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

DEPARTMENT OF COMMERCE
BuUREAV OF THE CENSUS

EUED, JUL 10 1944

STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primaty Registration District No._éﬂ_.a..a___

U SO
State File No 2UJ ?i
Regisirar's No,.... ,L ,..i«..z HHHHH

yoars, months or days)

1. PLACE OF DEATH:
{a) County Adair

(&) City or town..___.. Kirksville

(If outside city or town limits, writs “RURAL" and name of township)
{¢} Name of hospital or institution:

Community Nursing Home _._ .. ..

{If oot in hospite] or institution, writa street number or Iucn Unn)
Length of stay:

(d)

In thia community.. ...

In hospital or institution............
(speclfr whether

Most of Life ok

2. USUAL RESIDENCE QF DECEASED: , *
@ swee.. Mlog8ourli ® Coumy_ Bdair -
(& Cityortown.. Karkeville 2
(If outside clty or town limits, writa “RURAL™) —
(d) Street No
(II rural. give looation)
(e} Citizen of foreign country? NO (Yes or No)
If yes, name country /

. PRINT
FUIT NAME CO/?A Af/ff j— oNES
3. (}) If veteran, 3. (¢) Social Security
name war. No.. Hone .

l 5. Color or 6. (@) Single, widowed, married,
s. s Female | n.White. .,U djvorced,.s.l.n&lﬁ ......
6, (b)) Name of husband or wife.....ooomeeeecs 6. (¢} Age of husband or wife if
. x ;1 allve . _ years
7. Birth date of deceased.. .. MB,V ISR (o I ....1.86&

= ST IE L S, (Month) R {Day) (Year)
8 AGE: t . _Yeﬂrs Months Days If less than one day
o 76 i 1 11 hr. min.
5. Binboace...._ETANK1IN. L‘o_. .. Kensasg ) _

{City, town, ox munl.y) - (State or foreign country)”

ES

MEDICAL CERTIFICATION

20, DATE OF DEATH: Month Pt auy AL

yr.__.Lf;ﬁ.’.__Z..___._. onr_.. .__._..minutg&j:_ AM
21, 1 hereby certify that I attended the deceased from.. 2]“‘7
}j ]ﬁ e 10 ‘f)l
that [ last saw b&f . alive on AE"“"‘-C J D z

1
and that death occurred on the ( te and hour stated above.

Duration

Lbape
Due m..__ggzﬁ...m.'....w -’,W*—a

Immediate cause of death

! W
[4

Other canditions.

10. Usual occupation Inva 1 i d ! - (I_m:lud‘o_pteznnnc dz- v
11, Industry or business PHYSICIAN
~ Ma]or ﬂndmgs -
& ( 12, Name__. THOMAS...JONES f f ODOEALORS. e __Eh N
= : : l ’ . B Underline
=L 13 Birthplace. X Indiana = the couse to
. Birthplace. ... ? 'which death
. (Clu tywn, or epunty) (State or forslgn country) Of autopsy FP 3 hould be
& ( 14. Maiden name ... EXrG.... St,a..p.]_en mgm.
= ] ¥.
g 5. Birthplace. T Tp——" %%S;iﬁn!;) 22. If death was due to external causes, hll in the following: ' .
16. (g) lnformant._,_mﬂ_lard__jone_a‘_:__.__ .(a) Accident, suicide. or homicide '(spedfy)
(3) Address Ki rkeville N MO . () Date of occurrence
7. @ BUrdal - () Date thereor. 0/ 22/ 48t ||10 Where didinjury occur? Gy e @
. (Burial, cremation, “”m"upr r v C e“‘“h) ébéﬂl é"'ﬁ'ér V(d) Did injury occur in or about home, on farm in industria) place, in publlc place?
3%(c) . Place: burial or cremation . ﬁgiﬁ A ..
18. (a) Signature of funeral director é. 4 . A vam— R Apr—) .. (Snuifv ‘(’;‘)"l"nrgplm) of Injury..._A
! aaaﬁ ?1 rkaville, Mo, | )74 S =
3. Signature P W . (M-Drosobier
19. {P LY w Z?):u-__ = 4 _(A-fAAAJ_.. .
() {Dada received Kocal rexistrar} %dmumu) - Address... __ Date signedéﬂ[’.ﬁgy

/6 \3"' 7 v {Licensed Embaimer's Statement on Reverse Side)
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i e e . RECTIVED -
T A o - I o Dictrict. Health Officer No. 1@
. : o Distcict Filo' Numbcr-.,z*__f_/.ﬁ:/ Zl ¥
Deto Fiod . JUL 71944
;:1?',‘7-:"-\;\. . T o e )
STATEMENT BY LICENSED EMBALMER -
EVE = L s

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

, Registered Apprentice No .

working under my -personal supervision.

LT Licensed EmbalmerNo Aﬁ(/ Y/ :

: ) N PO, Address.. .{,.M Wﬁ@

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hls OWN HANDWRITING. (Failure to comply wi
« the above constitutes grounds for revocatmn of license. )

T _If this body is not' embalmed, fact shou.ld be so stated above.




