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WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD
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BuREAU OF THE CENSUS

ILED APR/L5 1386

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District No_‘aaz.’_a_/

State File No.

9160

Registrar's No......... e;; J—

MOTHER FATHER

Registration District No S
1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED:
Harris on i i ‘7‘/
(a) County Bt R Dy (@ smeldiSsouri & comnty HEYTiBON
() City or town B t h.a
. (1f outside city or town litnila, weite “"RURAL" and name of township) (& City or town a n y /
(¢) Name of hospital or institution: / (If outside city or t.own limits, write “RURAL") /’
none g (d) Street No S Outh 17th 5 f\
(If not in bospital or institation, wrile street number or bocation} . {ar mm], give location) bl
{d) Length of stay: In hospital or institution .. ... AN no
(Specify whether {e) Citizen of foreign country? (Yes or No)
In this communltyso...veara! -
years, moothd of doyn) . Ii yes, name country.
. s MEDICAL CERTIFICATION
3. PRINT Ryth Linville
FULL NAME / '.g—"
. 20. DATE OF DEATH: Monm_)??uu;A day
3. (B} If veteran, 3. (¢) Social Security /f f( C._ N / P -
ear. .. Lo o o e revrrresensrremres T suat'W.
name war, no No. no ¥ our,, .minute 3
21. I hereby certify that [ attended the deceased from
) 5. Color or 6. (a) Single, widowed, martied, || < 10 ‘%m 2 — 5 b
k) - v p
4 Sex..l._amal_e_:___ neWhlte. dlvorced...gi.n.gle{} b5t I ast saw hEEF~_ alive on ? — A 197
6. (b) Name of husband or wife.. JLQILE. ... 6. (c) Age of husband or wifcif |} 2nd that death occurred on the date and hour stated above. Duration
- no 1 i f death
QliVe o2 ... VEOTS nén:iaate cause of deat
7. Birth date of deceased....__ A DRTLL 4 5 Edamasz NE; ﬂm‘“‘é‘ﬁ; i ==
(Manib) (Day) (Yoar) i M&_., L4 dlz-ﬁ‘.,,-()td-'al‘/f\ ol
" N o . . R N ‘VE— / .
8. AGE: . Years _ ("Months | Days |  Iflessthan oneday J/-’..-}@#L.. ....... =7 g, —
5)0-_ W8 :(1, J,'p’.--, _‘J 25’ T hr. 2.min
z Due to
9. Birthplace -.Bethen y. Mo, U
{City, town, or county) {State or foreign country}
. - . Oth diti : :
10. Usual occupation none . : ot e ?u:rug:ng::y within 8 months of death)
11. Tndustry or business._... none . - ! PHYSICIAN
‘Josiah  Linville ... ,  ||FégfdsEg "/ _
12. Name — - - - OPErTHONS tureoe Underline
Indiana , PO | Ll/ the cause to
13. Birthplace L ; \ 'ﬁ [ which death
{ towg, ar count (3tate or foreign covatry) Of autopay.. N should be
14, Maiden nnme...._yi 1 Klle v I \ . charge;il Bt~
: . - tistically.
1s, Bu-thnh:-p Indiana 22. If death was due to external causes, fill in the fouo}“/
- (C:ly. town, or county) (State or fweiga coutll'.;'y)
16. (a) Informant. o Lilly M, Linvi 1le. . . |] (e} Accident, suicide, or homicide (specify) /
) AddFess, oo _BQ t' Js:§ nyv. ..... M O i (&) Date of occurrence
re T ik iqs
17.- (a} Bu ial &) Date thereof. Llar L 1 7 4& (¢} Where did injury occur? (City or town) (County}
(Barial, cremation, or remaval) ~Miriem . {(Manth) (Day) Ww’ (&) Did injury occur in or aboujtGme, on farm, in industrial place, in publ:c pla.ee?
{c) Plz\ce burial or cremation -
R i t place
18. (a} S:gnalure of funeral dlrector A4 ..__,g_:____ wmlg at \.\.orL 1 __eipe,m ?)n (],!.Ifmna)of 157151 o, U,
b) Addrl:ﬂﬂ e __‘__Be thal’l _,.g,_.. LI,O. 23 Si % o %}
. Signature@te’ LT e
1. Lo o w o ' N ,;
@ (Date roceived Jocal registrar) . i _(/  {Reristrar's sizmaturr) Address Date smned:’_' /

76

{Licensed Embalmer’s Slatement on Reverse Side}

/f(/




DISTRICT HEALTH OFT:CE
Cameron, Mo.

STATEMENT BY LICENSED EMBALMEKR

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed byme, or BY .o

........ - . Reg:stered ‘Apprentice No......

working under my personal supervision,

Signed M,&&% kﬁ ; v ;L._C
Licensed Embalmer No 3 ? q q
.. Address B BB iy 7%0

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fﬂll% to‘comply with |
the above constitutes grounds for revocation of license.)

If this body is not embalmed, fact should be so stated above,

-
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