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1. PLACE OF DEATH: . USUAL RESIDENCE OF DECEASED;
2 {a) County, Adair Mi 1 Ad /
Z || @ ciyor tows Kirkaville @ Sute£1EBOUL ® county.. AABLE 5
] 0 (If outaide city or towa limits, write "RURAL” sad name of township} @ Cit town....... Kirksville N
! E () Name of8 hospital 'Owr' insu:tPuEion: / ¢ ¥ or town {If outaide city or town limits, write “RURAL")
03 W. Pierce @ Street No.... 5303 W, Plerce 2
E (If 2ot in bospital or institution, write street r or location) ([T rura), give location]
3 5] (d) Length of stay: In hospital or inatitution one N
Z. n . Li fo (Specify wholber {¢) <Citizen of foreign country? Q {Yes or No)
n this communit.
E years, months or d!;n) ) If yes, nrame country.
<1 MEDICAL CERTIFICATION
£ || Foll Mame__ Ray Brakg
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s 0 5. Color or 6. (a) Single, widowed, married, [} 1048 1o PN BT ¥
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E § 15, Birthplace....... (EE{P—E&%‘——— (ﬁ}jfﬁ?ﬂﬁiﬂg 22, 1f death was due to external causes, fill in the following:
= 16. (@) Informant Mrs. Alma Bl"&gg (s) Accident, suicide, or homicide (specify)
B @ adares_ Kirksgville, Mo. (&) Date of occurrence
17. (o) Bul"lﬁ-.l_______ (b} Date thereof. 9 / 4/ 45 {e) Where did injury occur? ; {City or towa) (County)
(Busial, cremation, or removal} 1(”-“"“”0 (Day) ‘t"""“) {#) Did injury occur in or about hame, on farm, in industzial place, in pubhc plaee?
(<) Place: burial or crcmauumuni n Tem € eme ery
18. (@) Signature of funeral director. - . K b — A | T Wlule at work?__.__ m_ﬁ'_":m_r_’ e :::;;) injpry.— g
(5) Address_ Kirksville, Missqf g} ) 2 L 7
9. @ q —_ '—":-/'(—b') y W {M. D, or other,
. {a . By L
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I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by A
............................................. + Registered Apprentice No etz ' .
working under my personal supervision. b . . J ' ' ) i )
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" Note: The above MUST BE 'SIGNED BY THE LICENSED FMBAU\IFR in hle OWN HANDWRITING .(Failure to comply with
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