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WRITE PLAINLY—USE

DEPARTMENT OF COMMERCE

Registration District Nouoooo e _...

BUREAU OF THE CENsUS

FILED oCT 7 1047

THE STATE BOARD OF HEALTH OF MISSQURI

STANDARD CERTIFICATE OF DEATH

Primary Registration Distriet No.._..___.. .20 .= -

State File No....”..ﬂ......‘:s‘i.ﬂz 5

LW
Registrar's No. 5

1. PLACE OF DEATH: 2, USUAL RESIDENCE OF DECEASED:;
(a) County.._Holir My . . . ﬂﬁé
Stat insouri B C Bolt :
® Cityortown..._ Foxest _City ‘Aix (@) State @) County. £
{17 gutsido city or town limils, write "RURAL” and name of township) () City or town FQ rast. City -~
(¢) Name of hospital or institution: / {If outsids city or town Jimits, write “RURAL") =
{1f not in hoepital or institution, writa ll.r-nﬂl- number or location) (d) Street No, {If rural, give location) 2
(d) Length of stay: In hespital or institution
(Spocify whether {| (¢) Citizen of foreign country? No (Yes or No)
In this community 10 Years:
years, months or days) If yes, name country....._....
3 (u) PR[ MEDICAL CERTIFICATION
AME_ Charles Qren: Dean:
ST T ol e 0. DATE OF DEATH: Mnnzhﬁ_eptﬂmher day...11
. veteran, . (e al Security
. No No year._] 9!4? hour... ... 1: OO_ —...minute.......... Aen
name war. No
21. I hereby certify that I attended the deceased from
5. Cnlo_;"‘.or 6. (o) Single, widowed, marriey September 8, 147 . September 11 5147,
4. Sex-l{a'l'e-ﬁ ce_hltﬂ.. divom'Mar-r'l'ed """ that I Jast saw lL.i.m.. alive on,.s.ﬁ_pﬁtﬁm-b«%,l.o.,,.........._..._....,. 1947 H
6. (¥} Name of husband or WifC....mwrwrem: 6. (¢) Age of husband or wife If || 2od that death occurred on the date and hour stated above. Durati
. . uralion
Nannie Dean- AAiVe o [ 3. years || Immediate cause of death
7. Birth date of deceaged. FEDTUATY 9 1875 JLarcinoma. of Nose ooy
{Month) (Day} (Year)
8, AGE: Years Months. Days If less than one day Due to.... "
72 71 2» . _|[-Carcinomy with Metastlsis ... =
SR g it i n. -
Due to._.. t Q -L’ive T
6. Birtbptace __OXEOXL g e —_Missouri Q
{City, town, or county) - — (State or forsign country)
10, Usual oocupation Barbesr - - C:Sl:.l:‘r :nnd'hnnq within 3 monthe of death)
11. Industry or business e EdE 5 PHYSICIAN
Jor hndinga:
12. Name_. . HOrace..lean . / Of operations A yN
. { ; =~ f - . Underline
21 13, Birthplace Illincis 4 ﬁ’fl‘&gig
. {Civy, ﬁwn, or mu.nl.i (State or foreign country) Of autopsy. Qj |should be
g . Malden name.. ary..MeAbee o charged sta-
= U nk o Q : tistically.
g '15. Birthplace o, o coaniy) [gl:::}_d‘n —— 22. If death was due to external causes, fill in the following:
16. (a) Tafo & Laur enceas Dean -.- - /’ (2) Accident, suicide, or homlcide (specify)
(%) Address _ Bkidmore, M, s B.Qurl_ o || ®) Date of occurrence
17. (@ . Burial ) Date thereof Sept 14 _1Q47 || () Wheredidinjury occur? iy or towal o
{Burial, cremation, or removal) “"h’ (Day) (Yeus) () Did injury occur in or about home, on farm, iz industrial place, [n pubhc pl;\ee?
(&) Place: burial or cremation._._ FQIegt Czi, _Misgour
pecify f place b
18. (=) Signature ogneml director.. - 0 . While at work?.. ~4’-_.,_:._,-_;_~E_ e ‘(’5” ?Mlelans)of Uy
b) Address . S’ .
@ F oy d 23. Signature.. H’{ /AM"‘-\ b“ (M.D. orother)D;..O-
19. (@) LI 4

&&.»Mq ol .
l,:}ﬂe:iﬂ.rar'l ninar_.*s}i d

AddressPOTESE C1tv . Missanri. Date signedd /1 3 /47T

(Licensed Embalmerx’s Statement on Reverse Sidc)
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STATEMENT BY LICENSED EMBALMER

e

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. e ,

working under my personal supervision.

Signed

L-icex.-lsed ‘Embalmcr Nod}/?,z .....................
P.O. Address.......@ ........... % m_, ................

{(Failure to comply with

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITIN
the abhove constitutes grounds for revocation of license.)

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




