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WRITE PLAINLY—USE UN'FADING BLACK INK—MAKE A PERMANENT RECORD

.

DEPARTMENT OF COMMERCE
BUREAU OF THE CENSUS

FILED APR 6 }%g)

Registration Distrct No..L_.__"_ T .

THE. STATE BOARD OF HEALTH OF MISSOURI H &1\359

STANDARD CERTIFICATE OF DEATH
Primary Regisiration District No. _¢ 7/ (p

1. PLACE OF DEATH:
MeDonald
.Rural=glk River. Tawnshi

{1 f oul.ndo city or town h-u.;. write “RURAL’" and name of townabip)
(¢) Name of hospital or institution:

(a) County
(6) City or town...

(Il pot in hospita] or jnatitution, wrils street nomber or location)
{d) Length of stay: In hospital or institution

{Specify whether

In this community
years, months or days)

2. USUAL RESIDENCE OF DECEASED;

Missouri
Rural

L, O

@ county. MeDonald... T .
o

(c) City or town........
(I outside city or town limits, write “FIURAL") O

R,F.D. # 1 Noel _ Missouri.. .

{If rorol, give location)

No

{a)

State.

{d) Street No.

{¢) Citizen of foreign country? {Ves or No)

If yes, name country.

MEDICAL CERTIFICATION

3. (a) PRINT
Full, NAME__ EMA _ PAULINA _PYLE B> )7
R er—" 29. DATE OF DFATIL: Month. thy y
3. (b) If veteran, c cial urity
(@) IEve N ear___,éz_?lz honr minute /..’0,/?/[
name war. one No.—._.None.. e
7 21. I hereby certify that I af.r.ended the deceased frouL
5. Color 6. (a) Single, widowed, tmarried,
F’emale/ clrite ) ' dowad 17 o }M/zm 19,
x I mce divorced that I last saw ha#&2.._alive on 7 '9/ e 19,97
6. (b) Name of husband or wife—____...... 6. (c) Age of husband or wife if || 28d that death occurred on the date and hour stated ab‘gve Duration
alive_. yeara || Immediate cause of death o
et ”
7. Birth date of deceased Mﬁ-l‘ch 26th 1866 W.»»ﬁ%{
(Month) (Day) {Yoar)
5. AGE: Years | Months | Days If less than one day Due to. G2 tY AL Ry I .
i 8 81 10 22 hr, min
- } Due to
9. Birthplace....... LATIAWAY Illinois
{City, town, or counly) (State or foreign country)
10. Usual pation s Housewife Other conditions.

{Includs pregnancy within 3 months of death)

11. Todustry or busmcas - D‘\ PHYSICIAN
IS J hn Gord Mmgtg fmdxr:gs: l‘ \/
rations.
g 12. Name ) raon ?‘\ ope: 11 \9 hUndcrline
=\ 13. Birthphace Unknown . ) : ’ﬁ the cause to
town {Stato or forcigh cvuntry; Of aut should be
5 14, Maiden name. ET! w % niopsy -c?a'rgcﬁsm-
. tstically.
S| 15. Birthplace.....—.. U'nk-nojn - 22. If death was due to external causes, fill in the following:
-] {City, town, or county) . . {State or furcign couniry)
. eld, i)
16. (a) Inj'ormant,......hlt.ﬁ.‘_Al_l_iﬂ__.oﬂtlr_ﬂndﬁr",,,,A.A_......_._._____.__ {a) Accident, suleide, or homicide (specify.
()] Addrem_.___B.lAE.nD.‘.#_.l ______ Noel Missouri —_ -Eb) Date of occurrence
’ Where did inj ?
17, (o) ....Burial . . . @& Date lhmf..wm_n___.._... {e) Where did injury occur e W P
(Burial, cremation, or remuval) . (Month) " (Day) (Year} (&) Did injury oceur in or about home, on {arm, in industrial place, in public place?
(¢} Place: burial or eremation G0 } ,/
_ ify t: f place)
18. (a) Signature of funeral director, g A g While at work?.._. R (S m ' (,el)n .i'l:;:; ofjuy._._-_._ﬂ:{_-...._.,.,.._
®) Address_Go0dman, o WS o - '
A9 L 0 le - 23. Signature. e
19. - ANttt [ % . =
@ {Dats received local rexi: ) ﬁlieziﬂnr’- wignsture) ;L—T“ Address/)” .........................

{Liccnsed EmhaTmelr"Stalemen!. on Heversa Side)




RECEIVED
Dtstrfct Health Officer No. 8,

——-.-.._‘

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

, Registered Apprentice No ,

working under my personal supervision.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN H.ANDWRITII\G (Failure to comply with
the above constitutes grounds for revocation of license.)

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




