S. No. 2
{—8-13

51739
= [ X37823

5/

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

F <

DEPARTMENT OF COMMERCE

THE STATE BOARD OF HEALTH OF MISSOURI

A ARA

BUREAU OF THE C
FILED Hﬂt 9 19467 ANDARD CERTIFICATE OF DEATH State File No
Registration Distrlct No.__ .4 .. Primary Registration District No__ ££ /& 0. Regiswar's No.. O _ 7 -
1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED:
@ Comty....Daviess Mo 3'
@ Cuyart WIREToH @ State ® coumy. DBVI@EBSE T O
11 T iown 3
ye {If outside city or town limijts, write “RURAL"” and name of township) (¢} City or town Ff ins t’ on /J
= (c)‘ Natne of hospital or Institution: (I otside city or town Limits, writs “BURAL"™) -
b+ = N
(f ot in bospital or imtitution, write strect namber or location) (d) Street No et e oo
(d) Length of stay: In hospital or institution
Li £ e + ime {Specify whethar (¢) Citizen of forelgn country? {Yes or No}
In this community
years, months or dayw} If yes, name country.
3@ FRINT Sarah Kather ine West MEDICAL CERTIFICATION
NTET = TR 20, DATE OF DE&TH; Month JULY day._ 10
' % N & = -3 e SO%F uri
) Hfveseran . ) _&q&"‘ - Y year. hour. 5 * minnte % P M
War. o st =
i = ” = = 21. I hereby certify that I attended the d d from
N e T e “ﬁ;“;:‘r.;“g‘&“ ..... Neeerem e 19145 to_ LY. TOER. ..o ..
4 Bex. r‘"’\ vorced... that I last saw b OX___ aliveon Julv_ _ICth 1 ;
(b) Name of hu d or wife, evaeaciinn 6. (¢} Age of husband or wife if and that death occurred on the date and hour stated above. i
T 5 t AN : . Duration
il alive... ' _.years || Immediate cause of death -6 N
7. Bisth date of deceased. “ ML Y71 187 - pral hemorrhage | © DO
(Month) {Day} (Year)
i 8. AGE: Years Months Days If less than one day Due to____.__.__H!f_‘le‘_ng_iqlz: gevepa
76 o) 9 -
hr. min b
ue to. x
Al g
o, e DBViesss Cownty l/ )
- . (CiLy, town, or connty) (State or foreign country) ™
10. Usual occtipation House Wife . — Ocehe'r :nnd’lﬁnnq- e PP
11. Industry or busiriess - ' — . Pl W PHYSICIAN
g 2 Nome GhErles B Ste cker A { Q —
nderbne
= 13. Birthplace. Penn /[ e A hich death
i .
a 14. Maiden name &igm‘mﬁ? Cast @1&3““ ox forcign '3&‘"'") Of autopsy. :hould“b:
tistically.
;{ 15. Birthplace (Qai“v}c?ugﬂs ﬁﬂ R m u{'?) 22. If death was due to external causes, fill in the following: .
16, (@ Informane_ChAX1es E West. ' (a) Accident, suicide, or homicide (specify)
() Addre Winston ,Mo T (#) Date of occurrence
@ BErial, (8) Date thereof_JU1y 14 19g@ Wheredidinjury occur? TP perH a7 g perv
] (Barial, cremation, o (Month) (Day) (Year) (d) Did injury occur in or about home, on farm, in industrial place, in public place?
(¢} FPlace: bu.na.l or,gf.ré ti L_liﬂﬂ 91?!
18. (2). Sgnature of funeral directof foghdd /U " — ¥ OG- -While at work? Soecty (A ¢ l“.mot’ Injury..
" (0 Aldress = 141 H" 23. S.lgnature 4“—9—&-\‘(\5\11&31'\1\ (M. D.o = b
@ g {ocal repistrnr) Address. A AT YW .o Date mgnedi;h___ a--\ h

?(7

{Licensed Embalmer’s Statement on Reverse Side)

a |

N




STATEMENT BY LICENSED EMBALMER

L)
Y LA

" I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed byme,or by — ..

, Registered Appr

working under my personal supervision,

Licensed Embal

. P.O.Addr

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HAN'DWR]TING. (Failure to comply with
the above constitutes grounds for revocatlon of license.) i " ' ';‘F _
- s e ¥ .
If this body is not embalmed, fact shou]d be so stated above. ‘ ' . - X




