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

DEPASTMENT, S5, COlERCS
=ILED JAN25 1946

Registration District No.

STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District No..i.g_.g..mm.

3177
03

State File No.

Registrar’t No.

1. PLACE OF DEATH:
{a) County L ew i 8
(8} City or town.. ....._I-‘aGrange

{1f ootaide city or town limits, writs “RURAL" and name of township)
{c} Name of hospital or institution:

2. USUAL RESIDENCE OF DECEASED: ) \%
(a} State Missourl (% County. Lewis
(¢) City or town LaGrange ’72

{1f outalde city of tawn limits, write “RURAL"™)

i / " {d) Street Ko 0
{If Bot in hospital o inatitution, writs strest aumber or location) {1t roral, glve location) o’
b of ¢+ In hoapital instituti
(@) Length of stay: In hospital or Instltution (Svecify whetbar || (¢} Citlzen of foreign country? No (Yes or No)
In thls community L,Eg® )
years, montha or days) l I yes, name country.
‘ MEDICAL CERTIFICATION
3l T Jessie Roberts
: = 20. DATE OF DEATH: Month EC 4y 2] _—
3. (1) M veteran, 3. ;‘: Social Security oy LTS T bour EJ miute_ 23 M
name war ° 21. I hereby certify that I attended the d d from. 04 c"
5. Color or J 6. (o) Single, widowed, married, 19_{{(.\ DL 2T lD.‘YS —
¥ 3 agn L.
4. Sex Female / race. Whit 1 dival mﬂd-'l—-@'—liec-i / that T last saw h.‘.'.‘.« alive on... n.g.......‘“.c«.«_...z Z_____.._._... lg_fps
6. (b) Nameof husbandorwife....._____ 6. (&) Age of husband or wife if and that death occurred on the date and hour stated above.
Durati
Arthur A. Roberts aive. B8 years|| Immedinte cause of death.f_ &2 K—A EAT LA e
7. Birth date of dmmudn,.s..ememb,ﬁr;_...m__..m_lam._ —A ; ml z S 14 I/ ‘c b c ZbM 4 i
L (Monhh) Day) {Year}
“8. AGE: _ Vears " Monthu Days ’ If less than one day Due to ,4( £ L ,{ (-I/V
67 " e -1?,& ue, -
- Due to
5. Birthplace Canton, Lewis: Migsouri J
-+ «{City, town, or county). “ - -([Siate or forelgn vouniry) RO .l T Lo I
Oth nditions
10. Usuatoccupation. HOUSEW1fe S e s, ibin's oowi o 4ot
11, Industry or business G . s PHYSICIAN
ajor findings: . —_
B {1 Neme_..Milton H. Hawkins __ o |- OPeraIOnt o TR ’l/ T3 Underfine
= Lewls Migsouri ! : S o SRR the cause to
=~ { 13. Birthplace G : ; \ a7 [which death
4omn o t
% ¢ 14, Malden name._. T8 N8ra  De W IBIEFY~~ Of autopay \ e st
E L C tistically.
g 15. Birthplace........... ﬁWi.,S...;)..... o 7&3&&8&%’” 22, If death was due to external causes, fill in the followlng: ° '
) (2) Accident, suiclde, ot homiclde (specify)
. Inf b
16. {(a) Inl onnantfl a .sr}.ﬂf - s () Date of cocurrence
(5 Address gsouri
17. (@ - Burial. . @ Date thereot. DRC. 30 1C4|F) Where did injury occur? {City or tawn} {County) tate)
(Burial. cremation. or r = (Moath) {Day} (Year} (d) Did injury occur In or about home, on farm, in industrial p!a,ce in public place?
(¢) Place: burial or crematl 24
Specif: of pl
18. (a) Signature of funeral s L “While at work? ¢ ! t(?. M:a.;: of in)ury R
%) Address_ CEBNtOT, W 2 g z é ,
- . Slmtur-' .orothery
19. (@ LAL TS L ED o , : ﬂi
(Dﬂ.(-:aifﬁmlnﬁrq) £ Y, s imaore) Q7 ddrcss__._.,,..d A’Mf& ” . Date ngned,%é.ﬂj

A Ib/

(Lteeuud Embalmer’s Statement on Roverse Side)
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STATEMENT BY LICENSED EMBALMER

Lo 'I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me; or by

A

- .., Registered Apprentice No.._._ . ,

- working under my personal supervision.

. ‘ Signed) — . A b
L ) o ,- o S < Licensed Embalmer No. 26/9 ___________________ o

P. Q. Address.. @.é«

© Note: The above MUST BE SIGNED BY THE LICENSED EMBAL&\IER in his OWN HANDWRITING (Fallure to comply with
the nbove constitutes grounds for revoeation of license.)

' If this body is not embalmed, l‘act shou]d be so stated above.
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