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

DEPARTMENT OF COMMERCE
BUREAU OF THE CENSUS

STATE BOARD OF HEALTH OF MISSOURI

ANDARD CERTIFICATE OF DEATH

34857

State Fils No.

Lot j) 24 A
Registration District No.aJ. Afubdn. ... Primary Registration District No.. ] 45 ........ Registrar's No.
i. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED:
{a) County.... Stone . (@) State Migsouri
i ¥ () County.... i
(8) City or town Lample PP P . Y L -
(It cutside city or town limits, writa “RURAL" and name of township)/ {¢) City or town., ample -
(¢} Name of hospital or institution: / ) (If cuislide city or town limits, write "RURAL'™) =
(If not in hospital or institution, write street number or location) ) _Smt Neo {IT rrral, give location) P
(d) Length of stay: In hospital sr [nstitution
& v Pt (Specify whother || {¢) Citizen of foreign country?. (Yes or No)

In this community.
years, months or days)

If yes, name country.

MEDICAL CERTIFICATION

3. {a) PRINT W
3 ) PRINC  NOMA  PITTS
e 0. DATE OF DEATH: Month.... Oci_'E L o had 4
3. (&) If veteran, 3. (9 a urity gear 194 o 3 i P .
name war. No
21. T hereby certify that I attended the d d from.
F 1 5. Coloror 6. (s} Single, wlfiowed ma.rﬁ;ﬂ 9-21-45 9. todQ=4adb 19
emaLe / ce. fhite divorced.. u’!aI‘I‘leC;_ that [ last saw hE X0 aliveon. 1. 0=4-45 193
6. (5) Nameof husbnnd OF Wil e 6. {€) Age of husband or wtfe if || and that death occurred on the date and hour stated above. Duration
John Pitts alive_____ 1) vears|| Immediate cause of death
7. Birth date of deceased..._ 1 S OTT ¢ 3.b 1E8T)  Cxfupmnus Pneusonia
{Month) {Day) {Yenr}
8. AGE: Years Months Days if less than one day Due to ] Influenza
64 8 l hr. min.
/ Due to
9. Birthplace.. Reid Springs.. . Mlssourl."l
{City, town, or county) uu or oreign country,
Other conditions
10. Usual occupation (Include peegnancy within 3 months of death)
11. Industry or business T, 3 ; PHYSICIAN
- 2]0T hinamngs:
é { 12. Name Solomon Smith of opcrar.‘iz;ns....... fhﬂ F Undentl
e ' . . . . by . o - nderline
= 13. Binhplace Unkgpiown 7  § - the cause to
i gu:r- .)l (State ar foreigo country} Of autopey h should be
& ( 14. Maiden name ST AN, DONALGSOD. .. oo 7 charged sta.
£ Unkn O : X tistically.
& | 15. Birthplace ey Wes—— NLNOown. B o eraign cogairs 22. If death was due to external causes, fill in the followlng: '
= . town,
16. {a) Informant Mrs. Tonvy Pitts (a) Accident, suicide, or homicide (specify)
(5) Address Lampie Mo. {8) Date of occurrence.
1. (@ . Burial ) Date ehereot_.. 20/ 5/45 © Whesaid ijury occur ity or vown) " (Counrn) {Eente)
(Barial, eremstion, of removal) (Month) (Day) (Year) (f) Did injMy occur in or about home, on farm, in indnstrial place, in public place?

Kimberline Cemty.

(¢} Place: burial or cremation
18. (a
() Address

9. @ (O=L2..LF -ﬁ} T ALL th,,...Ga 2o, M_I_h .

b=4

Signature of funeral director.

[ of place)

While at work?. ...

) . -6
23. Signature. .ot BE P ":‘ Cg. ttre..l.l (M. D.ozpiler)......
Addres__Beeds -Sprine Mn Date signedt =13

ate received locel registr existrar’s aignature)
et

(Licensed Embalmer’s Siatement on Reverse Side)
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- STATEMENT BY LICENSED EMBALMER S -
I hereby certify that the body whose hame is recorded on the reverse side of this certificate was embalmed by me, or by...."... 3y
............................. " : , Registercd Apprentice No —
working under my personal supervision,
Signed R : e e _
. . Licensed Embalmer No : X
=" = J NP . . . - )

R ) P. O. Address:........ CT.
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in bis OWN HANDWRITINC
the above constitutes;groungl's for revocation of license.)

. (Failure to comply wil
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If this body is not embalmed, fact should be so stated above. e o o~ LI AR ¢
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WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

DEPARTMENT OF COMMERCE THE STATE BOARD OF HEALTH OF MISSOURI
State File No, 1

Buseac o e Cexsus STANDARD CERTIFICATE OF DEATH

Registration District Noa‘f‘f

Primary Registration District No&/s-_ Registrar's No...

1. PLACE OF DEATH: m
{a) County.

2, USUAL RESIDENCE OF DECEASED:

(b} City or toWn.....oece 2=
(1f on

{¢) Name of hospital titution:

g o ') State (&) County.
- Ry ... A ey St
ciLly or town limits, writs "RURAL d name of to i {¢) City or town

(If outside city or towa limita, write “RAURAL™)

(d) Street No

{If not ip hospital or institution, write sireot number or location) (If rural, give location}

(d) Length of stay: In hospital or institution

In this community.

(Specify whether (¢) Citizen of foreign country? {Yes or No)

years, months or days}

If yes, name country.

3. PRINT
Fuﬁ), NAME Wﬂ 03

MEDICAL CERTIFL

3. (&) If veteran,

3. {c) Social Security

name war. No
5. Calor or 6. (a) Single, widwa:ﬁed. O
4. Sex‘% race......... =02 divoreed 15
6. (b} Name of husband or wife.. .o 6. {¢} Age of husband or .
DPuration
7. Birth date of deceased... ...‘.12(!.._......_.._.._____ R
(Month} @
8. AGE: Years Months l@
9. Bitthplace. ety R XA N YAz somrmemscomne
h {3tate or foreign country) || 7
Other conditions
10. Usuaal oceup & HGJLS—Q ------- W 4{5 L S— l (loctude ¥ within 8 b of deatk) S
11. Industry or e rmers.. Wise. ...~ PHYSICIAN
=~ Vd Major findings:
g 12. Name Of operations...... .
= hUnd:r!me
; 13. Birthplace . ;lﬁgﬁgﬁtg
» ) (City, town, or connty) (Stats or foreign conptry) Of autopsy . shounld be
14. Maiden name. charged sta-
E tistically.
% 15. Birthplace. e —— P 22. If death was due to external causes, fillin the following:
16. (a) Informant (a) Accident, suicide, or homicide (specify)
»
(3) Address ()] Dat,e of occurrence
17. (@) . ~ (b) Date thereof. () Where did injury r (City or town) (County) (State)
{Burial, cremation, of romaval) (Mcuth) (Day) (Vear) (d) Did injury occtr in or about home, on farm, in industrial place, in public place?

(¢} Place: burial or cremation

18. (a) Signature of funeral director.

N\ (Specify type of place) .
- While at work? e () Means of injury s

(% Addresy

23. Signat {M.D, ot other) ..
1. (@ oM .n-:c te Gauss gnature 5

{Dats received bocal rexistrar)

(Rennnr s signatore} Address Date signed_____.....

uo}omh
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