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

DEPARTMENT OF COMMERCE
BUREAU OF THE CENSUS

14 1945
FILED FEB 297

Registration District No. <&

THE STATE BOARD OF HEALTH OF MISSQOURI

STANDARD CERTIFICATE OF DEATH
Primary Registration District No. 30 J 7

i

17

€3

State File No,

Registrar's No.

1. PLACE OF DEATH:
{a) County Ra.v
(0 City or town R i Chmﬂnd

{1t outsida city or Lown limits, writa “RURAL" and oame of township)
() Name of hospital or institution:

(If oot in heapital or institntion, Wrils street number or location)

() Length of stay: In hospital or Institution

/ {Specily whether
In this community,
years, months or days)

2, USUAL RESIDENCE OF DECEASE:
Missouri,
Hichmond

(lf outslde city or town limits, write “RURAL™)

(aSmaNmﬁiimEL_BlaghmDLandmn_

{Lf rural, give location)

Ra

% "'-.R

(a) State (b} County.

77

{¢) Clty or town

(¢} Citlzen of forelgn country? No &‘ {Yea or No)

If yes, name country

3. (&) PRINT
FULL NAME

Willism Ross Jackson

MEDICAL CERTIFICATION

...day..___4_.:...................._m..u

20, DATE OF DEATH: Month___ 8D e

3. (b) If veteran, No 3. (e} Soiiﬂ)&curiw year 19 45 o 6 w30 P o M
name war.. No.
21. I hereby certify that I attended the d d from
) 5. Colar or 6. (a) Single, widowed, married, 1-2-45 ...t l=4=45 0
4. Sex.M@;l.@-L moe.mlita. divorced_ Widdow. that I last saw LI alive on 1-4-45 19 :
6. (#) Name of husband or wife.........__.. 6. (¢) Age of husband or wife if || 20d that death occurred on the date and hour stated above. Duration
- - 811"________ ___________ years || Immediate cause of death -
7. Birth date of deceased..... 18.C.a 13,..18 5.,,...... Ceronary thrombosis 5.4days
) T (Month —-’-_------.--—-—‘_D.’)
8. ACE: Years Months Days 1f less than one day e Arteriosclernsis e
. 1 _
8 9 ####7# 18 hr. min Due t
- ue to
. mome_Gentry Co, Mo, ¢ .
{City, town, or conniy) {Stata or focsign countey) {1
10, Usnzl pecupati F armsr Other conditions . - f £ v/
. apation (laclode pregrancy within 3 months of death) /i “/’
11, Tndustry or busi e J’)’ PHYSICIAN
Je I. Jackson . 01 operations. —
12. Name / hUm:lerl.me
t t
=1 13. Birtbplace... . Carnel 0O, . —..Ponnyl. wgiccﬁﬁ?a‘;;
. of or foreign country " u e
5 14, Maiden nam FEtRET Jihe  © OI‘H‘ A Of autopsy.. th:rxedata-
istically
§ 15. Biﬂhm ------- (CC: ﬂ;.lglﬁ.}wﬁo..._......_... ot At o || 22, 1f death was due to external causes, fill in the following:
¥, town, or fureign counl A
16. (@) Tnformant 'James Jackson (2) Accident, sulcide, or homicide (specify)
() Address Riehmond, Mo . (b) Date of occurrence
17. {a) Bur ial {#) Date thereoﬂIan_..ﬁ_n.l_g_%._._ {¢) Where did injury oceur? (City or town) (County) (State)

{Burial, cremation, orremuvn]ﬁ (Month) (Day) (Year)

ichmon

(c)s Place: hurial or eremation ~22 77 777 02

Signature of ﬁ ira.l director...

18. (a)

QL While at workg,...

(d) Did injury occtr in or about home, on farm, in industrial ptace, in public place?

of injury. g_ S

(Specily t(n;c of place)

) A on 2.; Slznnlum ( .. (M. D. or-athes)
; w W -D. JUS——
19 (@) M"mﬂ%ﬁif @ (H:mlrﬁy Address & q 1C hmond Mo. ... Date aigncd[:"_{j{_.

)25V

{Licensed Embalmer’s Statement on Roverse Side}




M A

RECEIVEL .

Districf Hezlin Ofioer /i’ 1 . _
x ', "y .
District File Numbor_" N ' ! . . .
Date Filed _,_____“é“ ‘Z — : T :
- ; o
_ = = - = T T s ————— e T = 2T T R e S T T T sETE RS “:." 1,;:';‘1
I § ‘
) 1 *STATEMENT BY LICENSED EMBALMER

[ hereby certify that the body whose name is recorded on the reverse side of this certificate was embalimed by e, (#_##

, Registered Apprentice Nowoool
working under my personal supervision.

. e Licensed Embaimer No...207.3

- P.O.Address..Richmond..-Mo

Feitsan )
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
. the nbove constllutes _grounds for revecation of license.)

3 >

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




