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

I
3

DEPARTMENT OF COM%FRCE

FILED FEB 7 1945

Registratlon District No.w ... Y £l

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
Primary Registration District No. 3. f. & 5.0,

State File No.

Registrar's No....._... __J-*.......___ ......

1. PLACE OF DEATII:
Stod dard.
Rural,.

f oul.uda city o tmrn hxmu, wrilo " lKUI‘X." and uﬁe of township}

{¢) Name of hospual or institution: E | \

(If oot in bospital or institation, writs street number or location)
{d) Length of stay:

{a) Cnunty
(b) City or town_.

In hospital or institution

(Specify whether

In this commtinity i
yedrn, months or days)

2., USUAL RESIDENCE OF DECEASED:

sme Mimsouri ® couny..pt0ddard /73

(a)
s 5
{c) City or town Rural’ lbert’y WP &
{If outside city or town limits, write “RURAL') 0;
(d) Street No.
{If rural, give location)
(¢} Citizen of forelgn country? (Yes or No)

/1

If yes, name country.

Lo FUNT  Tona Mossman
3. (b) I veteran, 3. (¢} Social Security
name war. No.
5. Color or 6. {a) Single, widowed, married,
4. s Female | nevhite. vomdlﬂﬂ]’.‘l‘.iﬁd...

6. (¥ Name of husband or wife.. .o GIS {¢) Age of husband or wife if

MEDICAL CERTIFICATION

12
mimnad—ﬁ p. M

20. DATE OF DEATH: Month _oJ 8 a ...
1945 hour 2

21, I hereby certify t uttended the deceased from
I Y R A% L2 el
t [ last saw b..‘.é?:... alive on C"Mt/ 5 T oo 195 v.f’ h

and that death océurred on the /te and {our atated above.
Duration

day

year,

e,

15. Birthplace

22. If death was due to external causes, fill in the following:

couie Mossman alive.... 2 Q. ___years || Immedidte cause of death
N L=J LN R e . . ' _7 w7 R
7. Birth date of d 4 April P4 1906 P 0 S L S R S PR ':,'KA/JQ#M.Q_
{Month) {Day) {Year) ,'
£ i
8. ACE: Years Mounths Days If less than one day Due to.. \} L}
38 8 18 ;
IS « | R——— o1 N
{,] = Due to — o I}-:; TI
9. Birthplace.. HBYNE.COap . Mo, L A
{City, town, or wnnl.y) - {State or forsign country) \ 0 =
ditf
10, Usual occupation ousevwil fe " Sep Bty = 2§5$;:£:1 within 8 months of death)
11. Industry or b N Ter TYT : PHYSIGIAN
jor findinga: —_
12. Name G eorege. c Elme e ll- . Of operations
: ; bt 2 - Underline
« Mo . n the cause to
& L 13. Birthplace = (State or fozeign country) T2 ehouid be
B, of ¥) . or fozel untry . Of auto : snau &
& 14. Mbaiden name. . CE j: ....... 28 Ell .................................. autopsy gl charged 8ta-
ﬁ (.]r ........... tistically,
g Mo. & :
=

(City, wown, or county)

. @ Informant__Jiouie Mos Bnan.
® Address_._Dexter, Mo..

17 {6} —_. Bnr_l.al..._____... (5) Date thereof..___. 14/ A5

{Burial, cremation, or removal) (Mo (Day) (Year)

‘(c) Place: burial or cremation.. & Arvﬂ . DOWdy Cem. e

18. (a) Signature of funerg A-r&gk enShl p-Strlckland
Dexter, Mo. ,

[
(=

Lo

(a) Accident, suicide, or homicide (specify)

e
{City or town) (Coaoty (Sta
(d) Did injury occur In or about home, on farm, in industrial pla.ce in public plam?

(3) Date of occurrence

{¢) Where did injury occur?.

. (Smil',’ type of plece} ey
While at work? e (€} Means of inmryv_._........... s

®) Ad 6 n Z zf 23. S:znatur» r/ﬁ x Sr 6’-’(/‘1/‘(.) (M. D, crﬂthcr"—?::-\ .
19. L v .. 2O (b)) . e s AR A ——— ‘.
@ ([date received local rexistrar) (Registrac s sigantore) Address X_/& % }".._.‘.. Date signed /74 0%

AN

{Liccnsed Embalmer's Statement on Reverse Sld-{)




’ . - -
. .- PR . A L .

’ REGEIVED .
L ‘ District Heaith Offige No .2,
| . . . . Dlsfnct Fn!: Number=% _5_::_-/%‘/
‘ Do Fllod.____ 2= 7 :zés::.__-
| : - TR |
g - : :
()
.S :
L . e e - ‘t?)_rf‘r:*--—“J"'- T T _ o 7 -
. B, ' r
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STATEMENT BY LICENSED EMBALMER

[
1

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, ewdp:

* working under my personal superviaion.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hi3 OWN HANDWRITING, (Fnllure to oomply with
the above constntutes grounds for revocation of license.) - ¢

lf thls body is not embalmed, fact should be so0 stated above.




