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1. PLACE OF DEATI: SRR

Franklin

{a) County._ .
Sullivan . asivs .

[¢)] C.Ily or_town
(I autalde city or town Umits. writs "RURAL" and nams of township)
{c) Name of hospital or institution: /

2. USUAL RESIDENCE OF DECEASED,
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(¥} Count .,.Er.anklin___{_
Sullivan, i

(1f cutside city or town Hmita, write "RURAL"™)

(¢) City or town

Wayland Ford
Sullivan, Missouri.

') Date thereor S0 7, 45
(Mnn\h) (D-r} (Year)

18, (a) Infor.man’
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1@ Burial -

(Bun-'l. mﬁon. or removal)
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18, (a) Signature of funeral director.,
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{If pot in hospital or institation, write street pamber or location)} ( /j
(d)} Length of atay: In hospiial or institution {d) Street No.
{Specify wheshar {If rural, glve location)
In this community. 2 Yaars.
years, montly of days) (¢} If forelgn born, how long in 1F. 8. A.? FEATS.
MEDICAL CERTIFICATION
3. {a) PRINT
@ ALLEN BURKS WAYLAND
20, DATE OF DEATH: MonthJNG £ 4oy 4th
3, (&) If veteran, 8. {o) Sot:‘.'{al Security 194 5 ,
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n’ 6. Color oi-IITE 6. (a). Single, wldoived. marred, "Q__ o 19..1#15 ':' \j—— - 3 9 :g —
4. Sex... 'A-'-"Ew oo S e 0"“"“’““—-—%— that I last saw h alive on 19_. .
6. (b)) Name of husband Of WIfe o vemseemmceaneee B, (€} Ape of husband or wife if || and that death occurred onjthe date and hour stated above. Duratio
uration
alive ... years{| Immediate cause of death .
7. Birth date of decea:ed_wm..ﬁ.,__laﬁﬁ__ ____________________ o // ]
Moath} ({Day) (Yenr) /// Y ﬂ// /
"8, AGE: Years Months Days 1f less than one day Due to.. A _‘%M”____" @éﬁ_ )
7 9 28 hr. min. ﬂ
‘Due to
. Birbpiace__-_CLark Gounty Mi ssouri /) 3
{City, town or connty) {Stata or forelgn country) s
. ‘ Ea ﬁd l Other conditions. -
10. Usual occupauon_.m“mwme rchant -I'-Lr {Inchude within 8 ha of doath)
11, Industry or busi Me rc ant i 1 k) ﬁ PBYSICIAN
e Fpop— 7
E 12. Name Robart WE_Vlarld. { Maié’; %?Sl:ﬂl%l’nn‘ l_/:‘ } Undut]
R d
& 13, Birthptace Virginia/ A é y 74 th;i:?uxnti
. - w! deal
 ( 14. Maiden name EFYTEEPan Leéf ===l  ofaustaps Y2 !I} should be
E { 16. RBirthplace Vi rg i ni &’ iy tistically.
= e {Civy, town, or conaty) (State or forsign country) 22. I death war due to external causes. fill in the following:

(s} Accident, suicide, or homicide (sped!y)
(&) Date of sceurrence
{¢) Where did’injury occur?

{Clty or town)
(d) Did injury cccur in or ghout home, on farm,

(Coanty) {Suate)
Industrial place, in public place?
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I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalned by me, or by.n....... R

“

A Registered Apprentlce No.

v - -
wdrkiflg under my personal supervision.
N ‘ - Signed \ L é%ﬁ// k) A

Note:
the aboyve constitutes grounds for revoeation of license.) ,

If this body is not embalmed, above space should be left blank.
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! _ . : - Lo ) I,.lcensed EmbaM(
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-« (P.O.Address %ff

The above MUST BE SIGNED BY THE LICENSED | EI\IBALMFR in !us OWN HAND“’RITING (Failure to comply with



