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WRITE PLAI

DEPARTMENT OF COMMERCE
BUREAU OF THE.CEN,

THE STATE BOARD OF HEALTH OF MISSQURI

ﬂl £D AR 72 1947  STANDARD CERTIFICATE OF DEATH
RegisTration District No ‘:&ﬁ/ 37 Primary Registration District Noﬁ,d,f{,z

'y
State File No. 10185
Registrar's N 0923.....

1. PLACE OF DEATH: '

Newton
Keosho,

(Lf qutside city or tawn limits, write "RURAL” and name of township)
{¢) Name of hospital or institution:

322 N, Vood St,

(If not in hospital or ingtitutinn, write strest number or Jocalion)
{d) Length of stay: In hogpital or institution

4 Years

{a) County._..
(&) City or town

{Specify whether

In this community.
years, months or days)

2,

(a)
()

(d)

(e}

USUAL RESIDENCE OF DECEASED: Z

Sth._.MiS.SQ.ul'_i__.__..__.__ (5) County I‘Iev-:t on

City or town...... Neo.sho
(If autside city or town limits, weite “RURAL"™} el
Street No. 322 N, Wood St » =2
(If rural, give location) p
Citizen of foreign country? {Yes or No)

If yes, name country.

MEDICAL CERTIFICATION

3uiy FUNT Tva Mae Crouch ,
TR ' e e 20. DATE OF DEATH: Month. MaYch  awr. Bth
. veteran, . {c cial uzity K
N year, 1 9 47 hour. 2 . G0 A minute
hame war. (-
4 - 21. T hereby certify that I attended the deceased fro
-/ 5. Color or 6. (s} Single, widowed, marded, ||. 1 to g ‘
» V s e ! = ¥
4. sex. FE €. race ¥hit e averee. MATT1E d that 1 last saw _aliveon _ 3. P- 195‘_‘?
6. () Name of husband or wn’e_JO Be_ph F('S.; (¢) Age of husband or wife lf and that death oc:u.rred on’ the da.t.e and hcur stated above b
& ', uration
(S, Immediate cause of death ... . :
: O A .-
7. Birth date of deceased.... Tﬂay l st 1 895 - etk e L -
(Month) (Day) (Year)
— B[
8. AGE: Years Months Days If less than one day Due to.. st DAY] [
51 10 7 hr. min
] R . R Due to — - .
“p. Bithphace_... MBTionville ... §30ur1m:' -
(City, towan, or county} ( ma oreign country}
. uhl -3 Other conditions
10. qsua] mx“mr_m" }{O userl f € (Include pregnancy within 3 mooths of death) , —
11, Industry or business i i F) ‘M/,. PHYSICIAN
. . . t findin .- i
412 vume.Singeleton Garoutte s RO e
. . nderline
& L 13. Birthplace Billings, Mo, 'h(? o/ the cause to
(City, town, or {State or foreign country) Of autopsy...... 5 hould b
5 14, Mmden name......... _’11 30 Ne S o~ autapsy RN : o staf
= . B i 1 1 ings MO tistically.
% .}S. . Bu’fhn‘lan’ i v 5 ooty g L. . (;uua o Torsiga Soseney) 22, If death was due to external causes, fill in the following:
LY t e 5 N X .
16. (G) ! In.fo ¥ " J Q 5] eDh Fa rl C T ouch (¢) Accident, suicide, or homicide (specify}
@ A o 322 N, %o od St, . (%) Date of occurrence
i E:;'Z :‘ 2 52 () Where did injury oceur?.
17 (a) (B o P T @& Date thmi ¢ ‘ (Dj ‘-‘54"—7 ! {City or town) {County) {State)
urial, "'mw, dpath) (Day) (Year) (&) Did injury occur in er about home. n farm, in industdal place, in public place?

i

(c) Pla.ce burial orﬂm
18 (a) Slgnature of funeral director...

» Add.re&aﬂ.o.z‘ X

19. ?’&uﬂzﬂz_z L
@ {Date roceived Jocal rerz/ T}

: While at work?.




T?"ECEC\""'&"D\ o e
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b\.flct File Huﬁber-?.f.Z--

o W o

Date Filed. - —Rh-o

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. ‘
Signed @QM Mﬁ

. P. 0. A‘daé"
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN I{4
the above constitutes grounds for revocation of license.)

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

{.



