T

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

DEPARTMENT OF COMMERCE
BUREAU OF THE CENSUS

THE STATE BOARD OF HEALTH OF MISSOURI FI

STANDARD CERTIFICATE OF DEATH

State File No.

Registration District No_/éwg Primary Registration District No:_?_b% Registyar's No. b '7
1. PLACE OF DEATH: J 2. USUAL RESIDENCE OF DECEASED:
asper . ﬁ
() County P i @ swe MissSoUuri . ¢ couny...dasper
(b) City or town Carthaﬂe. O »
(If outside city o town limits, writs "RURAL" and oame of townshin) (&) City or town Carthage /
{¢) Name of hospital or institli:ion t / (If outside city or town limits, write “RURAL") 3
813 Lyons St.,
{Ef ot in hospital or institution, wrils strest number o location) () Street No. 8 1 3 Lyo n ﬁfmrs‘:;:' location) d
(d) Length of stay: In hoapital or institution Pt (@ Citt ¢ foret ey NO
In this community 58 Years (Bpecify whet ¢) LItzen of loreign coun (Ves ar No}
years, months or daye) If yes, nante country.
MEDICAL CERTIFICATION
3. {a) PRINT
Full arles Richard McMURTRY
T ::M:E Ch o S;l — 20. DATE OF DEATH: Month. METCHR 4, 1lth,
. veteran, - e &l wecurity 947 1. i
name Wwar. NO No NO year, l 4 hour. 15 minute, P ¢ . M.
21. I hereby certify that I attended the deceased from.
Male @5 R ipe |&©@ Soo Vot moricl pLes, Zl 155 10 YL L Sl 92T,
4. Sex I race divorced f that I last saw h_.j-m alive on 19........;
6. (b} Name of husband or wife..coo._._ . 6. () Age of husband or wifeif {| and that death occurred on the date and hour stated above, Puation
Maggle Ho Nc¢l uartry alive__ { & years || Immediate cause of death
7. Binth date o deceased. DECEMbEr 25, 1865 _ |... L2 2L 4/‘4//@/ T N2 s
(Moath) {Day) {Year}
8. AGE: Years Months Days If less than one day Due to.
8l 2 16 /ZW/ Py 7 Apromre ap.
hr. min, 4 M
p ; Due to
0. Erthomee. . Sparta 111./
(City, town, ar ty) {State or foreign country)
10. Usual occupation... ... K% - Fﬂ?{%f;ﬁndi:;:%;i & nths of deatl)
11. Industry or business 4 - ﬁf{ﬁ 5 B AEC LY L. PHYSICIAN
E 12. Name_.. THOMmas: K¢ Nurt.r' y - OF operations... . : Jf’fl ; S
nderline
E 13." Birthplace. Unknown Ire land- 4 |} 51 1 E ::)l;(ﬁ.g:a:g
a (Cnm wwn,_ﬁclolmty) {State or foreign country) Of autapsy e aboutd be
14, Malden name........ sHE4E M3 ,7/ . , :hi::zeiii Bta-
. istically.
Eé 15. Birthplace T Eﬁlfi?ng)n e (Bgt?oﬁa ,daemmu,) 22. If death was due to external causes, fill in the following:
16, (o) Informane. MU'Ss Maggie He MclMurtiry .| Acideat, suicde, or homicide (speciy)
() Address_S1.3_. Lygns St e 3 Carthage, Mo 4] (® Date of occurrence
1. @ _ Burial (8 Date thereof, 3. L4 47 || (@ Wheredidinfury occur? @iy ortowm  tCo
(Burial, cremation, or removal} o Moo} (Day) (Year) (&) Did injury occur in or about home, on farm, in Industrial pl pla.ce in pubhc pl.ace?
(ﬁ).PlaCE: biirial or cremation Park Cemet’ery A
. . A = 3 L a——
'18. (a) " Signature of fineral d-lgﬁmr ! Edlz C ] Ulmer . Whﬂé aty"" ", lvw ) (TRT: 3 SO
a
® Address...... CaLLhage, aMo ... 23 Signatur i (M. D or ather ’
19. () A s | ® = 3. s s Lo 5’/_ /
(Dets received Jooal regfstrar) (Registrar's signature) Addren___._____ o %/ . Date sign /f ?/

/39

{Licensed Embalmer’s Statement on Reverse Side)




y7- 22 4

e

194}

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 .

working under my perscnal supervision.

Signed Gene, C. Pugh

Licensed I::.mbalmer No. AZ23]

P. O. Address Carthage, Mo.

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

{

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




. 2B DEPARTMENT OF COMMERCE THE STATE BOARD OF HEALTH OF MISSOURI

- BUREAY oF THE Canss STANDARD CERTIFICATE OF DEATH State File No.__. "
Registration Distdet No..__.]...g.._.]..._... Primary Registration District NS_Z}‘?\_S_ Registrar's No. . .S- ?

2. USUAL RESIDENCE OF DECEASED:

1. PLACE OF DEATH:

a (a) County
=] T a) State B C -
Q () City or town . o g Lo, 7 @ ) Couaty.
J (!rouuid_n citly ﬂf.% limita, writa “RURAL"™ and nama of tow (¢} City or town,
E () Name. of hoapital or institution: (If outside cily or town limits, write "RURAL")
{[{ not in howpital or ipstitution, writa streot number or tocation) {d) Street No. (T raral, give location)
(d) Length of stay: In hospital or institotion .
1o thi ] (Specify whether [ {¢) Citizen of foreign country?. (Yes or No)
n 3 community.
E years, months or days) If yes, name country,
[~
2 || s (@ prINT Q 2 Q \Y\
A || FULL NaME__(_ LDAARA N 2 SNV !/
< - 20} DATE 0 I S
3. (&) If veteran, 3. (¢} Social Security
ﬁ . — MHRULe e M
name wWar. No
-t
= WI\ 5. Color or 6. (a) Single, widowed, marzied, 19
MI 4. Sex. | rnrﬁw djvan 19
E 6. (b) Name of husband or wife..—— ... 6. {¢) Age of husband or wife if o
Duration
’ 252 AN
7. Birth date of deceased....... P h Y
5 (Month) )
-]
L) 8. AGE: Ymrs Months ‘ J@ Due to
- 4 - Dae t
ue to
% 9. Birthplace d i\ \
= ’ Other conditi
i er conditions.
55% 10. Usual {Include pregnancy within 8 months of death) —
= [l 11, Industry or hysing$. ... AT 16 PHYSICIAN
] o Mag); findings: N
17, N operations
s E { ame thUnclerlhze
= . e cause to
= 13. Birthplace T
,E o ) {City, town, or county) {Stata or foroign sounlry) Of autopsy :V‘!‘tll:cll;l&eal;i;
-] g{ 14. Maiden name c'ha?geﬂ e
tistically.
| = .
© | 15, Birthplace ing:
E 2 eI Psm——— Biats ot forcign comatry) 22, If death was due to external causes, fill in the following:
E 16. (2) Informant (2) Accident, suicide, or homicide (specify)
) Add ¢4} Date of cccurrence
() Where did injury oecur?.
17. (@ o - (&) Date thereof AT (City or town) (County) Suato)
(Burial, creroation, ot removal) (Month) (Dmy) (Year) {d) Did injury occcur in or about home, on farm, in industrial place, in public place?

{¢) Place: burial or cremation

" " (Specily type of place)
18. (a) Signature of fureral director. While at work?—— . {¢) Meansofinjury _ . __

(L) — Y o ) .
19. () % 16- %) f;.é (7. !ganr_‘_-\{' 23. Signature (M. D.or other) .

{(Date received local resistrar) (Reristrar’s sgnature) £ tt*Address Date signed







