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WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT

DEPARTMENT OF COMMERCE

EILED”

Registration District No.__{_ ..

HE STATE BOARD OF HEALTH OF MISSOURI

TANDARD CERTIFICATE OF DEATH

Primary Registration District No. L"{..é..g...m

State File No. 19886
Registrar’s No 11(7 o

-1.

PLACE OF DEATH:
(6) County DeKalb

() Cityortown... Maysviile
(If outside ity of town limits, write "RURAL" ond noma of township)
{¢) Name of hospital or institution: /

{If ot In hoepilal or icsifiution, writs kreat number or location)
(d) Length of stay: In hospital or institution

20 _yre.

{Specify whether

In this community
years, tnonibhs or days)

2. USUAL RESIDENCE OF DECEASED:
Mo. (5) County. DeKalb 3‘2
(¢) City or town M aySVi lle 2

{1f outside city or town Iimits, write “RURAL") 0

{a) State

{(d) Street No.

(If rural, give location)

7
{¢) Citizen of foreign country? {Yes or No)

If yes, name country.

3. (1) PRINT

MEDICAL CERTIFICATION

Full namMe_ FLOERA JANE _AKFRS . .

9

20. DATE OF DEATII: Month.....J.g.H_E.........ﬁm

.day

3. () If veteran, 3. (¢) Social Security
@ ¢ YEAT. 1q 46 hnur._.__.__._._ll ........ minute50_..-_._P_._.M.
name war. No. =
21. [ hereby certify that I attended the d d from
5. Calor or 6. (o) Single, widowed, marrled, || _ . e - 2______ v YE
] : I '
4 SELFEDLALE‘ 4 e MHITH divoreed L L DO HF’.D eHat I lnst eaw hed?d__alive o . 19‘__%. ,
6. (b) Name of husband of Wife.........ovmreeeeee 6. () Age of husband or wife if |} and that death occurred on the .
LHARLES AKERS . N S 1
7. Birth date of deceased.._.JULY 22 18 ? _—
{Month} (Day) (Fear)
8. AGE: Years Months Daya If less than one day
. b
9 5 10 1 7 ......... hr., —......min, .
i / Due to.... - -
o. Bisthpiace. FRANKFORT __ NEW YOoRk. ./ { = T e ST
{City, town, or county) - < (Stats or forelgn covatry) AUALA p N g ) )ﬂd
Other conditions, _# e feerpemene e

10. Usual occupatiun___..__.._..H.QHSEVHI&FE:.:-__.__.._......_......_.._...,A.“.......

(Includs pregoaney within 3 motiths of death)

R

11, Industry or business PHYSICIAN
Major findings: N ”\
E 12. Name INKNOWN... 77 f operations = £ o N
9 ; < AT\ (b asase o
2 | 13. Birthplace - UNKNOWN T Lo 7 : which death
ity, town, o€ conat tats of fureign colintry Of autopsy......... J should be
5{ 14. Maiden name KT\{O“TN ’?“ autopsy c_ha.rgei:}sta..
. tistically.

& UNKNOW N

15, Birthplace ;. P ine:
% iy wownr o counts) @rate o Torcign cguntry) 22, I death was due to external causes, fill in the following

Informsnt MRS MARY Ibm (a} Accident, sulcide, or homicide (specify) ' ;

16. (a)
(5 Address.. . MAYSVIILE MO. s (b? Date of cocnrrence.
17. (o GREMATION () Date thereof.._ Q=10 -1946“_ (e} Where did injury occur? e e —
(Burial, cremation, of Fomoval) » (Month) (Day) (Year) (@) Did lnjtiry oectit in or about home, on farm, in industrial place, in public place?

Pl.ace:Wmmtiun.:.Em.QO.D..__.KAN-’-C-IT!---MO '

) B
18. (o) Signature of funeral dimch_.ILCHER FUNERAL___HOME ety el /)
® Adm.__.__.MAXS.VIL — v -
5 @ 6=10-46 .D.o m«)&

{Dnts reccived local reristrar) Date signed

td
-




STATEMENT BY LICENSED EMDBALMER

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

, Registered Apprerttice No...

working under my personal supervision.

) i Emme o83 760, ...
A ydeeal s P27

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

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

-




