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

[

DEPARTMENT OF COMMERCE

FILED SEP 23158

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
Primary Registration District Noi.".‘-?

State File No 30840

Registrar's No.__.i.:..___..._...._._.

Reglstration District No.___...
1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED:
Lafayette 57
- (@) County Ud}é SEa o) State Missourl @ County.. Lefayette
() City or town Cdessa
(I outaids city or town limits, write "RURAL" and nsme of township) (&) City or town (/

(<) Name of hospital or institution: / (If catsids ity or town limits, write “RUBRAL") 7

! - ~ {d) Street No. ; ad

(If pot in hoapital or institotion, write strect number of location) (If rerad, give locntion)

d) Length of stay: In hoapital or institution e
(@) Leagth of stay: In hospital or lns JraHe (Spocify whether || () Citizen of foreign country? . ] (Yes or No)
In thia commumty 15 Yr S.

years, months or ‘da ys) If yes, natne country. ressisesresan

Fufy JRNT  Putman E. Myers

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

20.

MEDICAL CERTIFICATION

DATE OF DEA9TH= Month_....... sep t'..

hour....

year.

name war. No
. Vd
)}5. Color or 6. {g) Single, widowed, married,
4. Sex M _// race. dwomed.___Ma.'rr_‘le
6. () Name of husband or wife...e.oeocorccoeeee 6. (¢} Age of husband or wife if
Callie Myers alive.. O vears
7. Birth date of deceased..... 09D L, 24 1869
{Monih) (Day) (Year)
8. AGE-: Years Months Dayas If less than one day
76 1 1 1 0 hr. min
5. Bintnplace... N €L1INEL ON 4 Mo, :
- == T ) {Gity, wwn. or connty)” - {State or foreign country) ' oI i, - & -y
i eti red Qther conditions. W (j i
10. Usual occupation - P " ) (Inglude preganncy within 8 mouths of death)
11. Industry or business /! it .| PHYSICIAN
jor findings:
E 12, Name....FTANK Myers — Of operations. (£ 322, "%(’ WZ 5‘! | oo
= | 13. Birthplace Kentucky AH W the cause to
. ((}il.)‘,ﬁ-n. or county), (State or forcign country) Of autopsy should be
a 14, Maiden mame. . L€nOra  Ewin & / / charged sta-
. r——— ﬂ = tistically.
’5 15. Birthplace. " e 22. If death was due to external causes, fill fn the following:
= (City, town, oz county) {Btata or foreign cuunl,q)
16. (a) Tnformant Callie Mver 8 (a) Accident, suicide, or homicide (specify)
) Ad d%ﬁ__,_"_o_d.ﬁ 88 _ﬂ-_’__MO N (b) Date of occurrence
Where did i occtr?.
17. (@) urial {?) Date thereof Sept, 5 194p@ did injury e T S
{Barial, cremation, or removal) (Bfoath) (Day} {Year) || (#} Did injury oocur in or about home, on farm, in industrial plau. in public place?
{¢) Place: burial or cremation e Odea 88, I'!o ». ey
18, (g} Sizgatn;e of funeral gifector__l{uﬁsman_ sp &I‘_Ks e While at wor
- (& dresg " _ ) -
g 23.” Signature JE#&_
19. ( a - . 4PN
ed boeal reefirar . {Aegistrar’s signatore) Address

l 6 3 (Licensed Embalmer’s Stotement ocn Reverse Side)




RECEIVED
District Health Officer No. 8,

District File Number __ o vvean

Doty Filed oeoneindil il -~

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 .o

, Registered Apprentice No... - ,

working under my personal supervision.
Slgned QPMA Z‘O M

écensed Embalmer No ; S Z/
. P. O. Address %'l 5%

e

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

™ it this body is not embalimed, fact should be so stated above,




