/.S No. 2 DEPARTMENT OF COMMERCE THE STATE BOARD OF HEALTH OF MISSCURI

OM—8-i3 H"“L“E‘“’D"’gﬁﬁm’s STANDARD CERTIFICATE OF DEATH State Fite No—_ s SRLIT .

v, 51739 1 1%‘
1 X792 || g cictration District No.__ /. .;) . Primary Registration District No{ig,d-.,.._... Registrar's No._.... i Zd_w___..
1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED:
(e} County. 'T aﬂpQT‘ {a) State Mi SS Oul"i (b} County Jasper %/
G @) City or town Jopllin Mo,
j] (If outaide ¢ity or town limits, write “RURAL" and name of townahip) (c) City or town Jonlin i : J'"
() Name of hospital ot institution: qif outsida city or tawn Limits, writs “BRURAL") _5
b ~Flunkett Nursing Home.2115. Sargsanﬁ §) sieet No_2d)T_PoOrter :
- {If not in hoapital or institntion, writa streot number or loca 1 <
({Lf rural, give location)
b {d} Length of stay: In hospl.ta] or institution.......... 18__.m0_..ﬁ_._. ............ N
6 (Specily whather {| {(2) Citizen of foreign country? (4] (Yes or No)
In this community.. L Q_years, 1 Ve

_.._.._.._.._..,,_«,.No...,.w...._..p......,.'....2.."..,..“."...
MEDICAL CERTIFICATION

yeors, months or days) ] If yes, name country.

N _{ ..
bl Aoy Ella Mae Gomwayst T

s T S Seeat 20. DATE OF DEATH: Month NOV.e_ 28, 40 1944
. . . g cia U
@ Ti veteran i 5o S 2] ¥ ll"'ls. A‘.Minute.....__.___..__.______..M.

name war. ne No..__ 1O
21. I hereby certify that I attended the deceased from
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3 =
4 = f 5. Color or 6. (a) Single, widowed, mz.r’ned J —_— O 103, to - 2 V 19_%_9/:
N I 4 Sex_._..gn!.a.'l_e_ mcg’hj-.:t’__ voroe¢W1dLO~w../_, that I last saw h alive on 10 s
e E 6. (b) Name of husband or wife.... .. eeee. 6. {c} Age of husband or mfe if || and that death occurred on the date and hour stated above. Duration
s MOI‘,gan COnW&Y AlVE cevereerss e yeara || [ppediate cause of death
! 7. Birth date of deccased.. June 25 ..... 1862.1.__..,.. - gt ------ Z a . Vi .
h 5 (Month) {Day) {Year}
i ] 8. AGE: Years Months Days If less than one day Due to
= & 82 5 | 3
“ hr. min
r\ a Due to
E o. Binmptace FOrt _Scott Kansasg, !
{City, town, or county) (,S te ar foreign oounuy)
Other conditiona
Um:r 10. Usual m“m“‘"‘-----——-{E'e%i‘reﬂ'""heuﬂ-ewi-fﬁ------—--—--- || (lactade wern‘:ncy within $ montha of death}
= || 11. Industry or business M— : : T < PHYSICIAN
or nndings:
>I4 12, Name Hea th Of operationa . !{1
g » .1 the caae g
Z 21 13. Birthphace..... J1O_T2COTG T S {t whichdeath
o ° ¥ Of autopay.... zhou e
3 5 14, Maiden name B i&ﬁ elds. charged sta-
[-" & n tistically.
g =] Bt tmeinn soiars) 22, If death was due to external causes, fill in the following:
g ’ s 6 (a) I fortna / Y - ()" Accident, sulcide, or homicide (specify)
() Address. “..hagin&. M04_.._.._... I () Date of occurrence
v, @ . Burial . @) Date thereotkm2. Q=44 || @ Wheredidinjury occur? Ty PR Y
{Durial, cremation, or removal) (Mozth) (Dey) (Year) (d) Did injury occur in or about hnme. on far arm, ln industrial place, in pubhc place?
( Places burtal or crematiodl? Z8TK_Memorial
- i f pia
15. (%) Signature of funeral grcetlirlbut. Und. , Coj .. While at g T e Of DYoo

(5) “Address.........JOPLIN MO .
19. (@) LL IO~ . @

{Date received local repistrar) 5 .
/é‘ ‘,V\}f' {Licensed Embalmer’s Stutement on ﬂeve}n Sid‘)

. "t utel (M. D oroth:r)

, ,)IM . Datesi 7‘1 }/
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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

working under my personal supervision.

Note: The above MUST BE SIGNED BY THE LICENSED EI\‘.[B ALMER in hls 0WN7 § ¥ l

the above constitutes gmunds for revocation of license.) . 9 . X
If this body is not embalmed, fact should be so stated above. .




