/. 8. No. 2

O M-——8-43
ev. 5-17-39

I X3rsa3

TS
\IQ

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

S

DEFPARTMENT OF COMMERCE
BUREAU OF THE CENSUS

FILED MAY 26 ‘945

Primary Registration District No

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

State File Na._i -
4450

Registrar's No.

-g81g

151) _Carr! “Lene /
{If oot in hospit ikt write sireet ber or 1 jon) I
(d) Length of stay:

In hosp{t_al or institution

{Specify whother

In this community ..
years, months or days)

1. PLACE OF DEATH: A e
(a) County
8 City or town........S%e _LORLE.
{If cutside cil‘_r or town limita, write “RURAL" and name of township)
(¢} Name of hospital or institution;

2

(a)
()

@

(e)

=

09¢
/

Statv__.Ml.saﬂnr.i._..-.__..__._.._ {# County. i -
City or mwns t LN LQ“i 8, -’I‘
(r oumd.o city or town limits, write ' llURAL”)
Street No......+Rbh_._CHEX__Lane )2
{1f raral, mvu location) 0 /
Citizen of forelgn country?. (Yes or No)

If yes, name country..... ...

3. PRINT .
Full NAME . __ Hannah HEoward
3. (b} Ii veteran, 3. (¢) Social Security
name war. No..None
5. Color or 6. (g} Single, widowed, married,
s scFemale ! | e #hite | 9 avorcea WhdOWed

6. (¥} Name of husband or wn’ezeda., 4, (£} Age of ushand or wileif

20.

21.

MEDICAL CERTIFICATION

DATE OF DEATH: Month M&Y . day._19 th.
vear. _.1 94’5_ ___l_ e minute..., 30...._..P s

I hereby certify that I attended the deceased from. .. / ffé ST ——

hour.__

that I last saw h.........
and that death occurred on the date and

Immediate cause of death

[ J)l(47 L8 T | }ff

r stated ahove,

.. alive on.......

Duration

4

—=" (31ata or foreign country)

9. Birthplace . ﬁJackann_..mMisnonri

{City,town, or conaty) =™ - -

alive oo yEQIB
. *
7. Birth date of deceased.........SELT. ) VE: % S | — M{ﬂwﬁm J}d
(Moath) (Day) (Yoar) )
8. AGE: Years Months Days If less than cne day Due to. i{’l.[ s
f ‘ a? G ISR .1 S - 1 /ﬁ ["{/
Dite to

VI _—

Other conditions. WM‘_
{Inoclude pregoancy within ¥ mnnt!u n{ lh)

I Dossq

18. (@)

[ ()]

19. (@) __
¢

10. Usaal occupation Nong - e
11. Industry or business e PHYSICIAN
ajor hndings: —_—
N r . Of operations
E 12. Name....... HQRry.. Mogler . _ | e ]
; 13, Birthplace...,..........l]."...a_'g.gﬂ_.q_Q._._Mj:__a__ﬁ.o_gri ; 12’ ' g‘lfigglé:g
{City, town, or county) , {(Suate or foroign country) Of autopay.. . dl ] auld b
g 14. Maiden name Unﬁnﬂﬂn autopay :haurgedu d m.-:
tistically.
= - issouri -
g 15. Birthplace prermy— wmwtgo Bate o Torciem mﬁ,) 22, If death was due to external causes, fill in the following:
16, () Informant_ MYB... RPraida  Meger (Daughter) ||() Accident, suicde, or homicide (specify)
(#) Address. e 1511 __Carr Lame___________ (¢) Date of cocurrence
@ . Burdal () Date thereof M&Y. 21 1945 |} © Where didinjury occur? e o
* {Bari mm&mf\" remaval) (Momtb) (Day) (Year) (&) Did injury oceur in or about home, on farm, in mdustrml place [n public place?
(c) Ptace: burial or cremation. New 35t. Marcus Cem.

- . . (Bpocily typo of place)
While at work?, . "(e) Means of injury e
23. Signature... mwdd«.aa;_@ (M. D.orother)___,
Address /HAY. "%-’

(Licensed Embalmer’s Statement on Reverse Side)
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" * - STATEMENT BY LICENSED EMBALMER !

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

» Registered Apprentiée No : ,

- - working under my personal superv:sxon .
e I R
‘ ' Slgned ..... W /ﬂ W

LxcensedErnbalmerNo . j ? / 7

v =+ ' P.O-Address... —# Pf

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITIN G. (Failure to comply with

the above constitutes grounds for revocation of license.) .

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




