. 8. No. 2
OM—8-43
. 5.17.39
Bo 1 XaTezs

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

.
’

4
i
&
A

DEPARTMENT OF COMMERCE
BurEAU OF TUE CENSUS

RE:—.!&!;SE#. No. ﬁ %ﬁ. .’.‘.? '

THE STATE BOARD OF HEALTH OF MISSOURI

ANDARD CERTIFICATE OF DEATH
Primary Registration District No.. gy & 0

34793
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State File No.

Regisirar's No.

1. PLACE OF DEATH:
@ Comnty... DCRUYlET

{&) City or town_.. ..Gl' &ﬁn:hpn ....... Mn »

(1f outside £ity or town limits, write "RURAL" and name of township)
{¢} Name of hospital or institution: 0

VanQsdal

{If not in hospital or Institution, 'nr.n street pumber or Jocation}

(d) Length of stay: In hospital or institut.lon Fourte en. DB-YB

(Speul‘y ‘whetber

In this community.

2. USUAL RESIDENCE OF DECEASED:

State.. £ ..9 .....................

(If outaide city §

(a)
@

b) County, /@iRtrt P

City or town..

(d) Street No.

{Lf rura), give location)

(¢) Citizen of foreign muntry?..{.%d

If yes, name country.

years, months or days)
PRINT

yull Name__James_Tobias Fugate

3. (&) If veteran, 3. (c) Social Security
N0ttt e

5. Color or 6. {g) Single, widowed, married,

+ s HBYReD | LoWhite.

6. (b Name of husband or wife.....

. 6. (&) Age of husband or wife if

— : ! alive.,...........ycars
7. Birth date of déeeased... A’u@ﬁ&-‘ 4, h ?D?? —
8. AGE: Ymr? | Months | Days; If less than one day
- - gg| 1| 18 e oin
5. suove Schityler_County Missourd: o

10, Usuai occupation.. At t orne Y at LaW -
11, Industry or business Sa:ne

d.lvon:ed_‘ﬂ.idower f

MEDICAL CERTIFICATION

DATE OF DEATIH: Monst, ¢‘-—,fh,y 7S
‘S minute % ’ +-M. .
21, [ hereby certify that I attended the deceased from Q bt ?
E S o Lo 3—7— - 19. 54
that I last saw hyuce . alive oL 22~ _.._f_{ S 19

and that death occurred on the date and hour stated above.

20,

year, hour.

Duration
Immediate cause of death

Due to.

Other conditions
(In!_:lndo preguancy within 3 manths of death)

f :......| PHYSICIAN

12. Name. -Elhelt M. Eugﬂ. _______________________________________ ~
swopee Russell Co, Virginia. /

Maiden name (Gﬂm?”“ﬁ?}la]_ er gﬁ‘lh or foreign country)
/

o

—
w

MOTHER FATHER

X- =+, (Stntil ox foreign cofintry)
: L] ‘, wh
e 2 AR\ B
1 o () Date thereof, SeD ’24 Ig‘!

(Bunnl. eremation, or remaval) (Manth} (Day) {(Ycar}

'4- gasgbu %r&emaqgn._ E 1e

18. (d') &mture of fuueral cbr
) Addrems Que iscy Mfssourl.

g 2 Z % 4 EZ{_ 2. l
9. (3 -
19. (@) {Dnfe received local nm‘f? @ (Reﬂstrnr nimture)

Major findings:
Of operations......

~ Y

[ Underline
\ \ {}* the cause to
\\J Iwhich death
Of autopsy.... should be
1 charged sta-
tistically.
22. If death was due to external causes, fill in the following:
(a) Accident, suicide, or homicide (specily})
(#) Date of ooturrence

)
@

Where did injury occur?

(City or tawn) {County) 17}
Did injury occur in or about home, on farm, in industrial place, in pu.bl.u: place?
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g S . REmEVED
| o | .‘ - D:stnct Health Officer Ny, 19

R " Oiskiict File Number. e/ T/ T2y
‘ | L Date Filed __ UCT.1-5.1945..._

r

STATEMENT BY LICENSED EMBALMER ) o T

" I hereby certify that the body whose name is recorded on the reverse side of this certificate was cmbalr}:ed by me, or by

working under my personal supervision.

o : . “'31 % \a“,. P, 0 Address -
Note\Th(. above I\]UST BE'SIQ:_\TED BY THE LICENSED E\[BALI\IER in his OWN I[AI\DWR]TING. (Failu
the above constitutes: grounds fdr,revocanon of llcense ) 7 . . . .. o

. i
i )‘ -R If this body ig NS embalmm{:‘fact .skotld bc 50 stated above.




