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WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

DEPARTMENT OF COMMERCE
BuUREAU oF THE CENSUS

HUEDDEC 1D 1948 o

THE STATE BOARD OF HEALTH OF MISSQUR] :

STANDARD CERTIFICATE OF DEATH
Primary Registration District No._i%..g”%m_

c
State FvIe Noz.

8?885_. .

\—'7

Registrar's No.........

1. PLACE OF DEATH:
Harrison
Butle.r fLW,p- I\Ecﬁ'all4 Mo

(I If outaide city or tovwn limits, writs * “RURAL" ond name of towmshap)
(&) Name of hospital or institution:

(a) County,
(b) City or town..

gf
- 4/

2. USUAL RESIDENCE OF PECEASED:M

cwcdigsours " Y garrigon

City or town.. Butler Twpp ]‘IcFall (Rural)

(If outside city or town limits, wnt.e “RURAL™)

(o)
(c)

1o 4 @ smevo 9. Miles South of Bethany
{If not in bospitn] ar institotion, write streot namber or lucation) v (If curat, give location)
Length of stay: In hospital or institution ) j .
@ neth of stay: n hospital @ (Specify whether || (&) Citizen of foreign country? Nai ¥ ' (Yesor No)
In thia community 70 .VI‘S ) . U
yenrs, months or duys) If yes, name country. non
) MEDICAL CERTIFICATION
3. (a) PRINT :
l«U](..I). NAME John Warren SBmith /ﬁ 7
- - 20. DATE OF DEATH: Month_. oty
3. (b) If veteran, 3. (&) Social Security E 3@ ﬂ_
YEar, hour. ..minute.

name war. no: No.....1G

21, I hereby certify that I attended the deceased fron ’ /5 -~ ¥?

o O 5. Color or 6. (a) Single, widowed, mzl'lrried. . 19 1o Vé } 'z Q 19.4 47
Cesek Male vhite woreeiid owed || T e '
4.n s"‘i : rac vo S oo e || that 1 last saw hIM alive on. 2L _— 7 y = 19_.47
6 (b) Name of husband or wife......cocooons 6. {€) Age of husband or wifeif || and that death occurred on the date and hour stated above.
Lettie, alive. _D_g_g___,______.mm Immediate cause of death.,.ooevegoeas
7. Blrth date of deceased.. KIar c h 25 le 7 7
{Month) {Day) (Year)
8. AGE. Vears Months Days If lesy than one day IO B oo oeteetetasenmere s ee oot iuteseasmsmenasmem neanemstee e eneesnsnes smrmerenn
=70 8 2
TRV .| R . 11 % D ¥
e . due to - — po— . -
‘g‘.“-i;‘i:ti;,;r:m—f: . _Harrions County; Mo, U o TR Y
BT (City, town, ar county) {State or forsign country) o S -
P X Other condition: s AN - ,4 YA .
10. Usual occupation.. Farmer (Tnclode pregnany o] in 8 months of death) PRI i ﬂ
11. Industry or business XX T ' f -~| PHYSICIAN
- . L3 f : T, ajor ndings} S e L bl .
ﬁ 12. Name John A" Snith oo ‘ Of operations.” ... ::) ‘ Utiderli
D nderiine
> . . . Sith t
& L 15 Birtnolace E AL Jprse)y e i ,a( ‘U* which death
l 'B orcoun tate or {oreigo country Of + s -.|should be
£ ¢ 14, Matden name, 116 1 'Fiawk . AuRopsy ST TTTTIE T T T eharged sta-
o - Ohio | tistically,” .
= - .y, -
g 15. Birthplace RETR m_'w““‘) TR _“ Y T p—— 22, i death was due to external causes, fill in the following:
16. (2) Tnformant, J&Qk B_l Ck: < e (a) Acmdent smmde or homicide (spec::y‘n
() Address_- Iicﬁali Mo [¢)] Date of occurrence
17. (‘;J) Bur ia 1 L (b) Date thereuf...g.-.l:_s_.g..-.._l_g.%z._ () Where did injury occur? .(c“, or tawn) (County) State) .
(Burial, mn’klmm or remaoval) ‘(M‘“"m (Day) {(Year) (@) Didinjury occur in or about home, on farm, in mdustnal place, in pubiic ulace? i
© Place: burial or cremauon.N ow. _Hounse,. eﬂaﬁter_y.n_ ’
e, . B (Sml'tnlnluav) S s Y. U
‘18 (o)’ Slsn-'mlﬂ! of fiineral director.. Z f.# 2 ‘While at work?...... P P B8 Means of | injury.. .,@....7:_..',.._... 2
)} Addr _Bethan; ......E.Q.-.... 2 ; . LD .
. Signat D obalber) .. i
19. (a} 1% // ) = '_:é.‘.:.‘...__.- e S i /‘- == .
_ . ——{Dateveccifed Iur.x{l rexistrar) f,[‘ (Registrar’ nnmlm) — j L Ez Address S K L MRER dapgp. L PSP oo Date gsigned /e L __ AN
L4 N .l

(Licensed Embalmer’s Statement on Revenc Sld!:/




UL 221848 | ’

LT : OFFICE . :
L RICT HEALTH .
s e P e Mo

o

- s - = 3

L. - . STATEMENT BY LICENSED EMBALMER

T, < o __.l 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 untier my personal supervision,

Signed .
H,” B, Haas,
Licensed Embalmer No.......0899
P. Q. Address "dethany, Mo, =
Note: The above MUST BE SIGNED BY THE LICENSED ENiBALl\IER in his OWN HANDWRITING. (Failure o comply with
the above constitutes grounds for revoéation of license.) ..

= - If this body is not en.lba'.lwm‘ed, fact should be so stated above. ’ )

L




