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WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD
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STANDARD CERTIFICATE OF DEATH
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1. PLACE OF DEATI!: 2. USUAL RESIDENCE OF DECEASED; W
@ County...... MAT10N A i @ sae Migsowri . o comy._ Ralle, S/ ..
(& City or town.. .......Hﬂ.nni.b MiB O e .
737 ontiide city or town limJte, write "RURAL” and name of tawmblp) || () City or town. .. _me Missouri. o
{¢} Name of hospital or institution: 0 ( f cateide elly or town limits, write "RURAL"}
StElizebeth Hospitel. @) Street No o
{If not in bospital or inetisution, write strest number or location) (1 rural, give location) !
Length of : in b lorinstivueion .. . { LV g /
@ gth of stay: In heapital or institurion Sp.eﬂ";_t—h-lhr {¢) Citizen of foreign country? N - 79 (Yea'or No)
Io this community...... ' !
years, monthe or days) If yes, name country E
MEDICAL CERTIFICATION i
3ula FRINT  Sada M.Scobee, ‘
20, DATE OF DEATH: Month.__m.__day_m.m'__mm
3. (b} I vereran, 3. {¢) Social Security . .
yea .....19.45.-............]:0111'..._._..2.._0_0_ t
tame war. No.. _N.Dne_n ....... ’ N
/ 21, 1 hereby certify that I attended the deceased from,
5. Color or 6. {0) Single, widowed, married, ’ 19 to.
y o e, -
4. Sex emal-e race. t divorced.. " !—r—-jlg ythat T last saw h.__er. alive on...._.. M
6. (b) Name of husband or Wif€.....ooveerceeeee. 6. (¢} Age of husband or wife if and that death occurred on the date and hour stated above. Duration
e lde - immediate cause of death
D.A.Scobee T - 1 -
7. Birth date of deceased.. ORI UAYY & _'Z.* 21 —
atee (Month) . %:ﬂ (Yanr)
8. AGE: Years Months | Days If leas than one day Due to_—_a‘MﬁﬁM""—’
81 gf 1 hr. min
Due to
9. Brhpmee. B ENIE Missouri, || n ~ .
(City. town, or oounty)} (Stats or foreign conntry) L
1 p
10. Usual mpauomm,ﬂQ,llB_e}LifQ ) O(\hcr ‘fm;‘dnl:nt':, I 3 monthe of den
11, Industry or busl Homea ' G dié PHYSICIAN
e atar bndadings: ———
§ 2, Name......wl'L -Flﬂ &kl (j Of eperations q Underline
£ - :
2\ 135, Birchptace Unknown. Missourl, '}_‘ \ the cuuse to
- gg' ww (Sute or Coreixs country) Of autopay \ whoitld be
& { 14. Maiden name _ B‘}L . Sen A8, ¢ \ N cihafg:ﬁ sta-
= tistically.
E 15. Birthplace Unknom - M i ssour i » 22. If death was due to external causes, fill in the following;
= y. tow counly) [§:1 or {oreign country) ‘/
16.. (a2, Informant y . M v {a) Accident, -uiddey homiclde (specify, ~7
@) Address PerrY.Missow i, . () Date of occurrengt VA
i7. (a): el T ) Dae thereot_ OV, 9 (L9 AR (@ Where did tnjugk oocur? P NV T ere s
{Barisl, credialion, or removel) (Manth) (DI (Yoar) () Did lnjury in or about h . on farm, in Industrial place, in public place?
(@ Plgces busial or cremation_ _Cemetery
12, (a) S!znamre of funeral director. : . .. While at rele Y ’;‘_'ird::;)of injury__. _é_\___ 3
@) Alitress 2Ty ; . M}Q
9 (ﬂ)/ - -~ L/ 13. Sigmat  (M.D.orot
: {Date received ) reristrar) i (ﬁu Lrar's signatare) . Address _ Date dzned.fw

EFY

(Liconsed Exbalmer’s Suument on Roverse Sade)
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STATEMENT BY LICENSED EMBALMER .

I hereby certify that the body whose name is recorded on the reverse suie o[ t.'ms certificate was embalmed by me, uégl—

- ) -+ Registéred Apprentxce--No .............
working under my personal supervision. © , ST i *:

TR PR ......‘."

o '-' A P (;) Address..._.._ . .
Note: The above I“UST BE SIGNED BY THE LICEI\SED EI“BALI\IER in l:uﬁ OWN HANDWRITINC. (Fail

the above constitutes grounds for revocation of license.) LR

If this body is not emba.!med1 fact should be so stated above.
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