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THE. STATE BOARD OF HEALTH OF MISSOQURI

STANDARD CERTIFICATE OF DEATH

0652

State File No.

Registration District N02_5]-.._ Primary Registration District No...D8H85 Registrar’s No. S5 *
1. PLACE OF DEATH;: 2, USUAL RESIDENCE OF DECEASED:
Nodawa Miss 7 4
@ County WY y\ (a) State i ouri . (&) County Nodaway N
®) City or town............NN hite Cloud - _rural , %
(If outaide city or tawn limits, write * BURAL and name of wmhlp) (¢} City or town...... rural L d -@
{¢) Name of hospital or institution: / (I outside city or town limits, write “RURAL"} i O
-8 miles south of Maryvi.Lle. it || (@) Stret No.
([1’ not in hogpitel or institution, write street number or location) (If rural, give location) =
@) Length of stay: In hospital tituti
@ math of atay: In hospl 1;r£-ns futian {Specify whether || (£) Citizen of foreign country? M o {Yed or No)
In this community - €
years, months or days) - If yes, name country.
cland MEDICAL CERTIFICATION :
30 FRINT  Ransom X. Shields P ,
3 Py 20, DATE OF DEATH: Month eb. day.... R0
3. (b)) If vets N 3. {¢) Social urity
@ veteram year, 1948 hourX ll minttte. 45 AM
name war. No. ;
21. eby certify that I attended the deceased from 6'/
| & oo 6. (@ Single, widowsd, marged || .. ] X’ 19_)4
s sex. Male > e Whitd divorced. .. Moo 220 || hat ghet saw b . alive on_=

6. (&) MName of husband or wife. .o ooeerveeeene 6. (¢} Age of hushand or wife if

and That death occurred on the date and hour statcd abo\re
Duration

larcella Warner . alive.o—oo.or......years || Immegliate cquse of death ¥ o
7. Birth date of deceased..... .. Feb.. 12 . 1864 . AriTes - inlsrslts af chraied
{Month) {Day) (Year)
8. AGE: Years Months | Days If less than one day Due tochld I/a-"c-u{ao; rsn l-',
84 0 -L6 hr, min 6\/“ drome. T
. Due to 5 R
o Birthotnce. - SELEM. . . Indiana / i v
{City, town, or county) {31ate cr f_oteign Country)
10. Usual occupation I‘ arﬂle r ! eiﬁigm, wn.lu:n S mont.hs of deat,h)
11, Industry or business Wi T e e PHYSICIAN
‘ . . or findings: -
5{ o e William Shields. 1| s
. ne
7 s _.Ath
a 3. Bisthniace Sg; ;;;ﬂ sa-éqth . G dgﬂggj- l'i I':nawuiﬂ) of ;rl?l:ccgll%z:b:g
& i name. Y Oo - 7 autopay. i ?
e K eokuk Iowa i
5 15. Birthplace (Cis - - . isinor foveian sovoies) 22, If death was due to externzl causes, fill in the following: :
= , tawn, or county, [ore!
16. (&) Thformant Mrs. Frank Helzer {a) Accident, suicide, or homicide (specify)
® Address Maryville, Missourl ) Date of occurrence
. @ burial 0 Dot ot BLBABE || @ W syt

(Manih) (Day) (Year)

(Burial, cremetion, ot removal)

Maltlanu

" {2 Place: burial or cremation .

(&) Did injury occur in or about home, on farm, in industrial place, in pubhc place?

18. {a) Slgnature of fineral director. . M.J
@) Add:m aryv:.l e, Hissouri
19. {g) -—'— - I b

(Dal-e Teceived local remtrar) (Remuu ungulu.re) (] ﬁ

43l

(Spunl‘s' type of placd)
(e} M

While at. work?. .oeeceee 3 of igi :

(heensed Embalmu-’nJSmtement on Roverse Side)
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~Fi7wl 3 STATEMENT BY LICENSED EMBALMER N

.y L . . . . -x

I hereby certify that the‘body_'{v;hoss name is recarded on the reverse side of this certificate was embalmed by me, or by .

vy, . . . - - . . -

'3 P L : SO Reglstered Apprentxce No : : 7

L S TR L

. ]
working under my personal supervision. )
.o S S1gned w

- Lxcensed Embalmer No.._.%

P.O. Addresswm

// Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hls OWN HAI\DWRI'I@G. (Failure to comply with
the above constltutes gmunds fok revocation of license.) .
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| ."’f:""g‘ vIf this body i’ not embalmed, fact’s shﬁsﬁld be s0 stated above, : s . .
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+ 37 by - .- - - - . . .




