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

DEPARTMENT OF COMMERCE
BUREAU OF T#E TIN3tS

THE STATE BOARD OF HEALTH OF MISSOURI

LED 0], 81945STANDARD CERTIFICATE OF DEATH

H ;
State File Nos_egm ......

Registration District No....—. g ............... Primary Registration District No....cé....é. C‘—s—f» Registrar's No.
1. PLACE OF DEAT]IJD: 1 2, USUAL RESIDENCE OF DECEASED:
aviess
() County. RGP I-'Tar 1GH (@) State Mo (&) County Dav1 ess \3/
%) City or town 1vD R 1 Mari
(If outsidn ¢ity or town Limits, write “RURAL” ond names of townahip) (¢} City or town.... ura arlion Twp g
(¢} Name of hospital or institution: {If antaide civy or town limita, write “RURAL) d
{If not in hogpital or institution, write street number or lacation) (d) Street No {If raral, give location)
(d) Length of stay: In hospital or institution 6
{Specify whether (e) Citizen of foreign counm {Yes or No)
In this community. Life time
yenrs, months or days) If yes, name country. . -
MEDICAL CERTIFICATION
3. (a) PRINT 2
Sty PRINT Mary E.Reno e
- - 20. DATE OF DEATH: Month : day
3, (& If veteran, 3. (¢) Social Security 45 3 A
x b 4 year hour. f1ti nilite. s M.
name war No / 4
21, I hereby certify that [ attended the deceased from.._._..?.. 3/ 3 .............
F / 5, Color or 6. {a) Single, wido;;:;. ma.r;'ed. 3 /_/ 9., o ?/ .1 i 19, "f-‘_
4. Sex I divorced. AT T 1 6 Jhat Ilast saw h.., alive on..._.........g,/, - SO 19.%..\‘.'
6. (b) Name of husband or wife....—ceee G {¢) Age of hushand or wife if || and that death occurred on the date and Equr stated above. Durasion
Sidne N G.Reno alive.....S2M .. veara || Immediate cause of death.... SRR UUUUOUOIDON JOUOT
7. Birth date of deceased.._ 12T 16 1863
{Month) {(Day) {Year)
8. AGE: Years Months Days If less than one day Due to
82 4 20 ,
kr. min
Due to....
9. Birthplace, Mo (/
) ° {City, town, or county) : - {State or foreign conntry) = T T TR
. : Other conditions
10. Usnal oc(iupaunn HOUS eWife. - {Include pregaccy :ﬁ[hin 3 months of death) J
11. Industry or Lusiness i \ PHYSICIAN
Major findings: —_—
5 12, Name I ssac .‘IC Cull ey -.. ) ’Of olpemuons : 1 } .
E T Daviess C'o"I'ﬁo U e, L \‘ RN tha cagse to
& { 13. Birttplace e \ which death
(Gity, town, ar Lato or forcign country) Of autopsy. should he
§ 14, Maiden name_ }i& I ..Em bS t pe ~ c_haggfﬁ sta-
& . aviess Co,M e S
g 15. Birthplace...... g{‘l__;n;nm%ﬁa}ﬁ (Suumfmimgnmu) 22. if death was due to external causes, fill in the following:
16. (s) Taforma / . . : . {c) Accident, suicide, or Pomu:lde‘(speafy)
® Address_.o8NLGrosa, Mo ﬂ (b} Date of occurrence
17. (o) Burial {8} Date thereof.. f 9_/45__“ (c) Where did injury occur? Gy s
(Burial, crematioa, or removal} th} (Day) (Yesr) (d) Did Injury occur in or about home, on farm, in mdustnal place, in pubhc placc?
{¢) Place: burial or cremation ..Muddv -
S pecil 1 place}
18. (o) Signature of funeral director. While at work?... .1 _"...._:___(__ff_l__’ l(’;‘)m iig;;-of AMJULY .. argisasy oo
@ Address. Pakton %burrr Mn
19, (a) & . :
{Drats veceived local rexistrar) {Registrar’s signature) !

/§5 17

(Licensed Embalmer’s Stotement on Reverse Side)




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, acloa - - Tl

Registered Apprentice No - .

working under my personal supervision.

Signed....,

- " Licensed Embalmer No 2857

W | | P. O. Address Pattonsburg, Mo

Note: The above MUST BE SIGNED BY THE LICENSED FMBAL.‘“ER in his OWN ]fANDWBITING {Failure to comply with
the above constitutes grounds for revocation of license.)

¢ If this body ia not embalmed, fact should be so stated above.




5. No. 2B
I—8.21.41
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WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

MISSOURI STATE BOARD OF HEALTH

DEPARTMENT OF COMMERCE

BUugaU OF THE CENSUS

STANDARD CERTIFICATE OF DEATH

Gt

State File No,

Registration District Nn...._g.....g....m...... Primary Registration District Noﬁ'&ﬁmﬁ Registrar's No.
1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED:

{s) County.
(b) City or town...

(c) Name of hoapital or institution:

()W .

'u writa "RURAL" aml nome of wwnd::p)

f outai e chr or t.own 1i

{d) Length of stay:

In this community.

(11 not in hospital or institution, write street number or location)
In hospital or institution

(Specity whether

years, months or deys)

(a) State {#} County,

(¢c) City or town

(If putaide city or town limits, writs "RURAL")
(d) Street No

(If rural, give location)

{e) Citizen of foreign country? (Yes or No)

If yes, name country.

Address Date signed

3. {a) PRINT
FULL NAMn--.?.%ﬁAA.z(_._..E_.T..,&q‘w...__-..._,.._......
3. () If veteran, d 3. (2 Soclal Security 20. DATE f‘“m‘ Month..
name war. No. .M.
21, I hereby certify that
5.Coloror) v | S~  ||—— 19
4. Sex,,.... 5‘ . race........z,e)......... tha 19 N
6. (¥ Name of husband or wife...cooeeeceeeneneee d ¢
Duration
7. Birth date of deceased.........??g “ L
{ nnl.)l) ‘ D
It
8. AGE: Years Months Due to
Due to
9. Birthplace.........o.oe.
{Stats or foreign country)}
Other conditiona
10. Usual occ U, Includ within 3 ks of death)
11. Indmstry or bu PHYSICEAN
o Major ﬁnding_: —_
& 12. Name..., Of operations,
= hUnderline
= { 13. Birthplace the cause to
P 'which death
o (City, towz, or county) {State or foreign country) Of autopsy should he
£} . aiden name charged sta-
o tistically.
5 | 15. Birthplace, :
= (City, town, or county) (State or foreign couatry) 22. If death was due to external causes, fill in the following:
16. (a) Informant (a) Accident, sulcide, or homicide {specify)
(5) Address. {») Date of occurrence.
Where did injury occut?
17. (a} {3} Date thereof, (¢} I
Ly or town) {County} {State)
(Burial, cremation, or removal) (Month) (Day) (Year} )] Did injury occur in or about home, on farm, u;‘industnal plac:. in public place?
(¢} Place: burial or cremation
18. (a) Signature of funeral director. While at work?. (Specify ?5' o\f-phm’of injury
(b) Address_... s
— 23. natu .D. eemrereen
19. (a) ( Fmy 0 i8S (b gnature. (M. D. or other}
(Regulnr s nnutnre

{Data received local registrar) |

-






