. PLACE OF DEATH:
Howell
Brandsville, Misscuri

{11 gvtnide city or town limits, writs ‘IIURAL" und asme of township)
{c) Name of hospital or institution:

(a) County
(& City or town

(If not In bospizal ar institntion, wrils street number or locatlnn}
(d) Length of stay: In hoapital or institution

{Spectly whether

2, USUAL RESIDENCE OF DECEASED:

(@) SateMMiSsQUEA @ Couuly..H.Q'_Vg.llm«,_,___n

(‘) C[t? ot tuwn Br&ln SVJII].éy
{if autside city or town Hmits, weita "RURAL™) ‘:4;

() Street No

(It eural, give losntian)

(¢} Citlzen of forelgn country? (Yes or No)

In this community. 3 ¥I5. U
yoars, munths or deys) If yes, name country.
MEDICAL CERTIFICATION
Fulh MameWilliam Rolsand Williams 5 17
— : . 20. DATE OF DEATH: Month day
3. ) {f veweran, 3. {e) Social Security year lt'44 hour, 3 minute, SUP M.
name war. X No, X
H b,gtby certﬁ!y that | attended the deceased from
5. Color or 6. ta) Single, widgwed, married. ,9_4})_ w. Meh, 31" wid.
4. Sex. M O race W divorced_. ..-M._—-—--—--— that 1 last saw h i m allve on b e.bl”u ary 127. 44
6. (¥ Name of busband or wife.._.. e 6. () Age of husband or wiie if || atd that death occurred on the date and hour stated above.
Addie M, Wllli qu ative.___ 2% years || [mmediate cause of death Tailure of the Duration
7. Bisth date of & March 25-1863 breathing centers
(Manth) (Day) (Ywnr}
8. AGE: YVearn Months Days If les# than one day Due to_.._ge‘mbﬂz.al__h_e_MQI_r.hage ]
74 11 12
hr. i
r min ) e 2rterioselerosis, angd
9. Birthplace BALESV] ans.,.d Jhigh blomq,d,p,l:qe,sms.ux_e_._ﬁ_ __._f___m____
(City, tawn, or eaunty) (State of forslgn country)
10. Usual occtpation Farmer ?}}:IL:‘:?::;:, withio 3 months of death}) A
11. Industry or business i ﬁ' d‘_ : - L PHYSICIAN
£ ( 12. Name Marion Willisms || Mafor ndives: "W g *oneration —
£ Kentucky /[ i roLor tho cacoe 1o
2\ 15, Bibanee essie o
t {City. town, & eonuty) (State or foreizn country) Of autopey auvyonsy shorld be
5 { 14. Maldenname___ ATminta. £laxton : C{"”gﬂ Bta-
= . tiavically.
S 15. Birthplace .,KED_EHQ}Q’_,__.!____. 22. If death was due Lo external causes, fill in the following: -
= (City, town, of connty) (State or forelgn conntiy)

Informaat.. *‘irs- W. R. Williums

16, {a}
@) Address Brandsville, Missouri
17, (@ : B () Date thereof. 0= 22-44
(Daxisl, cremation, or removal) (Month) (q.,) (Your)
- " ()" Place: butip! or cremation Mcody, Missouri

18. (o) Signature of funeral dircctor.........ﬂ.g. Lteons

(¢} Accident, sulcide, or homicide (specify)
(b) Date of occurrence
{¢) Where did injury occur?
{City or town) (Cnonty) (State)
{d) Did injury occur In or gbout home, oo farm, in lndu.stria] placc. in public place?

(Specify t af placs) .
iy “)” Means of 1JUry oo
R

While at workZey. e~ — den
%) Add West Plains souri @’) e
19. {a) =/ 0 ‘;HPZ(M 23, Signature.....A% r A L D’ .
. {a (+ ,
(Dardroceived local reristrar} {Rariatrar’s damatare) Address._ 1€ 8L _Pla.J_ns ,..«...;!0_.. et Date sign

Ty

{Liconscd Embalier’s Statement on Reverse Side}
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RECEIVED ( o
Dtstnct Health Officer No. 5, | ’

'Dnstnct File Numbe -.%Q.Qg é ?

Date Filed o . %, é“?

STATEMENT BY LICENSED EMBALMER

Y . ’ i -

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

working under my personal supervision.
] 0

LN

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revocation of license. ) )

,‘\.‘ T ;_If this body is not embalmed, fact should be go stated shove.
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