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

DEPARTMENT OF COMMERCE

HLEU K];AR ¥ THE ENE@

Registration District No. .____ ..

THE STATE BOARD OF HEALTH OF MISSQURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District No."'..;_5..§_5_§:.._.

a‘e»

State F:lLNo &%
Registrar’s No

4379

1. PLACE OF DEATH:

2. USUAL RESIDENCE OF DECEASED:

"{¢) Place: burial or cremation... ot

13, (a) S.ignatu're of funera[ dirccto

® rille

19. (o) 27@ / 7 »

()]
Bate received local rexistrar)

(@ Connty Ecl)g?;g?{ng (o) State Missouri (3) County. Nodaway. 7§[
by Cit & > * !
@) City or town Tt ontaids city of tawn limits, write “RURAL" snd name of towrshiz) (@) City or towmn... Pickering 2
{c) Name of hospital or énstitu.tion: {If ontside city or town limits, write "RURAL") ,
Family Home _/ @ Street No Rural 5 Miles S, &, =
(1 pot in hospital or institution, write sizeet number or location) (L€ rural, give location) i)
(d) Length of stay: In hospital or inatitution . no
“ O {Specify whether (¢) Citizen of foreign country?. (Yes or No)
In this community & yea rs E
years, months or doys) . - If yes, name country.
; - MEDICAL CERTIFICATION
‘3. {a) PRINT i g 1
3@ eRint  WILLIAM CHESTER TAYLOR i
o1 T (o) Sontal Seoni 20. DATE OF DEATH; Month APL11 day. 10
3. If veteran, - (e) Social Security ‘ 1948 3 i 30_P
hotr. minute M
none No......ONE “ '
name war 21, I hereb ify that T atteadad the deceasgd from. . a g ceeercemeceee e
5. Colorer, 6. () Single, widowed, man7:{ . - STy i1 {0 wA[S
4. Sex v : that I last saw h. .Imhve on_____| - _Q_.., 19§
6. (b) Name of husband or wife. e oe 6. (¢) Age of hushand or wife if || and that death occurred on the date and fur stated above, Duration
Anna doore Taylor wive. 66 years "
7. Birth date of deceased December 12 18867
{Month) {Day) {Year)
8, AGE: Years Moaths Days If less than one day
80 3 28 hr. min. || T
5 Duoe to
0. Birtholace Farragut. JIowa 4
{City, town, or county) {Stata or forvign w}x’nuy)
.- . Oth dition:
10. Usual occupation I‘: a r?e r _L d (lnflflg::relmn:y within 3 months of doath) —
11. Industry of business &el -emp Oye % foo 7 ) \A ..| PHYSICIAN
T Or nndings; —
5 12. Name_.. .. ‘Nathan- I‘ TaYlOI‘ a’Of opcmugons h\::/la § : ; Underline
& ; .
£\ 1a. mirapince. ML LLS Lounty, Illtnois 7 - | etsels
5 (10, it e SEPTLEER Breed [HE o || Otstapsoeoe o phesidhs
28] BN name. - ) _rg -
{18 , Indiana / : : Hstically,
g 15. Birthplace e —e P —— mnmu) 22. If death was due to external causes, fill in the following:
16. (a) Informant Mrs. W. C. Taylor .4 (a) Accident, suicide, or homicide (specify)
@) Address.. Pickenmg dissouri . (&) Date of occurrence
17, (0) burial (3 Date thereof:: 4/1 5/ 48 () Where did injury occur? ey, pre— o
(Burial, cremation, of remaval) (Meath) (Dey) (Year) (d) Did injury occur in or about home, on farm, in industrial place, in pubtic place?

(Specify typa of place)

{e} Means of injury..c.coicenacen Ll

While at wm e

—..._Date signed .




STATEMENT BY LICENSED EMBALMER

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

, Registered Apprentice No )

- Slgned...._% 7?7 p

Licensed Embalmer No. / f ?‘(Z 9\
P. 0. Address WL M.,

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. /(leure to comply with
the above constitutes grounds for revocation of license.)

= Tf this body is not embalmed, fact should be so stated above. - i .
halit. o T N

working undet my personal supervision.




