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=55 | AL Ay 19 194 STANDARD CERTIFICATE OF DEATH
ivi S"
1 6Tem Registration Distdct No..__...._.......,{..._._____ Primary Registration Distret No....._’:'?zy_..‘_._éué_é Registrar's No. 3.
1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED:
[=] (@) County Holt Mi 6[4
/ () State__ Missouri {4 County Holt.
78 || @ covorwom. Oregon=Rural ~Hickors  Bwnship. Or -Rural._. Hickory. * ©
{1{ qutside cit¥ or fown limits, writs ™ end aehe o i City or town.. Uregon=Rural . Hi Ml ip. ..~
O Lkl) (6) Naue of bospital or institution: @ Ve & (If ontalde city or mumiE:r‘ ite “B?Igﬁhip
& / (&) Street No. By
O (If not In hospital or imtivation, write street number or location} (Ef raral, give location) 0
{d} Length of stay: In hospital or institution . .
. {Specify whether || {¢) Citizen of foreign country?. (Yes or No)
In this community 57 Years
years, monihs gr days) If yes, name coitntry,
a 3. () PRINT - MEDICAL CERTIFICATION
[ f NAME MARY MARGARET CAIN : 8
4 T () Sodal St 20. DATE OF DEATH: Month . May . day
. , . e 3
3. (b) Ii veteran al Security year.. 1947 hour minute...... A M.
§ name war. No. j
5 21. I hereby certify that I attended the d d from
= BZ 5. Color or 6. (a) Single, widowed, married, || _ 1277 L 19%90.. to@z/%ﬁ_ .27
| s sec Femalef | nedhite.d  dvorced . WidoWwed [ 4d 1 e cn®ez . ative on %ﬁ(_ R 10T
E 6. (b). Name of husband or Wile.... e 6. (¢) Age of husband or wife if and that death occutrred on the date and hefir stated above. Duration
James Cain- o alive.: ] I iate cauge of death ¢ 1
. riaseansiseste oo YCRTS : ZE’
. - v A . . v,/
5 7. Birth date of deceased.... J LIS . 15~ 1840 % LY S e //%"4 fec fy \ Z 757
. 5 {Month) “{Day) ~, (Year)
= BEEE — o
0 8. AGE: Years Months Days |'* <If less than one day Due to_
-
= 86 . 10 25 hr. min
a R Due to
B 9. Birthplace Sabina Ohio 7
% : . (City, town, or county} (State or foreign country) | - -
. Oth ditfena.. R
=l 10. Usual occupation At Home (Ir:lrurzr:n:ncr wilhin 3 monlhs of dealh} 1 oﬁ
n "y O
I 2 || 11. Todustry or business PRI : /1‘ h; PHYSICIAN
. or findings: . P —_—
J 8 12. Name._.._ Michael Mahon z|| Ot operations [ V; \ L Cndortine
= = ? |l i . the cause to
Z || L 13, Birhplace England/ [Ehe
- = P (City, town, or coanty) (Suate or foreign country) Of autopay i natttiont z ?}?:)cl?ldd&;&
3 g 14. Maiden mme*_ Mary= - : charged sta-
-9 & E d tistically.,
15. Birthplace : folowing: | - ¢
E g i P P———— e cusm—— 22. .If death was due to external causes, fill in the following
. . . sy
[ 16. (a) ]nformanLﬁﬁ,,v.__MI.n_.._J_ﬁﬂ.ﬁl.e._C.Bin_’_‘_ ___________________________ {s) Accident, suicide, or homicide (specify,
2 (%) Address Oregon, Hisaouri (%) Date of occurrence
7. (@) B\iri al (5)" Date thercol. .....9 e (c} Where did injury occur? {CiLy or town) (Counnty) [1717)]
{Barial, crematico, or removal) th) (Day) (Year) (d) Did injury occur In ot about home, on farm. in industrial place, in public place?
(&) Place: burial or cremation__, Qrgon, Misscuri. ... A
. . Gp o (Specify Lypa of placa) C/
18. (a) Signature of funeral director. Mo td o Mlydoizlan Sl — . While at WOrkPmmsssne {#} Means of injury...
(t) Address ) / . _ %, e
. 23. Signature: ... G 0l At e T (M:D,orother). ...
o LA gty flbsy > >
{Dats reccived kocal reristrar) (Beﬁrarlumtm‘) x/ 7 L4 2|] Address. a éf W W

{Lictnsod Embalmer’s Statement on Reverse Side)
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.

TH OFpy -

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 Apprentice No

Signed émua /23/ ,L/’CZ::/Z,

4
; Licensedd Embalmer No —\? / 7 Z

/

working under my personal supervision.

P.O. Address.....@é&.«f?qmr M

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.) T

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




