No. 2

12-45

17-39
7070

INK—MAKE A PERMANENT RECORD

WRITE PLAINLY—USE UNFAD

DEPARTMENT OF COMMERCE

UREAYU OF THE CENSUS

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

170641,

State Filz No

ALED JUN 4

Registration District No.ﬁg _____ -

Primary Registration District No.__GS..Q_ﬁfZ_M

Registrar's No. '14/?.

1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED; 5
(s) Count, Newion ) Z
(:) C?t:o: town Neogho, Mo, (a) sate__Migmouri. . ® C0'-1ﬂtY‘-‘-N-e-w--t.0-11—--———--—-—-------0
(If onteids city or town Limits, write "RURAL" and name of township) {¢) City or town Rural . ph
{¢) Name of hospital or institution: (If cutside city or town limits, weito “RURAL™) 0 ‘
Sales Memorial Hospital Failrview, Mo. R#
(I not in hoapital or institution, write street number or localion) {d) Street No (ll?urul,'givo lucnti.on) 0 |
(d) Length of stay: In hospital or Institutiyne,. .. ysl?' = ’ ’ -
of stay: In hospltal or Insti “‘1"2 Dz (Splguaf.-XhaLhe.r (e) Citizen of foreign country? (Yes or No)
In this community ... ... "I
years, manths or days) if yes, name country.
: 4% 2 MEDICAL CERTIFICATION
3. (6) PRINT , K‘»}ZJ‘! Y
rull name.. Norman Adolphus Kimbrough' " 19
3 (B} Ifvetern, 7T v 0 TV RNOA I Igduial Sidlnity” £ '%? DATE OF DEATIL: Month. y_day
— v NG o . Year.. ... l_gé_a,_h_hour & minute EOE,M
name war. A o A T b
- - e ——— 1] 21. 1 hereby certify that I attended the deceased from
Mal? 15 Colotors. . | 6..() Singlg,_yidojedf_r;i'e d, L.y 27 7 148 o 227__4,?___42_"”__”_“"%‘ w¥ T
4. Sex . Face... —— I| that 1 last saw h.£_ g alive on ”?m 292 1034
- 6. (b) Name of husband or wife..l.._..__._._ 6. {¢} Age of husband or wife if || and that death occurred on the date and it stated above. - ' Daration
—..Bessglie Kimbrough __ alive. 9% years j CLM-M Ak
7. Birth date of deceasad....sepxem.b_er _____ __..2.3___._.._1.89_4..
{Month) {Dny) {Year)
8. AGE: Years Months Days If less than one day
53 7 26 N .
min D to
ue
$. Birthptace T _ - - Migsouri {J i
(City, town, or county) (Stats or loreign conntry)
10. Usualoccupation .. B-arming R sk vmperr o pemrr v g
11, Industry or busi Farming | — Bl PHYSICIAN
2. Name.._James D._ Kimbrough U = R P SN A —

' Q’ g Underline
= . .. Missourl the cause to
= { 13. Birthplace = S S . . = iwhich death

iLy, town, or county, tito or foreign countr %" 3
5 14. Maiden mm.-_,__i[anyill_a Stipp Uv Of autopsy.... 7 # A mﬂl{?'&
. ’ tistically.
§ 15, Birthplace .o —_ Mi Bsts?ngfrim s |1 22, 1f death was due to external causes, fill in the following:
16. (a) Toformane - JBmes_A. Kimbrough. . . ... .|| 4o Accldent, suicide, or homicide (specity)
@ Adaress - Fairview, Mo.. (%} Date of occurrence
@ . Buarial - ) Date thereor._D—22-48 () Where did injary occar? Ehyortomm T oo S
! (Burial, cremation, or removat) (Month) (Day) (Yous) (&) Did injury occur in or about home, oo farm, in industrial place, in public place?
() Place: burial or crematiun.-ni_c_e__qem.e_ta_[r:fj___ ......
18. (a) Signature of funeral mmcmr.Mm_' A While at WO _ET_” ‘(’,3" 331 ::lz)of.inju:y e
(%) Address Wheaton, ko
9. ¢ @ 23, Signatar (M D.orother) .
@ ived local reristrar) Rogiatrar's siematare)es - o s [ AKddress ... Date mgned%p\_)z

(Licensod Embalmcr's Siatement on Reverse Side)




' RECEIVED
District Health Officer No.Zluz&"'
Liatrict File Number-é.‘{.f.-é/d----
. o Pate Flled._....--& 3. Y5 .

. - ' 1
i

STATEMENT BY LICENSED EMBALMER

I hereby certily that the body whose name is recorded on the reverse side of this certificate was embalmed by me, orby-.

, Registered Apprentice No

working under my personal supervision.

Signed.._ G

P. O Address...

Note: The above MUST BE SIGNED BY THE LICENSED F\IBALI\IER in his O\VN HANDWRITH\G. (Failure to comply
the above constitutes grounds for revocation of license.) -

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

. .




