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

a4

BuREAU OF THE CeNsUs

DEPARTMENT OF COMMERCE

345 STANDARD CERTIFICATE OF DEATH State File No

THE STATE BOARD OF HEALTH OF MISSOURI
28614

In this community

50 Years

Registration District No Primary Registration District No_go r—_ Registrar's No..... . gh et
1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED: 3
@ County....Sallne. . 137G @ stae_.. Misgouril @ comy Salline - 7/ 7

® City or town.......arsh=lil s Mo, r S ; e d

(If ontside city ar town limits, writs “*RURAL" and name of township) (&) City or town........ Mar Shﬂ_ 1 l ’
(¢) Name of hospital or 1mutuuont J X St / (If ontaids civy or town Limite, writs “HORAL™)

765 _West Jackson ol. @ steetNo.... 765 West Jackson 2.
- (If not in hospital or inatitution, writs street number or location} (I rural, give location)
(d) Length of stay: In hospital or institution N o
{Specify whether (£) Citizen of foreign country? Qe {Yes or No)

yesdrs, monilks of days)

If yes, tame country.

Foff Nane__Sarah_Jane Hanley

20. DATE OF DEATH:

3. (b} If veteran, 3. () Sodial Security %
name war,.. No e
21. I hereby certify that I attended the deceas
K 4 5, Color or 6. (o) Single, widowed, marr!ed:‘
i sex_-Female nchite.| avorcealidOwed
6. (¥ Name of husband or wife.cooomoooeeeeen 6. (¢) Age of husband or wifeif
—_Michael R. Hanley QLiVe e YRS
7. Birth date of d a.._July ..I 1367
{Month) (Day) (Year)
8. AGE: Years Montha Days If less than one day
78 - - I I4
hr min
Due to....
9. Bmpmce_cQunt¥ Mayo ... Ireland /7
. Cily, town, or wunr.y) - (8tate or foreign country) A PR
! QOther conditions -

10. Usualoccupation JOMSE_Wife

{locluda w:rfumcy within 3 months of dsath}

{Baurial, mm Lian,

N mmnvnl)
_, (& Place: burial or crcmnnnn__ﬂ_é‘
i8. {a) Smtu { fugernl director_.._..
'(" Add M_W y

11 Tt 4 [
11. Industry or business, ot PHYSICIAN
Major findin,
g 12. Name..JOBN_Ho 1mes of uper:nf:ns - -
= rune
s amhmeo“u“_J_M_ayhgm._m.. lar,e;gm ¢ - ihe cause to
ly town, tale or foreign country Of sh id b
E { 14, Maiden namé.” men_. Hope autopay : : ch:ir::ﬂst;
_ : tistically.
g i Coun v _HMayo Ireland ,¢ : — ===
15. Birth AL _EE . A . -
g irthplace- (G, 1w, o o Bints ot foreiza comntey) 22, If death was due to external causes, fill in the following:
16. (a) lnfo nLMrs . Mary E " Short N (a) Accident, suicide, or homicide {spediiy)
U@ Adg Ma.rshall_ Mo .. Date of occurrence
Where did injury oocur?.
17. (a) S (City or town} (County) {Stats)

Did injury oceur in or about home, on farm, in industrial place, In public place?

(Specily typs of place)
—— -(e) M n of iuiury.__.._.,.“”.,.___._!_




'RECEIVED BANEN
District Health Offloor No. 8"
Distrlct File Number ‘ . _ . . ' S
Bate Filod -eZimafadonTaiion . I o
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STATEMENT BY LICENSED EMBALMER . . .'!

S . . . . B 2l
I hereby certify that the body whose name is recorded on the reverse side of this certificate was enibalmed by irie, or‘b"y

e e e et e » Registered Apprentice No

working under ny personal supervision.

Licensed Embalmer Nn J 2 J f ‘r

e | | ’ - P.O. Address.. _WMZW ..... )@4.0

Note: The above IHUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to oomply wllh

the above constitutes grounds for revocahon of license.) . o . ) o
R A BN \ . N .

If this body is not emha]med fact should be so stated nbove.




