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

In this community.._.
yoars, months or doys)

20. . Yaears.

DEPARTMENT. OF %EROf QJ&E THE STATE BOARD OF HEALTH OF MISSOURI £ ” et ﬁ\qq
el = STANDARD CERTIFICATE OF DEATH st Fit o LSO EY B
Registration District No.....__59................... Primary Registration District No...4£Qg.5_._ Registrar’'s No. f & q
1. PLACE OF DEATH: 2, USUAL RESIDENCE OF DECEASED: / ?
() County Cass. g () State Missouri,. (6} County Cass a
(5 City or town.,..oe.... Drexal. B
(I autsido city or town limits, writa RURA.L and namse of townahip) (¢} City or town Dre Xel ¥
(¢} MName of hospital or institution: (If outside city or town limits, write “RURAL")Y L
Not_in_hespital. At own home.. /_ (@ Strect No Bates Street. P
(It not in hoapital or institulion, write -Lnn‘ﬁumber or locnlm%) a l {Lf rural, give location) (o)
itutd a8 110 : :
(d) Length of stay: In hospital or institution..ddOQ . poci:l'y’it?ethe?ﬂ (@ Citlzen of forelgn conutey? No. (ves or No)

If yes, name country.......__Dﬂ.ﬂ.B.._no.t_.__agply._n,“.m.ﬁ,.ﬁ.“......_...

Full ARME THOMAS  LOUIS HOGUE.. ..

3. {4} If veteran, 3. {c) Social Security

20.

MEDICAL CERTIFECATION

17%th
mintte OO A’L{.

DATE OF DEATH: Momh;.__._sluly,_____...

year.....l%ﬁ.l...__.hour

day

name wit....... N._ ONe.. No. HQI].B‘.
21. ;I hergby certify that I attended the deceased from
/D 5. Color or 6. {a) Single, widowed, married, M__ A '-5 e ,9/ é to_ ek W A !94_( (
sosec.alel | neWhite / avorce. MAXTICRAT 1o Lo dl  atveon. Q . /g S 4
6. (5) Nume of husband Of Wife.—.—wsoeeee 6.1 (¢} Age of husband or wife if || @nd that death occurred on § e and h bove u Duration
Nellie. Reinhardt Hogue. aive_ T& ___year Mﬁ
7. Birth date of deceased...... F@DTUATY ., . la,w .. 1876 e i
{Manth) (Yoar) w_-blg [ 6/::
8. AGE: Yeara Mantha Daya If less than one day LLA [« 3 'y-
7 0 5 5 hr. min
9. Blrthplmne..ar_;.ﬂove:lagd Park ' -Kans as .
{City, town, or county) —— - [Buu:urfun::‘n country) T
10. Usual occupation.. _Farme X ret irefl ... c::‘;;’;ﬁzi‘:;g:, TR S et oF daathy /*
11. Industry o business__ RO 1red., — > PHYSICIAN
ajor hn: mgs: —_——
g 12, Namehh.mfua Iu‘l . .5983394_._..__.._.._______..___._.. Of operations : .4 "‘,J Underline
/ AL ‘ } the cause to
;3 13. Birthplace & (S?nrifn . o \ ¥ \t_{\ wl?iCh]%eabm
or foreign covntry’
E 14, Maiden name. Eﬂ?bmé Ogle / Of antopsy t zh:r:eﬁsm?
- tistically,
§{ 15. Birthplace T P———t (SEE?;'O 2 muu{ 22. If death was due to external causes, fll in thf Q ’
16. (6) Informant Ch.arle 8 Hogue, (e) Accident, suicide, or homgicide (spedfy) f :ﬁ ! q
(5) Address Drexe 1 Misg our ie () Date of occurrence ... ‘Lrj ﬁ m —_
v @ BUurial. . ¢ Date thergp.dIRLY 2. 19 4 46 off ) Wheredidinjury oclir? B i e i
(Burial, cremation, or removal) (Mooth) (Day) (Year) (£} Did injury occur iwut hmusmal place, in public place?
(9 Place: burial K. DB X e Zé /
18. (o) Signature of funeral director...... - While at 0 __E_W ________________
&) Address—. e N/, 23. Signat L4 { g A{ D. Emy__
19- @ 11—1% Tocal reristrar) ® Address______ Dr.e.x.&lf...M.l.S.S.Q.D.r.i.9_ ........ Date gigned 7 18/ 41

(Licensed Embalmer’s Statcment on Reverse Side)
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STATEMENT BY LICENSED EMBALMER *

I hereby certify that the body whose name is recorded on the reverse side of this certificaté was embalmed by me,

d-Apnrendta~ilo
i

-
P » INCEISTETE
1

the above constitutes grounds for revocation of license.} .
If this body is not embalmed, fact should be so stated above. -




