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

H

DEPARTMENT OF COMMERCE
Bureau or THE CENSUS

FILED. MOV, 2 190

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registration Distriet No........

34083
| [/3-

3607

Registrar's No,

1. PLACE OF DEATH:
{a) Coumy,_______c QOFER
{B) City or town.. EQQHI;L\LE

(If ontside city or town limits, write “RURAL" and name of township}
(c) Name of hospital or institution:

ST. JOSEPH'S HOSPITAL O3

(If not in hospital or institution, writs street nsmber ar locution)
{d) Length of stay:

In hospital or institution......... (
Specifly whether
In this community. LIFE

years, months or days)

2. USUAL RESIDENCE OF DECEASED:

27

(@ State... . MISSQURI (5 Cotnty.._.. 2 QOPER
{c) Cityertown BOONVILI‘E /
(If outside city or town limits, weite “RURAL") i
{d) Street No 104 MORGAN ST. “
(It raral, give locatfon) e
(e} Cltizen of foreign country? NO {Yes or No)

(2

Ii yes. name country.

3. {a) PRINT
FULL NAME

JESSIE MAYE SHORT

MEDICAL W:AT]ON
DATE OF DEATH: Month ’ day

20,
3. (&) If vetcran, 3. (e) Social Security o
NONE year. /% hour. ﬁ/i minute, o M.
name war L NDW"L“'.S‘S 7
21. T hereby certify that I attended the deceased from... QG h.+ 1 ..........................
i 5. Color or 6. (o) Single, widowed, married, 19.9%, . 0ct. 5 19
4 Sex.F_.EmLE_:_ race.. WH:‘E) deorced.__S_IEGI.‘E._f:\ that Tfast saw haZf_ alive on Qet 5 1085,
6. (5) Name of husband or wife.... e 6. {€) Age of huiﬁa/ﬁd or wife if || and that death occurred on the date and hour stated above, Duration
alive... . ¥ vears|] Tmm catwe._of death 4 P A
7. Bicth date of decezsed SEPTEM’BER 25 1918 )
(Month) {Day) {Yaar) R (_’f—
8. AGE: Years Montha Daysa I less than one day Due to 3 ?4‘" f)
26 o 11 hr. min. i 2
Due to.
5. Birthpiace . BOONVILLE . MISSQURI O {1 _
.- {City. town, or county) {Stats or foreign eountry) [? E " 3
R Other conditiona M
10. Usual occupation... SHOE-WOBKER {Include pregnancy within 8 months of dulh)(
i1. Industry o business.. SBMWIN_INC . R PHYSICIAN
=1 ajor hndings: —
g2 NameWILLI.AM . SHORT Of operations. et
g . . nderline
= |13, Birenpuace. GOOFER COUNTY  _ _ MISSOURL. £ A - — the cause to
= ) {Btate or foreign conntry) ™ Of autopsy Ehtorie Wm \:ﬁdocuhlnilicat:ten
] Maiden name.. M f .. h .... 19 OX v charged sta-
o It[aticnlly.

MISSOURI(?

(Stata or foreign country)

COOPER COUN'I'Y

(City, town, or county)

W.J, SHORT

Biltthplace

14,
S{ 15.
=

Informant..

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

() Accident, sulcide, of homicide (specify)..

16. (a) -
(5 Address... BOONVILLE, MO, (6) Date of occurrence

17. @ e BURIAL - &) Datetiereor. Q8T 0 1. () Where did Injury occur? ooy s T

(Buria), cremation, or removal) (Month) (Day) (Year) | {d) Did injury occur in or about home, on farm, in industrial place, in pub!lc place?

(¢) Place: burial or mmﬁon_MUT_GROVEGEMETEBY

18, (o) Sigrature of funeral djmtorhsqu&mwxs__ While at work?.... /o (ﬁ‘:"_f/""(:g‘”ﬁ?aﬁ‘lf injury. 5"} R
“ POQHY LLLE, MO 23. Signature (Mnum

19. (a) Q f _:%'_ ) _._AY C,LLA;S S '4.L§_P__ - Smature—.. i {%/:}\Jy

(D.‘.mm Fesistrav's Smatare) Address.._._ 4250 F XY XA B . Date signed.’

/85

(Licensed Embalmer's Statcment on Reverse Side)
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STATEMENT BY LICENSED EMBALMER ,

r

*

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

working under my personal supervision,

................... 3’. 780.........

Bl V4 Licensed Embalmer
Y b P, 0. Address.. ’ e
Note: The above MUST BE SIGNED BY THE LICE'\SED E‘\IBAL\IER in h:s OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revocation of license.) L .. ) .

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




