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

DEPARTMENT OF COMMERCE
BuseAav oF tHE CENSUS l 7

THE STATE BOARD OF HEALTH OF MISSOURI

1985TANDARD CERTIFICATE OF DEATH

Kot
- -t 2@588

. D \“‘ Stalt File No -
Registration District No.. 2 é ‘# N Primary Registration District No... u ‘3 g G Regisirar's No.
1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED: g"’
(a) County Oregon Missouri 0 7 ‘
(z) State % Count regon |
(8} City or town Thaver s {?) County

{I{ ontajde city or town limits, writs “MURAL" and cama of township)
. {c) Name of hospital or institution: !

{If not in hospital or institution, write street number or locatlon)
(d) Length of stay:

In hospital or institution

{Specify whother

In this community.
years, mottha or days)

Thaver /

{c} Ciiy or town B
({If outside city or town limits, write "RURAL") ﬁ»

{(d) Street No.

{1rraral, give location)

(¢} Citizen of foreign country? (Yes'or Ng)

If yes, name country

3, (s} PRINT

3,48 FRINT  Unnamed daughter of Mr. and Mrs.

Elmar-F;-Morri

3. {e) Socml Security
No. ==

3. () I veteran,

name War,

5. Color or

e WRitE

6. (g} Single, widowed, married,
divoreed.....SinglelJ

4. 5ex. Female / |

MEDICAL CERTIFICATION

20. DATE OF DEATH: Month__ M2Y day....26
year 1 945 hnnr_______________3___._____. _ .nﬁnhte...QQ....An...l\rl- !

21, I hereby certify that Lattended th kc*.‘.

vt “_
that 11ast saw ha?"Tlivé on \ e,

dackson County Arkensas [

. Birthplace

6. (b) Nameof husbandorwife . 6. {) Age of hushand ar wife if || 2nd that death occurred on the date and hour statedabove. Duration
alive.__________years || Immediats cause of death.
7. Birth date of deceasad..h..ay 2 ) 1945 m \ \tl “—u{nﬂy\- N
(Month) {Day) (Year) K, )
8. AGE: Years Months Days I less than one day Due to ’J“\
[
\\ hr. min \
. . Due to \
9. Birthplace Thayer Migsouri K 7N -
) " (City, tawn, or county) (Stato o foreign conntry) \;
f Other conditions
10. Usual occupation I nian t T T {Includs pregoancy within 3 months of death)
.
11. Industry or business.. SETorEeE ) PHYSICIAN
. or findings:
12, Name Elmer F..Morris o ¢ OF aperations.__..
Underline
& 1 13. Birthplace Cord Arkansas - ;ﬁﬁ‘&’; to
- (Cll!‘-'lﬁ:n.w county) {Stats or foreign country) Of autopsy.... 'tlahould be
. Maiden rame ... 058 _B uaby..,_ et e eeeeem et e e T Cleharged sta-
g ... |tistically.
=

iy
- -
m e

{City, town, or county} {31ata or foreign country)
16. (g) Informant Elmer F, Morris
(%) Address Thayer, Mo,
17. (@ Burial (# Date thereol. 5/26/45

{Buria), cremation, or removal) {Meath) (Day) {Year)

. e
() Place: burial or cre: Th@ﬁ =y

18, (a) Signiture of funeral director.......... 20
Thayer,

&) Add {0
19, (a) 29":“/'5- V.S (bx?ﬁﬂd_w&. a2

(Dato received local rexistrar) (Reristrar » signatore)

tion

22. 1f death was due to external causes, fifl in the following:
(a) Accident, suicide, or homicide (specify)

(b} Date of ocgurrence.

{c) Where did injury occur?

(City or town) {County State)
{(d) Did injury occttr in or about home, on farm, in industrial pl:u:e. in pubiic ptace?

(Specify t(rpe of place}

"While at } Means of injury ..

23.. Signature.. ™
‘Address...

/// A~ (Licensed Embatmer’s Stul.ementgg_l}everu Side) ‘\




REGEIVED ~ CE . S R
District Health Officer No. b, | - -

Dictrict File _Number--?-'j/ """ gz_f_ - . - -
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o . 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
ce g 3, :
' , Registe_ered'App_rentice No L e,
“working under my personal supervision, ' T
o - J
Signed....... . R
. N - .
. \ Licensed Embalmer No._.."
- P.O. Address...vveeveeeee e
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HAI\DWRITIN . (Failure to comply with
the above constltutes grounds for revocation of license.) . <

.~ .f{ ,lfthis body is not embalmed, facl_: should be so stated above: ‘ ' - R Tl




