o

No. 2 DEPARTMENT OF COMMERCE THE STATE BOARD OF HEALTH OF MISSOURI f
e BuREsy oF Tz CexSUS STANDARD CERTIFICATE OF DEATH " State Fie o 1183'?

T xseam mﬂgpon JM NJ‘QML{_ . Primary Registration District N o._j:QsS_—.!h- Regisirar's No. ¢/ / .

1. PLACE OF DEATH: 2, USUAL RESIDENCE OF DECEASED:,

pettis - 7/
P o e MASBOUTL o, Norgan

4 town
D ¥ orte (11 outside eity or town tHmits. write * 'RURAL" snd name of wwoship) {¢) City or town Verﬂameﬂ ( mal)
(¢) Name of hospital or institution: (If outside city or town limits, write “RURAL™) U
6 Bothwell Hospital @ Strest No RFD # 3e
{1f not in bospital or institntion, Write streot pumber or location) 0 - {If roral, give location)
() Length of stay: In hospital or institution aeys . *
{Specify whetbes (¢} Citizen of foreign country?. {Yes or No}

In this community
years, months or days) If yes, name country.

3ois FRINT Lewis Edgear Igo
FULL R E St 20. DATE OF DEATH: Mon:h DE€Ca day.... AT
3. (b) If veteran, + (¢) Social Security year 1 94 hour prg mfnme.f_a.._/_g:...u.

name war. No. /
21, T hereby.certify that I attended the deceased from

5. Color 6. (a) Single, widowed, jed, /¢ 19. qf tu_________Ar_eCLJ...._[_. . IO.(K
4. Sex Male p | rmWiite l divorced i! Tera that I last saw h‘...ﬁ_.. ah\.eon_.._ Ll e ya < 19---7_--4,’?(

MEDICAL CERTIFICATION

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

6. (b) Name of husband or wife..—. oo, 6. () Age of husband or wife if and that death occurred on the date and hour stated above. Duration
alive.. . 4
7. Birth date of deceased... NOV @ 30 1894 ,4/ ét
{Month) ({Day) {Yoar)
8. AGE: Years Months Days If less than one day Dr.?o.. }
w - 17 hl', min ”/ ) T
Due to v !
o, Birtborce MOTEER . COs . Moe. () "
{City, town, or county) (Siate or foreign coantry) P l }
. aTme . . QOther conditions ’
10. Usual occupation F x : : (Iacltide pregnanay within 8 onths of death) d A [V
11. Industry or business ({ PHYSICIAN
. . Major findings:
5 12. Name Leonidas 180 ' e ' Of aoperations____..... D .
& n thnderhl;.xe
=
2 Binhpme-_QO_Per COe Moo e e o
L, town, ar n§ {State ar foreign cozntry) Of antopsy. should be
g 14, Maiden name S ai .... gai GE_ .B< s T — e . . . |charged sta-
& cooper Co Moo () : ‘ : Hely
© | 15. Birthplace p s . ] ~ - 22. If death was due to external causes, fill in the following:
= {City, town, or county) (Stats or foreign country)
16. (a) Ini‘orm-mr Mra.ucille lLane. . () Accident, suicide, or humc:'di:_(fp_eufy\ . .
(b) JAddress. uﬁsor.MOo @ ‘Date of oectirrence S -
17. (@ Bur al - Date thereof 12/ 19/44 (¢) Where did injury occur? iy v o P
_ (Buzial, sremation, or remdval) (Month) (Day) {Year) (d) Did injury occur in or about home, on farm, ia lndusr.nal place, in public place?
(¢ Place: busial or cremition. GL8NStERA MO o
. 18. {a} Signature of {funeral director. G eBpie H ' While at work?.._. ’J_ {S_ t,m i of m,ury

i9. (a)

rY 1 G Sedajge - e dha A M

18 received local registrar)

/ a ;:l (Licenaed Embalmer’s Statement on Reverao Side)




RECEIVED LT

oS

DI! ctrict | Health Offlcer ‘No. 8

Fictrict Tilo Numbor_______ SO I S S
_______ S . L oIt LN
Date Fijod --.--_2___9_ ‘/ L
STy At ) _ . ;
Qo
B AN .
- (S i, P
' -
[ A - .
STATEMENT BY LICENSED EMBALMER g2

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

.............. ) + Registered Apprentlce No ~ ,

working under my personal supervision.

PO Address .4

Note: The above MUST BE SIGNED BY THE LICENSED FMBALIHER in his O\VN I{ANDWB]TING. (Failure to comply witk
.the above constitutes grounds for revocation of license.) . N

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



