8. No. 2
M—5-42

v. 5.17.39
Be1 X32673

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

DEPARTMENT OF COMMERCE
Burgav or THE CENSUS

Regiatration Diatrict No..

STATE BOARD OF HEALTH QOF MISSOURI

CILES T S ST

413641
LT0

r
State File Nou.......

Registrar’s No....

1. PLACE OF DEATH:
(a) County HOWEll -
@ Cityortown. West Plains,

USUAL RESIDENCE OF DECEASED:

(a)
West Plains .

(If outside city or town limita, write “RURAL" snd neme of townsbip} (¢) Cityor town /
(¢} Name of hospital of insdtution: /77 T T (If oxtaide city or town limits, write "RURAL") 7/
Residence  / @ Street No. _West Broadway /
(if not in bospltal or inatitution, write street number or location} (1 rural, give location} .
(d) Length of stay: In hospital or Institution Qs i || e cictsen of forei . NO. w 7 Noy
wheilher 13 tizen of foreign country et Qr <,
In this community...... o3 Yearg.
years, months or days) If yes, name country.
3. () PRINT EDW ROSE GILIE T'E MEDICAL CERTIFICATION
.F ME JLI’[B ....................................................................
Ul;l- ::"‘ AT ——— 20. DATE OF DEATH: MomnDECEMbEX 4., 8,
3. (b) If veteran, - 3. ::) a-- urity year 1945 _hour z * minute. -
ek 21, I hereby certify that I attended the d d from I neVe 1" tr e a t
©gys - {a) Single, widowed, married. |l @4 _him to :
JS Color or 6. {a) Single, widowed, mar. ed iMoo 1e 19}
s s TBLE : rce W1 TE divorced DAL 1 e—d’/ that I last saw h alive on 19,
6. {5} Name of husband or wife.._....cc..ceooeven. 6. (¢) Age of husband or wife if || and that death occurred on the date and hour stated above. iom
Ella Mae Nile 3 Ge alivenn, _years || Immediate cause of death Cerebral Hemorrha{#@
7. Bisth date of deceased.. JUNE 20 1884 I went to see him some hrs.
(Moath} {Dex} (Year) —after he dled. He died ir
8. AGE: Years Mounths Daysa If less than one day
61 5 18 when she went to wake him at 7:00
il e G A ML 18 /8/45
5. Binhplace.... BT lington, Vermont /[ Apterio-Sclerosis &rid fat,

“(City, town, or county) (Stote or foreign couufry]

Real Es taLte Dealer

10. Usual gecupation

Other conditigns.
(!nclufi_u pregoancy within 3 months of death)

11. Industry or busiess.... OWIL PHYSICIAN
2f 12 vome.....CHAFIEH. GO L LS. | o eron..... A V— —
E{ 13. Birthplace Unknown q -------------- (IA ‘ gheiccgléu;::
g{ 15. Birthplace R w—— gful;l?lgil“g“{,) 22. 1f death was due to exteranal causes, fill in Ehe following:

16. (@) Informint... HESe, Be Al- ‘gillette, (6} Accident, suicide, or homicide {specify)

West Plains, Mo, _
(2) Dhate thereof. DEC» 10,194

(Mosth) (Day) (Year)

West Plains,Mo

18 (o) Signature of fungral duectol'dba—g-r T AAA Attt A

West Plaing, MOo. ‘,,,

(& Address -
17. (@ Burial

cak ‘Bﬁﬁ’ﬁ““ﬁeﬁéry .

(¥ Plice: burial or cremation

L (b)Y I
19. () CW 2 M%W
{Data recelved lom?adﬂ.nr egistrar's signatuore) .

3

-

(5) Date of occurrence. r )

Where did injury occur?.

{Clity or town) {Count (State)
Did injury oecur in or about home, on [am:. in industrial plaoe in pubﬁc place?

(hpel:{!y 1ypo of place)
e §€) Means

While at work? ... .. iniury ..,CL}_

| WV M. D. M
\ Date uzned 12[8/4

23. Signaturc..:... 1

address_-1ESE Ylaing, Mo.

} S') ? - (Licensed Embzlmer's Statement on Reverse Side) %




- - - - PR L

E'VED -:- - - _. .' - - - - . - - - - - &I T T - Cow T e LA e ".--. '
D istrict Health Offxcer No. 5 | : ' SRR

- STATEMENT BY LICENSED EMBALMER

- . - .

. I hereby certify that the body whose name is recorded orni the reverse side of this certificate was embaimed by me, eorbaem
. * - . . . \
- working under my personal supervision. . ) .
i Signed
i
. ) r.
Y B

© P, O, Address..

. Note:- The above IHUST ‘BE SIGNED BY THE LICENSED EMBALMER in lus OWN "ANDWR]T'NG. (Failure to comply with
the zhove constltutes grounds for revocalmn of hcense } ‘

* . N

_If thls lmdy is not embalmed, fact should be so stated nbove




