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FILED S

DEPAR‘!‘MENT OF COMMERCE

Reglstration Distriet No.___

THE STATE BOARD OF HEALTH OF MISSOURI

Buasas or mux G5y () 10aBSTANDARD CERTIFICATE OF DEATH st it oo DA DB
% .‘ Primary Registration Disttlct No. _é&q _é

Registrar's No.__a.m.m.

(a) County/ = £ v
(&) Cityor town.(.[.. ______
() Name of hospitalori

In this community.

Gl-enwo'csd-. Mo. R. F. D. /

{If not in hospital or inl!.ll.ul.i.u.n. write strest pumber or location)
(d) Length of stay: In hospital or institution

(Specify whelher

14 days

yeors, months or daye)

2, USUAL RESIDENCE OF DECEASED:

«{a) State M 15 Bou ri (3) County_.._. Pll_tn_am_ ..gé .
I} City or towD oo Liuinﬂ,__ Mo. o

(If outside city or town limits, write "RURAL"")

{d} Street No
(If rural, give location) ”

{¢) Citizen of forei.gn country?. no {Yea or No}

If yes, name country.

3. E.IZ PRINT
FULL NAME

Charles  Harris

3. (&) If veteran,

3. (¢} Social Sccurity

MEDICAL CERTTFICATION Z

20. DATE OF D Month___DUL e day .
year. .___% hour. /! minute, Ul 4 M

15, Birthplace .

I~ _Buria

{ 14. Maiden name '/ . .....04

(Burial, cremation, of removal)

same war no No. no -
21. I hereby certify that I attended the deceased from.
o 5. Color or 6. (o) Single, widowed, married, || (Y 19%57 to Lann syl 19{-“-
4. &X...........M 'y race. w . divorced__..,....w,.l.-....z t 1 last saw h.\"""w_ alive on GA-—: 1 d ‘ lﬁ!"?
6. (b) Name of husband of Wile... ., 6. () Age of husband or wife if and that death occurred on the date an&hour stated abave. Duration
pn uralio
M Immediate cause of death
alive... e «
ALY ooy e 57
7. “Birth dat,e of dpnpmu-d Au g * 22 87? [N &4 A S 3 . Nl c - e
- {(Month) (Day) (Yoms) .
8. AGE:- ' .- ':Ymrs Months Days Ii less than one day I')ue to
6 8 l 1 10 __hr —y———min. b
e to
9. Birthplace _________ ; E W 0
- . { “town, or covaty, . e (Sl.ata or l'o'eizn country) . T B
i & Other conditions
10, Usual eccupation Fd rmer ; o (ibclode Dregnancy within 3 monthe of deatb) \
R SN I R ol -
11. Industry or business Saior B o PHYSIGIAN
[+] or findings: %‘a '
12. Name LOU.'LE J - Hal"ris Of operations. n .
G U R T ;{\ 5)4! ) . Underline
2 L 13, Birthplace. o\ hichdeath
Of autopay should be
E ...... . - - charged sia-
s tistically.

. If death was due to external causes, fill in the following:

Acddent, suicide, or homicide (specify)

Date of occurrence.

Where did {njury occur?.

(City or town) (Cousty {State)
Did injury occur in ot about home, oo farm, in industrial piace. in public place?

‘ (Specify type of place)
e praeee (23 mMeans of i 1n,|ury e e et mean

o
- {M.D, orothu)Q O

Wlule at work?MH".“."

23.- S.lg:nature 0 SV V.

™ | Address. Rf

Date signed V¥

)
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_ ‘ o RECEIVED .
N v - - “." hl« St . - ’ o . DiS'i:riGt ’t"eﬁuh Ofﬁoer No. 10
S Disteict File Number 7.~ 5/ L2,

PR ARFREPN AN

‘ 3 o Date Filed ----.E 1 --1945

'STATEMENT BY LICENSED EMBALMER
- B o , z

L, '
'

I hereby certily that the body whose name is recorded an the reverse s:de of this cert:ﬁcate was embalmed by me, or by D

v - ) (]
- Lo . .

, Reglstered Apprentice No

working under my personal supervision.

‘-*\"'j‘ “ 4 7 . "
. S :
P - - - “\‘ .o £
- 7" Note: The above MUST BE SIGNED BY THE LICENSED EMBALI\IER in hl? OWN HANDWRITING. (leure to comply with
. ‘the above constitutes g-rounds for revocation of hcense ) - ey s ..".' \\‘\ \ ~ \; \-\‘ \ Q ‘

Tt "% If this body is not embalmed, fact slmuld be so stated above. * e .



