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

DEPARTMENT OF COMMERCE
BUREAY of THE CENSUS

FLED FEB 24 1948

Registration District No... { O S

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
Primary Registration District Noﬂz.ﬁi_q ......

State File No.5_4_1.1_ ...............

Registrar’s No.

1. PLACE OF DEATH:
@ comnty_ L:iVingaton
() Cityor town~.‘:£hi ll..j,g e '

(If outxide city or wﬁ'l , write “RUBRAL" and name of township)
(c) Name of hospital or institution:

Chillicothe Hogniial .62
(If not in hospital or insiin writs street Gumber or Jecation)
{d) Length of stay: In hosp.lt.al or institution D D&YB
I__ fa (Specily whether

In this community
years, months or daya)

2. USUAL RESIDENCE OF DECEASED:

(c) State. TJ'O

29
57

(5) County. L1.\1.1.115.._.........._...7...
11icat he-Mo

(¢) City or town Chil
(If outaido city or towa limits, writa “RURAL "} pr
(d} Street No. 4
([t rural, give location) v
© No (Yes or No)

If yes, name country.

Citizen of foreign country?

Full Name_3Belle-Bowd-001ling

MEDICAL CERTIFICATION

L2

20. DATE OF DEATH: Month. .~ corc TR+ -1, 12
3, (&) If veteran, . 3. (¢} Social Security
N year.. 4% o hour._.._.. a_ I m.lte e N M.
name war. o
v 21, [ hereby certify that I attended the deceased from. ..
7 / 5. Color or 6. (a) Single, widowed, married, y d /j' w?f:
. 110 . S
4, W‘XF emal e’ b race Whi t‘e di"om‘{'-i{‘gﬂ"“",c_-:\" that I last saw h,*q.j_ alive on... . ’/ e f
6. {b) Name of husband or Wife....ooo oo &, (&) Age of hushand or wife if || 2nd that death occurred on th stated’apove. Duration
alive...... . ...years || Itnmediate cause of death....... ] N
o .
7. Birth date of deceased b ept’ 5 SY— asanees " i
{Month) (Day) {Year)
B, AGE: Yn;ura Months Dayn If lesa than one day Due to S
DU b 'f' hr., min K
Due to
9. Birthplace .E.ana
© (City, b‘:‘. or lé) {State or fueun cow
. ous Other conditiona,
10. Usual occupation H (Include pregnaiey within 8 months of death)
11. Industry or business T)f PHYSICIAN
o J Majufr findings: . 'I - -
T Lt perations Dt
B { 12. Name.| ..th_..;,ewg_ 8 o / I Undetline
[ O the cause to
& L 13. Birthplace o, K < which death
tate or foreign conatry) Of autopsy...__.. should be
E 14. Malden nameBaI Q___ﬂ_ Hﬂyeﬂ \ ] fhat.rgeﬂ sta-
istically.
E 15. Birthplace T ————r e }_"[10 - 00“2’) 22. If death was due to external causes, fill in the following: P
16. (o) Informant Wopnen—Goitdng- ’ : () Accident, suicide. or homicide (specify
: k! —_ S R
[)] Addm""‘“"‘cla!’kal&iﬂ L Lt _|| & Date of ence.
17. (@) - ) Date thereat. 812 Y48 || @ Woere didinjury occur? @iy ervors " Ca
(Borial, cromation, or removal) (Mcoth) (Day) (Yoar) (&) Did injury oceur in or about home, on farm, in industrial D pla.ct in puhhc place?
() Place: buril ox ererpgeion Clarikadale Mo,

18. (). &gnatureofﬁ?‘l’hthOJ\ w13 r&-Me
() Address .84 ¥8V1lle HO
#2? ® Facrnastoda (..

(Regiatrar's signatore) (Y Wi

19. (a

(Bpecify type of place)
) M of injury... ... £

(Licensed Ermballads's Staterment o}nmm Side)
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STATEMENT li‘}' LlCl{ENSED EMBALMER . SR KR . :
] - o \ :l

. i ,
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by.me, or by

.working under my personal supervision, °

. T - L:censed Emba r
: . ’ - o T ' ) R /'/
| . : P .O.iAddres

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER i in his OWN- };A*NIIWRI ING.

the above constitutes g'rounds for revocatlon of license.} h o,., ob !

N Il' this body is Yot tzmb:ﬂmc‘] fact s'hould l)c so stated above, }
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