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1. PLACE OF “EA‘STHl .
(a) County ' allne

(5) City ot town Slater

(Ifnul.uid city or town lirnits, write “IRURAL" and neme of wwnship)

ne

(¢} WName of hospital or institution:
no

{IT not in hospital or inatitotion, wrile street numbei]télmtion)

{d} Length of stay: In hospital or institution
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In this community most of _her life
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City or town Slater 2
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no (Ves ot No)

Citizen of foreign country?....

If yes, name country.
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3. (&) If veteran, 3. (&) Social Secitrity
nate war. no No, none
5. Color or 6. {a} Single, wl.dmed,-m&rrrc\@

4. Sex felnale v

6. (4) Name of husband or wife...cococoeeeeccececes

race.. I £X dﬂnm:dS'HC\Le.

6. {¢) Age of husband or wife if

20.
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and

that Tlast saw h....... falive on

MEDICAL CERTIFICATION

DATE OF DI:.ATH Month. \5
YEGT... / y 7 ..hour.

I hereby certify that I attended the

that death occurred on the date and hour stated above,
Duration

iate cause of death,
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W S | Years
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{Month) {Day) (Yeur)
8. AGE: Years Montha | _Days If less than one day Due to
64 6 23 hr. min.
Due t.
Marshall Mo. /7"
@. Birthplace
see s T (Civy, town, or county} (State or Toreign country) L - -
. otl dition
10. Usual occitpation h ouse W Ork - = (lr;:!l;gg:reg;:n:y within 3 montha of death) —_— )
11. Industry or business e \ ')‘ PHYSICIAN
Z{ 12 name 1SBBC Simpson R ) L}' e
£ ~ ” T Ry 1 A st S 57555
& £ 13, Birthplace @ ; 5 97 ‘ \i { which death
ungy; tate or foreign country, of autopsy... I » 7ot shonld be
E 14. Maiden name. "fa'f’tﬁa ed’ges 1 i charged sta-
= . Ky. / tistically.
@ | 15. Birthplacg.. '5'* 2 22. Tf death was due to external causes, fill in the following: ’
= ((.,:ly wa, or county) €4 Fhd (%tn&e or fareign rountry) N *
16 (a) Informant = Ne f . {a) Accident, suicide, or homicide (specify)
(8) ~Address.....Ex N Slater s ‘Mo (b} Date of occurrence.
. . 1
17. (a)\ '\1)11!'13.1 - . (&) Date thereof. 0-20-14% () Where did injury occur? Wity o il iy e
. (Burial '-'"“’““""v W\“"’“‘"’l) Mar sh 11(]“"“"') (Loy) (Year) () Did injury occur in ot about home, on farm, in industrial place, in publu: place?
(c) Place: biirial or cremauc‘:\h:. o a Lo -2
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18. () Signature of funeral dircctor STAter™ PIO While at work? oo aiaees (€)  Means of FE3 7T L SV
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RECEIVED
_istrict Health -Officer No. 8,

Gistrict File Number__ . ccceeoaeana-

Date Filed _--19-:..7.::!*_7.-..--

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.
: L]

&

, Registered Apprentice No........oo.
‘working under my personal supervision,

:f- ’ Signed.... az CJ’ /\[/‘/U
AT Licensed Embalmer k.. Oq D
P. O. Address... gf

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 abave.




