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

DEPARTMENT OF COMMERCE
Bueegav or THE CENSUS

FILED Mar 43 1848

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH
Primary Registration District Nu.__Lf_o._i.&_

12525
/ye

Stale File No.

Repistror's No

1. PLACE OF DEATU:
Cass.

Freeman Mo, -

{If ouislde city or town Bmits, write “RURAL™ snd name of township)
{¢) Name of hospital or institution: /

(a) County.
(0} Clty or town

2, USUAL RESIDENCE OF DECEASED:
. b

(0} State_ZALA AN,

(¢) Clty or town

[£4] Caunty W. /’7

At g ¢

(Bwlanmﬂon.unmvuJ {Munth) (Day} (Yesr)
(¢} Place: burial or crtmar.ion_.z;‘__eneman 3 Mo 2

18, {a) Sigpature of fyn=r:
{b) Address

. @k 346

{If ontadde city or town Umita, write "ﬂlf@ o
{If oot in hospital or institution, writs strest purber or bocation)
H {d} Street N Py
(d) Length of stay: In hospital or Institution ; - o i prery———" =
In thia community 50 years
years, months or deys) - {2} If foreign born, how long In 1J. 8. A.2 I ———, 1 N
MEDICAL CERTIFICATION
b RSRNLe Rua Catherine Nelsop o \ qj_
20 DATE OF DEATH: Montn MAYOR  goy 2
8. (&) If veteran, 8. {¢) Sodal Securlty --L |
name war. JAONE Ne.nONE year. iﬁ—tﬂ bour. minute M
— b hereby cernfy that I attended the d d from
- 1/ 5. Color or !e. {a) Slngle, widowed, marr{ct(ji o B 0 | 45 e _Ynaye 2y 19_9_(3
4 Sex L EMALE race %0, divamdmm H that ITast saw h. €. X . alive o; ._...195
6. (§) Name of husband or wife__ e 8. () Ageof hugband or wife If]] and that death occurred on the date and hour stated sbove. Dur
B.Nelson AUVE e yeara|| Tmmediate cause of deatk._.._,
7. Birth date of deceased___S€DE , 1a iasg y K a.b.cl A &L._ . e ich.ts
(Month) (Day) * TYear)
/'\
B AGE»? 8 Years M'ﬁnths Dayn If lepe than one day Due to.. A B
o hEsse “"f,,u.Lm. wsie (5 Uedrs
Ka U Due to.g._.. % "&..‘) oo, _\e&..\l_é_h____ e
S. Birthplace 811883 City M I
(City, town, or"county) (State or foruign country) Le h
. . her conditio
10. Usaal occupation Hous =] Wi fP o(tln;-l.uie 1. v T of snth)
11. Industry or business \ PHYSICIAN
=] » = i H —_
B {12 Name 9 8HES FHashington Mincan Mo B ~ 0
E ks v Underfine
& L1, Birthiptace Ky / gf}“ the cauze to
{041 wp, ot {812 Yoreign conntry) M
E { 14. Maiden pame LiTrTe Kn%)ho ny. Of autapey. 4 mﬂt
Kan g 1 { f; tistically.
1. Birthplace. (c%,s‘“(z j;E}:‘ % M’-O-. {State or Lwolen soumiry) || 22- If death wes due to external causes, fill in the following:
16. (a) Tnformant J.W.Suddarth {s) Accldent, suicide. or homidde (spedfy). .. ==
(wAﬁﬁﬁ reeman Mo, e () Date of cocurrence —
Wher 2
1. (a) () Date thereat ADT, =73 () Where did tojury occar P pry— TR -

() Did injury occur fin or about horae, on farm, tn fndustrial place, io public place?

(Bpecily type of place)

While st work raimmrm . {¢) Mennsof Infury______ =>=—
28, Signa J@C(g e (M. D, or other)
/). Date slgned




STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by

Registered Apprentice No. '

working under my personal supervision.

Liceased Embalmer No....cke 2 4 7. —
P. 0. Address WI 2720’

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the nbove constitutes grounds for revoention of license.)

If this body is not embalmed, above space should be left blank.




