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

gy,

4

DEPARTMENT OF COMMERCE
BUREBAU OF THE im
FILED NOV z“@a

Registration District No.—.. _._....._...

STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primnry Rexistrauon District No. ATo s 2

36398
State File Na
Ren'::mr"s No, pd /’/ o

1. PLACE OF DEATH:«
(a) County.._ cl
c:; C:)t';notlown .,Ex°°131°r Springs, W556urL

{If gutside city or tawn limits, write “RTURAL"™ and name of mwmhlp)
() Name of hospital or institution:

Veterans Administration Hospital

(It not io boepltal or inatitution, writs stroet number or location)
(d) Length of stay: In hospital or institution & MO8

fy whotber
4 Mos. 16 days (Specity whother

1n this community
years, months or days)

2. USUAL RESIDENCE OF DECEASED: (
(@ State. MiSBOUPE ) county.Mississippi. C /

@ City or town... D@ Tloston y,
(1f outslde city or town limite, write “RURAL™) ) \
() Street No &x 73 el
{1f rural, give locatlan)
: No T4
(e} Citizen of foreign country?. (Yes or No)

If yes, name country.

MEDICAL CERTIFICATION

{8 e Winfo ster -
Fult name_ Winford ¥, Laste : 20. DATE OF DEATH: MonpOVEmbDEr . 1
3. () If veteran, 3. (¢) Social Security 1946 12:30 A
2 hour. minute bt M.
World War II No491. 18 616Q. veer '
. Name war- ks - 21, I hereby certily that I attended the deceased from.....;.’.une .17 e nmraies
Cl 5. Color or 6 @ Single, widoved, marded, 1046, 0 Novembor 1, .. 146,
4. Sex. MQ_I_.; ______ djvorcedM.ﬂH.iﬁ.d.;... that [ last saw h.im“.. alive on November 1 '9__4__6‘
6. (3) Name of husband or Wifew..—.—.. . 6. (¢) Age of kusband or wife if || 20d that death occurred on the date and hour stated above. Durati
_Mrs, Hazel lester _ ive. .36 ____years || Immediate cause of death o
7. Birth date of d B 4 1908 Tuberculogls of meninges nknown
: {Month) {Day) {Year) -
8. AGE: Years Months Days If lesa than one day
38 3 27
[ —— hr. _...min.
Due to
0. Bm,,p,a&uwggrm Bend, Kentucky /.

(City, town, ot caunty) {State or foreign country)

10. Usual occupation

Other conditions .~ .
{Lnclode pregnancy within 3 months of death)

1. Industry or business.... GTOCOTY StOTe o ' 'y / PHYSICIAN
& Major findings: . d N —_
@ 12 Nnme_ﬂ_e.ﬁlel..ﬂg...lﬂaiar___. _ 2|} Of opermtions. il Undertine
E 13. Birthpl e 1 Tenn. / : 21;13%:3
= (City. towg,gg m"” Simmon gfState or foreign country) of auwpsymbercul‘?ﬂiﬂot_thﬁ coentral lshould be
£ {14 Malden name nervous system charged sta-
S 15. Birthplace e -Tenn./ 22. I death was due to external causes, fill In the following:
= (City, town, or connty) _ (Staw or forsign coudiry)

16. (o) Tnf °m"1§%§ ;g%gg% gg goiv%g i veterang Adminlide) Accident, suicide, or hamicide (specify) —

v 5 D nee

. (b) Address —-ﬁeeiﬂier— Hﬁ-—“-—---—— (5) Date of occurre: ? -

17. (a) ; (¥} Date lhereo!..ll- (e} Where did Injury occur {City o town) (County) {2tota)

wnm"!) (Manth) (Day) (Yeur)

@ %MZEL, 2 matlon ‘ﬂes ton, Missouri

18, Signat f funeral
{e) Signature of fun ﬁ’ecloe
{8) Address

19, (a) __1_ _z,g. laior

roceived Iur:!r-.-hlr-r)

5 ma
{Reristrar's slenetnre)

(d) Did injury oocur in or about bome, oo farm, in industrial place, in public place?

-
-~

(Swdf t f place) -
i (")' anmn of Injury._. __...___-_J-_J .

e (ML D, orntha').:{l:P

1 CLITICAL DIREOIOR 1)=1-46

)t




- )
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RECEIVED .
District, Health Officer Mo, &,

District File Number_.__ua-csozr--

STATEMENT BY LICENSED EMBALMER

-

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

-

, Registered Appreatice No

working under my personal supervision.

. \\ P. 0. Address.. S ’
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to ¢
" the above constitutes grounds for revocation of license.) - ' . -

aa ' If this body is not embalmed, Tact sho;l.ld be so stated above.

pr -



