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—1/47
. 5-17-39

Y

WRITE PLAINLY—USING UNFADING BLACK INK—MAXKE A PERMANENT RECORD

FEDERAL SECURITY AGENCY
National Office of Vital Sratistics

REL&EElM&lncgolm

.+ MISSOURI DIVISION OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registration District No, fwlSer ey

130877

Staie File No.wierrisimsirimnsessasnsmresnenss -

Reﬂ:‘{trar‘: Nlmrssrsrsssmsermmerassrmpeecmssiein

1. PLACE OF DEATH: ”"
(@) COUDLY comerrrccrerrrrnrnn Jasper.
(b} City or town N o} o X KT o WU

(ir nmside clty or towﬂ limits, write “RUIIAL" apd name of township)

814 nnt in lmsnnnl or mstltutinn wTite Bireot number or looation)
{d) Length of stay: In hospital or institution. . e e rmsrinssraren s s

Fn this community, 60 yvears

years, ponths or days)

2. USUAL RESIDENCE OF DECEASED: LT
(o) Staee.. . Missourl . . (#) County Jasper
{¢) City or toWhwueereeesene et 8] "2’

(If outslde eity or wﬂ'!l lln.l.'l

(d) Street No........... lﬁﬁEWﬁlzl. ..................................................................

1f rura), give tacation) 0

No

(e) Citizen of foreign eountry?.....uw. (Yes or No)

If yes, name country

3 (rz) PRINT

DLL NAMS ... ARMISTHAJANEBELFORD

3. (b) If veteran,

TEATTEE W AT aesrsrsennse sttt rn bR s a0 b S TR LA S P S bR e | 040

6, (a) Single, widowed, mnrrie?.
divcrc:d.......WID.. ...........

/I 5. Calor or
. S'emeLE. rar,e..M{ITE

6. (b) Name of husband or wife......coveiiiiiinnn

o+

SR alive. wveesnn YEATE
7. Birth date of deceased MAY ... S8, 1867
(Month) {Day) {Year)
8. AGE: Years Months Days If less than one day
80 10 12 G br.
9, Birthp]ace.........mlm‘. OHIO ............ /
{City, town. or couniy) (State or forelgn coumry)
10, Usual cccupation......... HQUSEWIFE .......... F TP SOOI !

. Industry or business...

. Other conditicns...

MEDICAL CERTIFICATION
20. DATE OF DEATH: Manth ../
]

q

3'531'....# (i ]

Tour,

21. T hereby certify that T attended the deceased from,.S¢

that I last saw. . alive on..
and that death occurred on the date and hour stated above.

Duie tone Mo e s

{In¢ludo pregunalicy within 3 months of death)

PHYSICIAN

12. Name.....

—hee,

14, Maiden name.. m&w %ﬂ

15. Birthplace....

MOTHER FATHER
r——,

o Mo BELFORD
V-] Date thereuf......‘;( ..... " 3‘/f

Month) (Day} (¥ear)
() Place: burial or cremation.... FairVieW Cemetery
I8. (o) Signature of funeral director. PABKER"H[WSAKER

16. (g) Informant...

17, {a) ol il
{Burial, erematlon, or removal)

»

i%. {a) A ..... j .......... I\ ........... (&)

: ..__'..;F

{Date tecelved local reglistrac} 'tl'.e;;.lsr.r;::.s 3 zr-ntﬁml

........................... TPy s e
CHA-S.- mﬁmol\] ?“ Of operationS.... .. .ccveceieenad U X
nderline
13. Birtbplace.... BQ.LECOPA oL | the cause of
(State or forelgn country) which death
Of autopsy should he
........... q d."‘“.'geﬂ wta.
...................................................................................... tigtically.,
n‘,oww?%?ogg)d' """"""""" (State on forelsm conotrys . If death was due to external causes, fill in the fq]lowmg Y

(a) - Accident, suicide, or Bomticide (SPECify) e iciiirierece s e r e ens R

(&) Date of occurrence,

() Where did injury oecur?. .. sesinesievnnns o
T(City or town) (County} {3tate)
(@) T}d injury occur in or about home, en farm, in industrial place, in public

place’ .......................................................... ﬁ
(Speclfy type of place) wr

While at wnrk’ SN S N ( FUTY v avreerirmnrggrrsisnans

. Signature.... . (AL D. m&}

s 2 ,... L J/

Joftorson City Printing Co.

(Licensed Emba!mzrl Statemnent on Reverse Side)




P 48-14-355

STATEMENT BY LICENSED EMBALMER ¢

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalm_cd by me, of by -

Registered Apprentice No

Signed... Q7 »7 Qﬂ@ﬂz' ‘1

Licensed Embalmer No —2 2.7 ?

working under my personal supervision.

P. O. Address. J&d—(_m

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN G. (Failure to comply with
the above constitutes grounda !or revocanon of l:cense.}
If ll'us body is not embalmed fact should be so szated above.

- " . . —




