. No. 2 DEPARTMENT OF.%OMMERCE THE STATE BOARD OF HEALTH OF MISSOURI r 41
B g - -~ .
S I B AN STANDARD CERTIFICATE OF DEATH tate Pte o 858
sl TEEED JANT A0t S99/ P
*37823 || Regiatration District No. e LY Primary Reglstration District No. ¥2.7{. Lo Registrar's No
i. PLACE OF DEATH: LY 2. USUAL RESIDENCE OF DECEASED;
Msrcer - é <
() County. : (g) State Mo, ) Count Mercer =
®) City or town..........ubneville I Asaan Sy (%) County
{If outeide city or town limits, write *RURAL" aod name of tawnship) () City or wwn_ﬁg . Line Vill. 3 MO ™ 0
O (¢) Name of hospital or institution: / {If outaide city or town limlts, writs “RURAL™) &
" " " (d) Street No : §
0 (If not in hospital ar institaticn, writa sirest number or location) Al raral, give location) U
d b of : h 1 or instituti
(d) Length of stay: In hospital or institution (Specify whother || (¢) Citizen of foreign country? No (Yes or No)

i

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

40 _years

In thia community.
yeurs, months or doye)

If yes. name country.

MEDICAL CERTIFICATION

Fads NRNY Margaret Adella Bright
20, DATE OF DEA « MontheZ.
3. (&) If veteran, 3. (&) Social Security } [
YOAC e .Jour,_
name war No..._None.
ify I attended
5. Color or G. (g} Single, widowed, married, M /. & 1w l¥
3 - [ i .
“sfomale //‘ ' mlhite ¢vomﬁid,gﬂgg....g. that T last saw em/ﬂ.{,c/
6. (b Name of husband or wu'e. eree—eemas G, {£) Age of husband or wifeif
_Peter ,mBrigh:h__.._.._L ............ alive.e ... years
.7. Birth date of deceased__ NOY_ . 4 1867
. Manth) {Day) (Year)
0
8. AGE: Years Months‘; Daya If less than one day Due to.... |
78 ’ I 21 __________ Br. o min. !
Due to
9. Birthplace. QChio / .
- . - .(City, town,orecunty) .~ . - (Stats or foreign country) - A T T l - T
10. Usual sceapation...... HOUBekeeper _ e e et 3 manciia of dossby
11. Industry or business Own_Homs i ' ' . Y, ;s PHYSICIAN
Major findings: -+ N
Joseph Larkins Of cperations........ LA
E{lz. Name...¥. .GD i i '.'/ . pera . L 1 "/V SR hUnderlinc
. . the cause to
: 13, Hirthplace Cit. tnwn or oo {Stato ﬂofg'im?muﬂuﬂ 0 l wglichldacagh i
I ' f autopay. shou e
5 14. “Maiden nnme._._M.‘_ ?thaon A4 ! sta-
/ tisticatly.
& | 15. Birthplace - ______th_ﬂ.._..___._ 22. If death was due to external causes, fill in the following: ‘
= ty, town, or conoly) . tatopor foreign counitry)
s . .
16. (a) Informan{L/. W e () Accldent, suicide, or homicide (specify
(%) Address_.__. Line_v_illa;'-____l,owa v (%) Date of cocurrence
Wh occur?
17, (@ B s (B) Date thereofDﬂ_c_n_ 27,1945 || (9 Wheredidinjury occur T ST e
(Busial, creumation, or remoy ’ ath) (Day) (Your) (&) Did injury occur in or about home, on farm, in industrial place, in public place?
(¢) Place: burial or x:-emauon._._. i‘ ¥
18, (g)‘ S:gnature of funeral director,  While at worl
®) Address_.._Lineville, . 2 ' Siomat
. Signature
0. @ - 349 _» . e ||,
{Data rocelved bocal registrar) " (Hegistrar's simmature) < Address.......~ ’_;!’
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(Licensed Embalmer’s Statement on Rw!:r¥ Side}




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by'mé, B i

+ 4

-+ Registered, Apprenticé No...

working under my personal supervision.,

-~ Note: The nbove MUST-BE SIGNED BY THE LICENSED EI\IBAL!\IER in his OWN HAI\ WRITING (Failure to comply with

.

the above cunstltutes grounds for revocation of license. ) . . Lot . ‘ ,
If this body Ls;not_ét_pbalmed, fact should .be so statpd above, )

il




