. No. 2
[—5-43
5.17.39

I Xz5671

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

ISy
DEPARTMENT OF COMMERCE

(City, town,

Y
16. (a) Infnrmant_._ !L.S, _H_endri CRS on--.
@ -address=Urdck, Missouri
17. (@ __RBIILOJLal . (8} Date thereof. --4 ~48

al), (MonLh) (Dn’) {Year)

mmhun.or [EmoY.

(c} Place: bunal or cremadon.

18. (a) Signature of funeral director.

o Address_CL€@ighton, Miss

or oounl.y) {Stata or foreign country)

nold

o @ Lx Y~ HI

(Date received bocal reristrar)

Y/ -f{éﬁ?""?ﬂ‘?

R X THE STATE BOARD OF HEALTH OF MISSOURI 104
UREAU OF THE CENSUS -
ALED JAN 23 1 STANDARD CERTIFICATE OF DEATH State File No
Lan ™
Registration District No....._...#Y_ % ....... , Primary Registration District Nn_...Lf.....d..'..gq).ﬂ... Regisirar's No. 1
1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED: 4
tas ﬁz
(e} County... Ba 1 Migaouri ¢a) sme.Misgsouri . .. (6) County Heary
®) City or town....BULLBT, Urick (rural)
(If outside city or town limits, write "RURAL" and name of townahip) {¢) City or town.. ™. I' c
(¢} Name of hospital or institution: O ({If ontside city or town limits, write “RURAL"")
~.Butler Memorial @ Steeet No......... i y
{I{ not in hoapital or iostitution, write street number or location) (1f rural, give Jocalion)
(d) Length of stay: In hogpital or institution.. ,13 da,Y S N
(Specify whother {¢) Citizen of forelgn country? (Yes or No)
In this community. N
years, months or days) 1f yes, name country
3.,{9 PRINT jq Le® Hendrickson MEDICAL CERTIFICATION
FuLL name... Byrdie ..
TR SRR 20. DATE OF DEATH: Month. JAMN e day. OFQe
N t . . {e. & urit R
) vetean Y 1948...............,.hour llu' SN, « 11,111 {3 *.5.......“21{.
name Sar. No
21. T hereby certify that I attended the deceased fr 2
_ 5. Color or 6. (a) Single, widowed, Vi 19, M i 10. 7 ?
F - W divorced.. ] arrfed/
4. SeX.. M iifrrerenanns - U U, 4 S ivo! that I last saw h @A alive on. “ a4 _4 3 19,.'115
6. (%) Name of husband ot wife. oo, 6. (¢) Age of husband or wife if [| and that death occurred on the date and hour stated abovc Duration
HN.S.. Hendri cks On alive.....,w?‘s,.........years Immegdiate cause of death
7. Birth date of deceased.....,.. Feb. 17 1872 o)
(Month} (Day) (Year)
ay
8. AGE: Years Months Days If lesa than one day
75 | 10 | 17 h .
r. min
0. Birtbpiace.. TAY1OT CO, Kye. /
{City, town, or eon.n!.i {Stats or foreign conntry) M
. Oth ditl |
10. Usual occupation Housew fe : (Inslfx;:;‘un:::y within 3 montha of death) TS
11. Tndustry or busi oo B oo PHYSICIAN
or findings:
E 12, Name. . Foe. Ma SandeI‘S ) fi Of operations....... ’ \' ({) : Underline
2 L. Bistace, TR ) - KY .,.H.,,.,,..,C),.. - the cage to
ity, town unt or 3 try £ houid b
é 14, Maiden name..!r_.o ﬁrn Fau ce ‘E‘U‘ W Of atopay \ :hé’r;eﬂ s!ae-:
. :Jtiatically.
‘ § 15, Blrthplace = = ; KY. / 22, If death was due to external causes, fill in the following:

{a) Accident, suicide, or homicide (specify)
(b) Date of occurrence
{¢) Where did injury occur?
(Cily or Wown) {Coun S
(d) Did Injury occur in or about home, on farm, in industrial plaee in public place?
. (Specify type of place)
While at SRS (] ] of injury-......
23, Signatureb.r - ‘ ? M {M.D. orq . “_.g
Address..............f H—EH %I Date signegd...! 5'

(Licensed Embnléer’s gmtcment on Ravene Side)




B Lty
Pelq weq
BEPE st e nme o
2y - ' - Piang
‘f— OnN oy 7 .., N .
N By, - - v ‘,Oi,ﬂsla

Or ATy

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
T . s
. , Registered Apprentice No.-. ,
working under my personal supervision. ' ’
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hts OWN HANDW'RIT]NC. {Failure to comply with
the above constitutes grounds for revocation of license.) . *
AT

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




