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

DEPARTMENT OF COMMERCE
BurEAU oF THE CENSUS

FILED NO 30 1%4

THE STATE BOARD OF HEALTH OF MISSOURI®

STANDARD CERTIFICATE OF DEA"«I‘H
Primary Registration District No... & j ﬁ‘ / ?‘

e 7
State File No 8 f 641—
Registrar’'s Na.___,_7__d________________,,.....-

Reglstmﬁon Distrlci No.
1.. PI.ACE OF DEATH:

Douelas
Ave Hural Washington=dy,

{a) County
(b) City or town

(LT outside city or town limits, writo “RURAL" and nome of townshiph™ ~
{c) Name of hospital or inatitution:

2. USUAL RESIDENCE 0[" Dl-I:EASED:

(o) State. MESAOUTA 7 1} 0y couny. Dong las._.._...._{_.éé.
J(z) City or town XV& Ruml i

{Lf outaids ¢ity or town limits, write "RURAL"} d
{d) Strect No Route 3, ° -

(If not in hospital or instilution, write streat nomber or localion) I T rora, give Jocation)
(d) Length of stay: In hospital or institution
(Specify whether || {¢} Citizen of foreign country? (Yes or No}
In this community, /']MMJ{ A 79 Yoo (
years, months or days) i [ If yea, name country.
MEDICAL CERTIFICATION
L@ PRINT  gillig M, Leth
7 E . co .
FULL NaM | 20. DATE OF DEATH: Month___ ULy day 12
N N 3. t
3 ll: veteran, . (¢} Social Security year l944 hour. i minuge ‘{\}M
fa No....—.._] oY - VR
itdhibder None 21, 1 here‘by certify that I attended the d ed from f 4
0 $. Color or 6. {a) Single, widow‘ed. married, 191..% . 19___;
s sex....tale | rce. ¥hite divorced .2 AOWBA || that 11ast M“ wSzeels /=7 19 &7
6. (b)) Name of husband or wife.....cveroe et 6. (€) Age of husband or wife if and that death occurred on ﬂiate and Hur stated nbove. Duration
Alice B, Letheo alive..._ . _veas Imme/Wf death
7. Birth date of deceased January 9, 1867 ot M éﬂ/f M
.- {Month) (Day) {Year)
8. AGE: Years Months Days I lesa than one day Due to J/
J
7 7 6 3‘ hr. min /-\ ,\
Due to SR
9, Birthplace Douglas County, Missourit) i
T T - {City, tmi'n,nl coanty) ~° (Stats or foreign country) -
Qther conditions. _
10. Usual occupation armer " (Laclude peegnancy within 3 months of desth) —
11, Industry or busi . - PHYSICIAN
Magt!' ﬁndm_gs:
g Name___._J0seph Lethco z operations.._........ ‘ . Undertoe
{4
= . Birthplace Unknowm ! wl:iglégﬁ
{City, \owz, ot county} (Stats or foreign countsy) Of autopsy should be
a 14, Malden pame isha Fn ater : De
Unk U] tistically.
S | 15. Birthplace nXnown 2~ |1 Z2. 1f death was due to external causes, fill In the following:
3 Ly, S tigaoountry) -
16, (@) Tnfo L_lZ % z : 6 ; (a)” Accident, suicidé, or homicide (specify) : T
) Address Route, ava,(/issouri (8} Date of occurrence
3 . . 2.
17. () Burial () Date thereof.___T=lG=dd_ || WheredidInjury occur Gy o o
{Buzial, cremation, or removal} (Maath) (Dey} (Year) (¢} Did injury ococur in or about home, on farm, in industrial place, in pubhc placc?
(c) Place: burial or cremation Goodhope
- type of place)
18.- {a) Signature of funeral d;mapr._(_'w'_lj._nkingb_e.ard__i?m ral Hame wiieat work? . ______‘i_ (:iu:an: of injury.— .
. Ava, Mis ri - _
b) Address AR AR W POy A | ET Signature b pf n™ o A ____Q (M.D.orother).. ..
19. {a) th‘ /?‘f‘?‘ @) s . A % i 7 17
(Date recoived local resistrar) Loy (Rerisirer shignatore) Address N A . Dute signed .

j 161 J?? (Licenscd Embalmer’s Statement gn ﬁev:rn Side) K ' '. T
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"STATEMENT BY LICENSED EMBALMER ’ - " ]
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by
. LS
........................ : Registered Apprentice No .

working under my personal supervision.

- L.

Licensed Embalmer No 87\?/
P. 0. Address ﬁ’&/ M

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.) .

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




