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

!

DEPARTMENT OF COMMERCE

Registration District No.__{.3.... 7 —

" THE STATE BOARD OF HEALTH OF MISSOURI

SICED A1t 1946STANDARD CERTIFICATE OF DEATH

Primary Registration District No.. _:.5_2 )" 8/'

State F:lz Na 414 f- o
227

Regisirar’s No.

1. PLACE OF DEATH:

{(a) County
(5) City or town

Jasper

Carthage
(If outside city ar l.n"nhmlu. wTito “RURAL and name of township)
(c) Name of hospital or institution:

Mo .Cune Brooks Hospital &

{If not in hospital or institation, write strest numi E.
(d) Length of stay: In hospital or institution UI"B
(Specily whether

5 hours

In this community
years, mopihs or doys)

2. USUAL RESIDENCE OF DECEASED:
sae Missouri ) County_ S BEpET 5%?
Carthape '

(If cutside eity or town limite, writs “RURAL") 3

(a)

(¢) City or town

(d) Street No

{1f rural, give location)

Ho.

d

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

If yes, name country

3. (o) PRINT
FULL NAME

Lesllie Millard

MEDICAL CERTIFICATION

5. Bitbonce... Orawford Co. . XKansss /.

{City, l.o-n. or county) (State or foreign country)

16. {a) Infnrm-mf Ralbh Lillard ' - ‘.}L
U)MMHs ‘Carthage Mo'. RIR.TEFWS

17 m)~§uﬂia e 12-15=45

(Paridl, cremation, u:nmnl) (Month) (Day) (Year)

e, Phl:e bunalo.rcgpmunnn = Paradise Cem.
18. (@) Slznatu.re of fl.meml dlr:ctur Ch&s OJ Teater

®) Address....... ._.'.__~_*..,8:_B pGIPM
19. (a) J2-22-)

(Dats received bocal rexistrar}

(b} Date thereof.

e M e e o o i

h.O

{Regisirar's siznature)

- 20. DATE OF DEATH: Month 3 Reree"_ day. /
3. (b} If veteran, 3. (¢) Soclal Security / [ - )
T, LT o LT TP Y mn S,
pame war Nonse No None yea OUL.. minute g_fﬂ
21. ! herebycertify that I attended the deceased from
[st Colot or 6. (¢) Single, widowed, tarrled, | ’a"/?{ s 19 ?"3 to... \ﬂ%/f{ _______ , 19! V. S
. sex MBle nhite | vorced._s.inglﬁg.. that I last saw h._ S, alive on M /7 5(— 1.9
6, {5) Name of husband or Wift...c.oomeee. 6. (6) Age of husband or wife if || and that death occurred on the date and hour stated above. Duration
g AlVE T . yeaTs Immediate?ﬁ death .
7. Birth date of deceased......08G o ... 14th. 1945 | -fAlerm e RAAANL,, .. ‘-—f“*“?k
. (Month) (Day) (Year)
8. AGE: Years Months | ° Days If less than one day Due to
0 0 O 5 hr. 0 min
( Due to
o. Binnphre.. GBLthage Missouri
. K - - (City, town, or county) (Stats or l'urel;n country) . - N
10. Usual occupation.. N ONE e o s mmmtis o deait)
1. Industry or business : . : S . PHYSICIAN
ajor findinga: R
E 12, Name Ra'l ph 'Mi 1 l ard Of operutions........ ( Underline
r - -, . &
=\ 13. Birthotace Barton Co. ' Missouril ¢7 : \ L) fthe cause to
(Ci ty (Stale or forcign couotry) Of autopsy should be
a{ 14, Maiden name .. Nngfé“ Lo cke e \ v . c'h?rgeﬂ. sta:
S \ tistically.

22. 1f death was due to external causes, fill In the following:
Accident, suicide, or homicide (specify)

Date of occurrence

(e}
{b)
{£) Where did injury oecur?.
{d)

- (Cily or town) {Couaaty) Hta
Did injury occur in or about home, on farm, in industrial place, in public place?

23. Signature,
Address_ [

A_@A_a W’LEA e Da;.e signed. /} ‘3:"5{5

/vEg

{Licensed Embalmer’s Statement on Heverse Side)

o
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PR : STATEMENT BY LICENSED EMBALMER p

. . .. e N

I hereby certi{y that the bady whose name is recorded on the reverse side of this cemﬁcate was cmbalmed by me, or by -

N ST

Reglstered Apprentlce No

working under my personal supervision. . )

B - ) L:censed Emba]mean 9(,'2 y g'

. . - . P 0. Address..._ m 774 &
Note: The above MUST BE SIGNED BY THE LICENSED EMBAL.’“FR in hls OWN I WRI IING (Fallure to comply with

.

the above constitutes grounds for revocation of license.) .

‘" 7 _If this body is not embalmed, fact should be so stated above. .- . -_' -
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