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1. PLACE OF DEATH:
(a) County....sulllvan“

(&) City or town
(e}

50150

yian

{[f outside city or town lumh. write “RURAL" end nome of township)
Name of hospital or Institution:

- . / A
(€ not in hoapital or institution, write street number or location)
(d) Length of stay: In hospital or institution

50,

(Specify whether

In thia communtty
yeard, monthy of daya)

2. USUAL RESIDENCE OF DECEASED:

() Smte_;hﬂdmﬁd& (5} County, ..M?"L
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%A / o B 4 f ‘

{¢) City or town

(If autaide ¢ty or town limits, write “RURAL"™)

Street No i
{If rural, give location) . A
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(¢) Cltizen of forelgn country?

¥
(Yez or Nv)
€3 or

If yes. name country.

ru;.“:’. §i‘im_ﬂilmnius Wilson Summers

3. (&) If veteran, 3. {5} Social Security

No.

zame war. No
- 5. Color or 6. (o) Single, widowed, married,
v seMale. 3| meWhite. diverediarried..
6, (b)) Name of husband or wife..uieecccviisiecae. - 6, (¢} Age of husband or wife if

MEDICAL CERTIFICATION
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s minule_3_4 f M.
Lton

20. DATE OF DEATH: Month._.

year._..l:..g__l,ff:fi_.'.....

-.hour: =

Duralion

and that death occurred on the date hour stnt'cd abave. © ,
Immediate cause of dealh-_.J At Ao AP N et
1

- Laura A. Summers. . ative._ Q9. _years
7. .Brth date of d March 17, 1871 T mﬁ?@-._
{Month} {Day) {Year) I
8. AGE: Yeara Moenthe Days If less than one day Due to.. 37': @ - é(/':_,v'v‘— M -
?3 0 20 ....... B, eeises R
Due to
9 Blnhplace_.._ M.i.lan;. M iﬂﬂo‘fr..i ’l“ o

(City. town. or county) (Slnti'ni farsiga country)

10. Uaual mmuohﬁarbl e_.j:ll'.l‘- t ﬂr N
11. Industry or business_ MONUMENnt work.

' Other conditions.__""

{Inclade pregnancy within 3 months of death) ‘1,
| Q v

. Bmhplace_____..._.._lge.gj}u.ﬁky

{City, town, of touaty) {State or fureign coantry)

16. (¢) Informant..._. MI‘B ] S. W. Su.mm ers '
) Addressce...._. Milan, Missouri .
17. €@y M&m:’:ﬁm}w () Date lhereof.Aaﬁ’. 4“4".)_
! {}: Place; butial qrerrpatimme Qakwood Cem, M i an,
18. {8} Signature of funeral direcwol'mg_e.n e__ﬂ__mn eral Sen

N ::%Imlié.z.%y ) ,22_..7..““ nk. ﬂgzl Schog

(nt‘i:ulr 's sienutnre)

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

5i B PHYSICIAN

ajor findin

E 12. Name JO hn W. S‘mmers bf opernlf:nq —

E L . - . Ve {‘ Underline

£ 1 13. Bintbplace " Putnam Co @ AN - the cause to
{Civy, town, or cannty) eign country) Of autopsy hould be

£ 7 14. Maiden name..... _ﬂanc .HM,B.EDIL — ed sta-

E /l tistically.
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(a) Accldent, suiclde, or homicide {apecify)
(3} Date of occurrence.
(¢) Where did inJury occur?.

y or town) (County) (State)
ﬁ) Did injuty eccur in or ghout home. on I'arm, In industrial place, in public place?

v i%ﬂc at work? ..

e
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STATEMENT BY LICENSED EMBALMER

[ hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, 0F DYoo

» -

Registered Apprenticé No . .

working uider my personal supervision, ..

Signprl
t
‘o Licensed Embalmer No. 2028, .~
. ) et '_ P. Q. Address Milan, Missouri
Note: The above MUST BE SIGNED BY THE LICEI\SLD EMBALMER in, his OWN HANDWRITING (Failure to comply with
the abhove constitutes grounds for revocation of license.) | . .

If this body is not embalmed, fact should be so stated above. -




