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DEPARTMENT OF COMMERCE

= + THE STATE BOARD OF HEALTH OF MISSOURI

. 3 §
FICED i il ANDARD CERTIFICATE OF DEATH su ruc o 20926
Registration Digtrict No.. ﬁ_...... S Primary Registration District No__._5__.?_/__/_ Recistrer's No.
1. PLACE OF DEATH:. 2. USUAL RESIDENCE OF DECEASED: Vi od \' R @
(a) Count McDonald N
(:) cnu; oi towm.. B A1 Elkhorn {a) State£ o ey Count

(If outside city or town limits, write * “RRAL" and nams of towmhip)
(¢} Nome of hoamtal or Institution:

None /

{1f not in hospital or institution, write strest number or kocation)
(d) Length of stay:

In hospital or institution

57yrs

{3pecily whather

In this community
years, months or deys)

{c} City or town._...

E.:;da city o town Ymits, v-rrih “Ri
{d) Street No._

/o

ol T AR
(If rural, give Jocation}

(¢) Citizen of foreign country?

If yes, name country

(Yeaor N'cg

fulg FRINT Simeon Clark Williams. .

3. (b) If veteran, 3. (¢) Social Security

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

MEDICAL CERTIFICATION

20. DATE OF DEATH, Month._/%./j _day

vear.._ 7% ;( & hour y

minutei{?.ﬁ M.

nare war. o No ot
:L 7)& tertify f.hat I attended the deccased Tom
Hale 0’ §. Color N - (0) Single. m;;;'-‘;-rn;éz- “Ehoc.. S A ,434//,2 A /Gd
4. Sex: race..... divorced JIGLL 1,80 thatllastmwh_g‘... alive on..._
,_‘(bJ Name of husband orwxie e 6. (&) Age of husband or wife if [| and that death occurred on the dafe aﬂd hour Staf-cd ﬂbOW \
10,
o e ] e nliﬁe___ﬁ_ﬁ,.._.._...._ymm Im ate cause of death i eum "
7. Birth date of decensea NOVEmbEr 5 1876 || (At /ﬁ/-&é S ‘S
. (Month) {Day) {Yecar) 2 / ~ -
- e % -
8. AGE: Years Months Days If less than one day Due to . Q-_: :
69 3 7
hr. min D
Due to
5. Binbpice.... ROYNOLAS County _I1l. /.
M = . {City, town, or county) - (Stato ox forcign coaniry) : o T -
- Other conditions
10. Usual W“Pa‘-“’"-——-—-—-—*-—--—---F-a'r—mj,-ngg.! T (Inclode pregoancy within 3 moaths of deatl) .
11. Industry or business it - L -~ - - : ... PHYSICIAN -
or findinga: T
(. xome.. danes Yilliams || et A 4 -
A TV A T T T
Eé 13, Birthplace . . = wificcglcllaegtﬁ
ot B . (utg town, or county) (Siate or foreign country) Of autopsy A l / should be
£ 14 Maiden name - aphrana: St. John s ity
tistically.
[ . ~ —
g 15. Birthplace TR P M%:mip%g 22. If death was due to external causes, fill in the following: ‘
16, (¢} Informant John Willians e (a) Accident, sulcide, or homicide (specify)
® Address____Stella, “Missourd : () Date of occurrence
17, @ —Burial @® Date thereof......2..... L 7___46]| () Wheredidinjury occur? TP pro——
(Burial, cramation, or removal) (Month) (Day) (Year) (d) Did Injury ocour in or about home, on farm, in industrial place, in pubhc place?
() Place: burial or cremation L. ACY. Com. A on,io.
18., (a) Sigmature of fugeral director: A ?-_ﬁ%.‘ While at worl . ipecify ?T ‘i&:‘a’;; of Infury...
@ Adgress_—_ - WD¢ aton,, . _.Ml g,s uri s
: t
19, (@) 13- ) - A o
{Data received local m:isl.rnr) Ih::uunr s signatore} Address

} -7 % (Licensed Embalmer’s Statement on Roverse Side)




"RECEIVED .
. District BEealth Officer RO+ cvnnwennnos

District File Number -_,7/.6...@...
POUT ST T 7 A 2/~ S—

STATEMENT BY LICENSED EMBALMER

I 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........ ,

Signed ///Céjﬂ %//Qw = A e ——
Licensed Embalmer No..== j 'JWZ/
P, O. Address d%’ﬂ e

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

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

working under my personal supervision.

.
*




% No. 2B
- M—3-45
o | x43880

L

¥

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

DEPARTMENT OF COMMERCE
BuREAU OF THE CENSUS
1

Registration District No...Af.,ié,_

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
Primary Registraﬂon District Noi_z_{_(_...__

State File No.....__ M

Registrar's No.

1. PLACE OF DEATH:

(a) Countv-_____.__._.m

/] .IA'AC(

{#) City or town

{c) Name of hospital or institution:

(If outsids city or town limits, write “RURAL" nJ(mm of townahip)

(d) Length of stay:

In this community.

{If not in hospital or institution, writo street number or location)

In hospital or institution

{Specily whather

years, months or days) -

2. USUAL RESIDENCE OF DECEASED:

{1) State (#) County.
{c) City or town
(I outsids city or town limits, write "RURAL")
{d} Street No.
(If rurul, give locatinn)
() Citizen of foreign country? (Yes or No)

If yes, name country.

3. (s) PRINT
FULL NAME__

MEIMCAL CERTIFL

3. (&) If veteran,

3. {&) Soclal Security
No.

name war.

1, soxe A

5. Color ow

6. (g} Single, wid ied,

19..

divorced.. . e ... 19,
6. (b} Name of husband or wife. .....ccocemremene. 6. (€} Age of husband or wife if .
Duration
. alive
7. Birth date of deoeased..m...!. ................ - __@ A
{Month) Year)
8. AGE: Years Months %) ~ M Due to
“ ( min. :
Due to
9, Birthplace..._... ...H.......r. o
“(Stato ot foreign counliy) )
Other conditions
10. Usual occ (Inclad ¥ within 3 months of death)
11. Industry nr PHYSICIAN
Ma]oo;' ﬁndin_gs: —
operationy
E 2. Name Underline
&\ 13 Birthplace : which deach
(City, town, ar county) ~(State or fureign country) Of autopsy should be
é 4. Maiden name charged sta-
tistically.
Birthplace P,
d (City, towm, of Sounty) (State or Forsiem vomniey 22, If death was due to external causes, fill in the following:
16. {a) Informant, {a) Accident, suicide, or homicide {specify)
(b} Address (b} Date of occurrence
, ¢) Where did injury oecur?
17. (a) - - (5) Date thereof @ Ry {City or town) (County) {Sioke}
(Barial, cremation, ar removal) (Mcnth) (Day) (Year) {d) Didinjury occur in or about home, on farm, in industrial place, in public place?
(¢) Place: burial or cremation
. ] (Specily type of place)
Signature of funeral director While at work? . {¢) Means of InjUry. ..o

. ‘" - w“: .... '& “ 2 vvvvvvvvv . . Signature (M. D, orother).......—...
_{Registrar's signature) Address.. Date signed







