4
s. No. 2~ DEPARTMENT OF COMMERCE STATE BOARD OF HEALTH OF MISSOURI 3’?8’?6

i ey STANDARD CERTIFICATE OF DEATH - stou ris no.
1 X33697 ReglstrauonFDlt&nEctDl\Io _% ;2 ___m‘ Primary Registration District No “““““ 64-_4 f Registrar's No. 3 o 'q

1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED: d/?
a (@) County.... Jackson (a) State Missouri (» County. Jackson "‘
' o () City or town... R'llral Blue ‘1- t1a ""A U
/ [ (If outaida city or town limits, wtite *RURAL" and game of Lownahip) () Clty or town R #2 Indenendence
A = (¢} Name of hospital or institution: (If cutalds city or town limita, write “RURAL™) v/
Y & 909 Fredericks RR2 . @ Street No.. 909 _Fredericks
v ; {If not in bospital or institotion, write street pumber or location) i {If raral, glve Tocation)
4 3 d) Length of stay: In hospital or institution,
J E (d) Length o ¥ od (Specify whotker || (¢} Citizen of foreign country? (Yes or No)
< In this community 72 _years o
!5- yeoars, months or days) If yes, name country, 7
- . . MEDICAL CERTIFICATION
211 e e _Elmer Austin Whitley : Wi
- — i e e 20. DATE OF DEATH: Month YA ey, {
§ 3. (b) If veteran, . . (e Security car _»L‘&“‘_ hour, v minute 35 M.
name war. No. .
§ 21. I hereby certify that I attended the deceaned from
| 1 O 5. Color orh. + 6. () Single, widov:’:il. zaracd Ay [ v 19,?_}{, to 1.4 ~ )7 19%;
| 4. Sex. mar e ace wilve ! diVOf‘-'ed---H-:-I'-'---Q—---g---—--- that T last saw hhaan alive on 19........
E 6. (3) Name of husband or wife——._ ... 6. (¢} Age of husband or wife if and that death occurred on the date and hour stated above, Durati
v alive. .. ............years ||Jmmediate cayse of death..«7) - uratton
) 7. Birth date of decegsed......Anril 1 1.872 mﬁaw AL _C o % e ol
j * (Month) {Day) (Year)
-~
L) 8. AGE: Years Months Days If less than one day Due to
7z,
E 72 7 1.6 hr. min
- {) Due to W
T ) T .
e 9. erthplaoe._.___-E?‘.:idQK&dQ Auaaom s .
ty, town, or county) tais or fureigo country, i o
- Other conditions........ ﬁDDITIONu‘
= 10. Usual occupation (' luds pregnancy within 3 mooths oWLmENTwL —
> 5 || 11, 1ndustry or busiess__Standzrd 0il Co N P ORMATT N PHYSICIAN
ajor findings:
;i g 12. Name Robert Whitley Of operations........ ik r'ggﬂj'ﬁ‘n
2 £ ) N U . Ll A Underline
4 =1 13. Birthplace Missouri the cause to
: t ) City, town, or (%3] (SteLe or forcign conatry) Of autopey :’ﬁcﬁlltﬁugl;
3 & ( 14. Maiden name..ﬁ& Hokey. charged sta-
[N = l a——— tistically.
E E 15. Bhthnlace—_llg%}—— —————— (szi‘i tome iy || 22 1f death was due to external causes, fll in the fallowing:
bt 16. {a) Informant’ : 1 P’b’ -Whitle-st ® “(a} Accident, suicide, or homicide (specify)
B 5 Address_900_Frederick F #2 Indep.Mo. . {#) Date of occurrence
17, (@) - ; {#) Date thereof.11=20=/4, () Where did infury occur? TR e
R R P vy — e e St ny town,
" T (Barht, cramation, o remeval) (Month) (Day} (Year) (d) Did injury occur in or about hnme. on i!arm in industrial p!ace, in public place?
(&) Place: burial or cremation_... WQ0ALawn Cenetery
18. {6} Signature of funeral director—_Ge0..C.Carson fs i 1(,:;« nhrf[::rr;,of LW e
@& address._Inde ™ 06 H= =01 b i A — Al o D ther). b 1/,
. orother). -
19, “,20 o ) s = ’
(“)/ ALe FaCEivad ﬁm(s{rar}ﬁ ) {Rrgistrnr's signature) .. Date tignedjl_.l!!ﬂ___qq

// & } (Licensed Embalmer’s Sistoment on Heversa sidn)

*



STATEMENT BY LICENSED EMBALMER . i "

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

- Registered Apprentice No

working under my personal supervision.

Licensed Embalm 0? 4/% f
P.O. Address(é ?w %
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HAI\DWBI'I(&G {Failure to cmnplv with

the above constifutes grounds for revecation of license.)

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




. 8. No. 2B
OM—5-43
1 X36930

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

DEPARTMENT OF COMMERCE
Burkay OF THE CENSUS

Registration District No.,..,,.l.,.'zé._”.g__

THE STATE BOARD OF HEALTH OF MIZSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District

Qe o

3d}c:

Siale File No

No._.g::d__.é_éﬂ

Registrar's No.

1. PLACE OF DEATH:

(a) County

2, USUAL RESIDENCE OF DECEASED:

{a} State {& County.
(&) City or town """""""" TV ;Zr:wd
I ontside Sty wa licajts, weite >’ and nams of to it
() Nameof hospltal or institution: (@ City or town (If outaids city or town limits, write “RURAL")
(I ot [n Bospilal o Lustitution, write street number ar locatian) (@) Strect No FITCppram TS
(4) Length of stay: In hospital or institution
(dpecify whether || (£) Citizen of foreign country?, (Yes or No)
In this community.
yonrs, months or days) If yes, name country.,............. " 2]
i ~J
a2 MEDICAL c A
NAME . E 7
20. DATE OF DEATH: Mont
3. (¥ If weteran, 3. {¢) Social Secur{ty
nute.
name wat. No.
m
6. (a) Single, widowed, ed, 19 ...;
4, Sex . LLL ... divorced

19,1

. f -
6. (b} Name of husband or wife. Duration
7. Birth date of deceased..........._..Zf. -
{
8. ACE: Ymu Muntha S
Due to :
9. Birthplace. . ... f
,) (State or foreign cunntry) 1
Other conditions,
10. Usual occu (Inctude pregnancy witkin 3 months of death) 2 / iy
11. Industry or busin X [/ PHYSICIAN
M'd.jcl;l;‘ findings: el _
operaticns
E 12. Name N Underline
%1 15. Dienptce _ (o cae o
(City, town, o county) (Stata ar forcign sountry) Of autopsy should be
14, Maiden name charged sta.
tistically.
g 15, Birthplace P ppramrer (Biate oz Toroigm commirsy 22, If death was due to external causes, fill in the followlng:
16, {a) Informant {a) Accident, suicide, or homicide {(specily).
(&) Address (b} Date of cocurretioe
17. (@) . (&) Date thereof () Where did injury occur? v T e
(Burial, cremation, or removal) (Month) (Day) (Year) () Did injury occur in or about home, on farm, in industrial place {n publi¢ plaee?
(¢) Place: burial or cr jon
18. (a) Signature of funeral director. While at rktx ...........E'::.lu t?g ﬁm,of iujury..............-.............,.......
b) Address.
& 23. (I\“&’.‘D. or other) ik’
19. (o &)
(@ {Data received local repistrar) {Fegistrar's gignature) Add A _;' e M ... Date !ighed.n:l.‘.:&.g

LY



2797706 .



