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DEPARTMENT OF COMMERCE
BurEAU oF THE CENSUS

FILER o5 5033 1947 /2,

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District No.

State File No.

~OHDOS

NS0

Regisirar’s No

1. PLACE OF DEATH:
Barry
Rural (Mineral twp)

{If autxide city or town limits, wrile “RURAL" nnd nama of township)
() Name of hospital or institution:

(s} County
(d) City or town

2. USUAL RESIDENCE OF DECEASED:

(a) sate M1 ssouri (5) County. Barr’y

(& Cityor mwn_..Rur_'.a.l._...(Mlnﬁm,l__.j.\zm)____.._.

{[f outsides city or town limits, write "RURA

i

(VENRUN

{If not in hospital] or

....... 7-mi_E of Casaville, Mo....

write streat

{4} Length of stay:

In hospital or institution

In this community..._....._.. 11 Hours.

years, months or days)

{3pecily whether

55 min.

(d) Street No

{e) Citizen of foreign country?

7 mi E of Cassville

{M rural, give location)

No

If yes, name country.

- g

T -
< (_Yes or No)

3. {a) PRINT
FU

NamE___Jerry _Gene ELLIOTT ...

3. {b) I veteran,

3. {¢) Social Security

- P

-« MEDICAL CERTIFICATION

20. DATE OF DEATH: Month. S UNE 4.

9th,

1947

year.

hour.. 5.:_.15_......_.......minute.....,...P.;,,.,....M

.19, (a) l 3 ¥

(ats roceived local

5] “Pla.ce bunal or c.rematlun Oak Ri’
18 {a) Sig;natur: nf funeral director.. IKoon Fl-lnel"al Home_‘
) Address_ ca-SB'Vll;Le; _Mls Quri P

) ) /Wet-‘

dge' Cemelery. .

f(

(ﬂe;ulrn [ s:mlu::

name war. No
21. by, tended the d
5. Color or 6. (¢) Single, widowed, married, a; to ? 19 sl?
m 0 W . S B b 190
4 Sex race HVOTCed o e that 1 last saw h alive on 19.....;
6. (b) Name of husband or wife.......coceoe.. 6. (¢} Age of husband or wifeif || and that death occurred on the date and hour stated above. Duration
oo alive ... years || Tmmediate of death Py
7. Birth date of deceased June 9., 1947 . AL AN
(Month) (Day) (Year) ( /
8.. AGE: Years Months Days If less than one day Due to..
0 O O 11 ..hr. ..._5..5 .min®
(J Due to
9.. Birthplace.. BAXLY. OO0 cooc - Miggsourd . - o - - al .
{City, town, or county) (State or foroign country)
10. Usual cccnpation. NOIIE R ) R Rk PSR P T Lx offhu'f""d't"-’m, mithin 3 montbe of desth)
11. Industry or busi None ‘ A......| PHYSICIAN
Ma)or findings: “' .. r. . [
E 12, Name..-E1don' Charles- Elliott AN || 1 Of operations. 2 contte ol [} Cy et "IIIndeane
51 13, Birthotace Cassville, Missouri ¥/ ’,‘3;‘_ : S— e thecae o
tulrn. eounxl T {State or forsign countey) of auw';sg,"‘ £ o -} ' A 4 should be
E 14. Maiden name.. x--—to— B Lowe- SRR ——" T I Foa tee e e cihn{gcﬂ sta-
. LS y tistically.
8| 1s. Birthplace caBSVj. lle 2 Missourl 22, If death was due to external causes, fill in the following:
= {City, town, ef counry} = (Sml.eor{ofeazn munuy)
‘6. (@ Ttormaie . E1AOM: G0 EY110LY, 5 |[ @ Accdent,sude,or nomicice (oot
(b) Addr&.*_.ﬂt_l_.. 4 C&E Bv%lle_ A 0 P .|| &) Date of occurrence
Lo b, ¥
17 @ _BUrtal % Gy bae ekt méllO/_lg_L}. .|| Where didinjury occur? Cyorioms " Wi o
~{Burial, ¢remation, or """’"n (Month) (Duy) (Year} (d) Didinjury occur in or about home, on farm, in industriai place, in public pla.ce?

2
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(Licensed Embnhlcr‘l Statement on Reverse Side)




..
-

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, erdy—

...... , Registered Apprentice No

working under my personal supervision,

Licensed Embalmer No

P. 0. Address.. Q

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

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

A}




UNEFALMNNG BLAUKR IINKR—

DEPARTMENT OF COMMERCE
BUREAV OF THE CENSUS

R”urﬁ District No.....,....l.ﬁA..._._.

THE STATE BOARD OF HEALTH OF MISSOQURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District NCL)?__O.\l.._Q._

Stale File No.. %

Registrar’s No.

{a) County.
() Clty or town..

71. PLACE OF DEATH: i

{If outside city or town limits, writs * RUI\AI.' nna'namc of township)
{¢) Name of hospital or institution:

{If not in hospital or institution, write street number or location)
{d) lLength of stay: In hospital or institution .

In this community.
years, months or days)

{Specily whether .

2. USUAL RESIDENCE OF DECEASED;

(a) State. (5 County.

(¢) City or town

{1f putside city or town limits, write “RURAL™)

(d) Street No.

= {1f rural, give kncation)

(¢} Citizen of foreign country? ...{Yes or No)

If yes, name eountry. ﬁ

3. {s) PRINT

FULL NAME._ . d S
3. () If veteran, Q 3. (c} Social Security
X name war No

6. {a) Single, widow:
divorced. =2 ...
6. {c) Age of husband or

, married,

5. Color 51’ J

4. Sex race,

m|

6. (b)) Name of husband or wife...oooeemeeee

7. Birth date of deceased..........

MEDICAL CERTIFI

20, DATE OF DEATH;

Duration

Mnths

whlle PLALNLY=—UDE

8. AGE: Years
CQ -3 // \5 Jmm
- D
9. Birthplace. A g-._.._.._.m.. - m%dﬂ.m
@\ ) (Suuur[ou coantry)
. Usual occuPatjon

-
f=J

-

. Industry er

Due to.. ¥

Other conditions.

i2. Name

e

13. Birthplace.

14, Maiden name.

15. Birthplace

MOTHER FATHER =~

e,

{CiLy, luwa, or county) {S1ate or forcign conntry)

-
b

(a) Informant

(b} Address.

(5} Date thereof.
{Maonth) (Day) (Year)

{Burial, cremation, or remaval)
() Ptace: burial or cremation

18. {o)

™

Signature of funeral director.

local resistror)

e . '([n:lud.n preguancy within 3 months of death)
: PHYSICIAN
~ || Major findings: v —
Of operations .

: ’, ' Underline
thhe cl::tése to
'which death
{City, town, or county) (Stato or foreign country) Of autopsy should be
charged sta-

tistically.

22. If death was due to external causes, fill in the following:

(¢} Accident, suicide, or homicide (specify)

{&} Date of ocourrence.

{¢} Where did injtry occur?.

{City or town) {County) te)
(d) Did Injury occur in or about home, on farm, in industrial place, in pubhc place?

{Specily types of place)
(‘) .

While at work? .of fnjuary. ...

(M. D.orother)a . —.

423, Signature
Address.

Date signed......oocoooc-

1. :b; B[(T #Kf —C W%ﬁl@mé
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