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

DEPARTMENT OF COMMERCE

FILED FEE 51947

Registration District No..___ &k

THE. STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District No...._.

5% Y7

Stale File No.

1. PLACE OF DEATH;:

(g} _County___.
(b) City or town St ™ JOS ephn. .

Buchanan

faiatgplirl lh e

(Ifout.s]de city or tawn limits, writs “RURAL” and name of township)

(¢} Name of hospltal ot institution:

708% S0..10th, St,

(d) Length of stay: In hospital or institution

In this community.

(If not in hospital or institution, write street m r or localion}

one

{Specify whether

27 Years

years, months or days)

IQQQ Repisirar's N o, 136_
2. USUAL RESIDENCE OF DECEASED: / /
(o saeMiggouri.-— - -»-comy=Buchanan-.. /... .
() City or town.,.. . St JO 3 eph : -‘(
{If outaide city or town limits, write "RURAL") 0
(d) Street No. 7099 SO. loth. to
{If rural, give location)
{e) Citizen of foreign country? NO (Yes or No)
3

I{ yes, name cottntry

Pl
4

MEIDMCAL CERTIFICATION

{Date received local regisirar)

3. (a) PRINT W A W t
boly SRINT Williem Asa Watson
20. DATE OF DEATH: Month!l.&.!luﬁxx.......day 29 .
3. (b)) If veteran, 3. (¢} Social Security 1947 - . 15 P
name war. None NA95“14"_'6174 e o wite o
21 eby pertify t I attended thetecease,
. 0 8. Color or 6. () Single, widowed, married, Cie E f d/P‘[/‘ ol J Igf{z
4. Sex Male ! rnmwhit =] dwomed_Marr_ied that T last saw hefaar _ alive on . 1§_
6. (b} Name of husband of wife._.._.. ... 6. (¢} Age of hushand or wife if || and that death occurred on the datgnd hour stated aboée Duration
Corina R, Wa t S On alive......... Sk . vears
7. Birth date of deceasedDecember.._,lngs_g
{Month} {Day) (Year)
8. AGE: Years Montha Days If lega than one day
F- ey
57 1 13 hr. min '
o. Birthplace.. WANCOIN . Hebraglsa;
{City, town, or county) (Stats or foreign country)
e . : diti .
10. Usual occupation..,u....g.i-.gn Paint er ! - A . O(S.he‘r :‘nn l'hnm, within 3 months of death}
11. Industry or buainess G’O I’don S i zn CO ] PHYSICIAN
e .. .Majorﬁndmgs i ael o h e i
B { 12. Name Qliver S. Watson b *-Of operations....... (“' = i‘U‘d i
nderline
= g
Slis. s Terra. Haute ... Indiena )|l 2-1yiz thecause o
) Sumor oreign country) Of aut should be
g 14, Maiden name.. (ﬁf % {faa SW& naoe ; R d ”\'..:_J"- - , + [charged 8t
) U - ] SW d en 4 __________ tistically.
§ 15. Birthplace......x '(g.kly ml-‘g—u-r--e;;-;;;ﬂ--—------~~'- (Sm?m_ Torcion o) 22, 1i death was due to external causes, fill in the following:
16. (@) fnformant... 1S o Ruth Watson L. 2| @ Accident, suicide, or homicide (speciiy)
(5) Address. ie) 9:; ___S_Q - :LOth. St .. || @ Date of occtrrence
17. (e} Bu rial o ® Date thermiJ an Y 28 y 47 || & Where did injury occur? i o P
. " (Burlal, cremation, or removal) . Blooth) (D“) (Year) (d) Did injury occur in or about home, on farm, in industrial place, in public place?
(©) Place: burial or cremation ... 2% CHIQ L LAl " sl MUt L BTy
. N g - AT N - R
18: (a) Sigmature of funeral dir d ’ ,Wﬁﬂe at ‘wor:}.’_,_; _(_s_‘_)_wl_f_y ‘(?m ‘ifx’;:;;)of injury... ,,J ‘.’_....._ S
® Addressl 802 Union St St ' A A0 }77%., "
1-30-47 123, Signature... Wb N ol To oy L (M. D.or other}...
19. (a) . Date signed. /1-

Address

— ¥

74

gl

C§ 8 }-.. (Licensed Embalmer's Statement on- Reverle\élde) e e ———



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 Apprentlce No

Signed..... %&L%&h
* Licensed Embalmer Z é gé O
(ot o e f2

P. O. Address.== ol

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWR]'I]
the above constitutes grounds for revecation of license.)

working under my personal supervision.

- einilel

. (Failur%) comply with

. M . .

If this body is not embalmed, fact should be 50 stated above.




