LA
B

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

DEPARTMENT OF COMMERCE
BuRrBAU OF THE CENS)

1047
FILED FEB 13 5%

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registration District No.._ sy ¢

Stale .File No. 1 51‘?

Registrar's Nao.

i. PLACE OF DEATH:

(@ County_JBSPET ___
Japlin
(Irom.sicfa ¢ity or town limits, write " RURAL', nnd name of townaship)

{¢) Name of hospltal or inatitution: d

e @eman Hospital T~

{1 not in hospital or inatitution, write strect numbsr or loeation)
{d) Length of stay: In hospital or iustitutlon_..__z._.M.e.a.f.‘.a_.._..__..._

40 years (Specify whother

(¥) City or town

In thie community.
years, months or days}

@ Sae__Missouri -

2. USUAL RESIDENCE OF DECEASED:

% County___ UBSPEL.
Webb City

(1f outside city or town limits, write “RURAL")

517 North Penn

{1 rural, give loeatien)

W
AN

(¢} Cityortown

(d) Street No

() If foreign horn, how long in U, S, A.7. yen!

3. (a) PRINT

foLename Mrs. Margaret Florence Harlgn

3. (&) If veteran,

pame war.
6. (a8) Single, widowed, married,

F . / divomed_ﬂl@w_e_q

6. (b) Name of hushand or wife..—ecccrcseannn & {€) Age of husband or wife if

3. (¢) Social Security
none

no Ne.

5. Color or_
W,

4. Sex race

321) I hereby certify that [ attended the deceased from

MEDICAL CERTIFICATION

30. DATE OF DEATH: Momth__SBAVATY 4. 2Q

1 2 47 hmlf.......ma__“..._.m[nute...........E.........M.

yedr,

2 W, Lo____l._"‘_g-oéz._.___.. 1H.7

that I last saw h_28_ alive on b= 2 19. 1.0,
and that death occurred on the date and hour stated above.

Durgtii
alive___________yeara|| immediate canse of h . Fa i wper
7. Birth date of deceased_ 9 U € T 1864 .mmm..:.‘.’;;'.:;a:f",d.wzmz (27 88 et O Zmﬁﬁﬁ&’m, C /ﬁ/_&f@ |
(Month) {Day) (Year)
8. AGE: Years Montha Days If less than one day Due to. |
8 2 .z’ 1 3 hr. min
Due to.
9. Birthplace Ot tlawa Canada /_"
{City, town, or connty} {State or forelgn conntry) :
th ditl
10. Usual sccupation at ho me ° (l::lfxgl:plre:::my within 3 months of death)
11. Industry or business. T PHYSICIAN
g { 12. mameDennis Deegan 4 || Mejgr Bodinas: | P I —
- 13, Birthplace - —————— - o 4Ireland—7— e el KS—IA— -'_j - z me’éa&‘:ﬁ
P ty, town, f) (State or Loreign conntry) Of aute \-/’ j Ayt wl:ﬂchléaeabth
E 14, Maiden nam i s aircamsnans . autopay. ’ ;‘h::u d staf
Sticn
51 15. Birthplace lr q’ 4 - - v,
= {City, town, or connty) (Stots or foreign country) 22. If death was due to external causes, fill in the following:
16. (a) Info . Dan Mrs B !)_.__H]!b Qa nd (a) Accident, suidde, or homidde (specify)
o Addres........_ DL City, Mo,  , Il e Dateof occomrence
17 @) Uriak . @ Date thereof......_% 2.7 () Where did Injury occur? TPy — rom— )
(&) Didinjury occur ln or about home, on farm, in industrial place, in public place?

{Burial, eremation, or remava) {M lh_-(—I)l,) {Y. '
(¢} Place: burial or mﬁonﬂ%%m#
18. (o) Signature of funeral director Hedgg-lewls

Webb Citys Mo, 5

(b} Address
19. (a) Ll d [t5) a DM
{Dateroceived Jocat registrar) (Déphitrar's o Y]

L

NPT



A7 /75

.

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 Apprentice No

working under my personal supervision,

Licensed Embalmer No

P. O, Addrasw

) Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in h.lS OWN HANDWRITING.
o the above constitutes grounds for revocation of license. }

*
1

If this body is not embalmed, fact should be s0 stated above.,

(Failtre to comply wi




