ot

DEPARTMENT OF COMMERCE THE STATE BOARD OF HEALTH OF MISSQURI o
HLEU"“M“E{; Tz““_f‘;“s STANDARD CERTIFICATE OF DEATH State Fite No. 4 QS22
Registration District No... %% ? Primary Registration District Na‘..,,‘t.«g...s:.(&....,." Reés':tmr's-No....l..q.___,._,,,,;,,m;m, -

1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED: . } y
(@ County.... B LLENT @ smeMiSsSOUri. o Coum,‘\'fvri'p'bt ‘ /

Fountzin Grove M,
e — ﬁithmm») @ Cityor town. Mt Grove -Bured -u 004 mp,,_

() Name of hospital or institution: (If outside cily or town limits, write " RURAL"}
Street N
{If not in hospilal or institution, write strect number ar locatian) @ ° (I rural, give location) d
Length of stay: In hospital or institution
@ et Y P {Spocify whether (e) Citizen of foreign country? no (Yes or No)
In this community 73 Yesrs
yenrs, monihs or days) Ii yes, name country.

MEDICAL CERTIFICATION

3. {8) PRINT (Chorles pllen valker
FULL NAME = 20. DATE OF DEATH: Monthd &NUATLY aay. 2Ot h

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

] ) 3. () Social Securit
3. (&) If veteran () al Security year 1948 hour 10 minnte F. o
name war. No
21. I hereby certify that I attended the d
0 5. Calor or 6. (a) Single, wndowed ma% \ 19_
4. Sex male | race niite divorced..4f that I last saw h"'/hlhvc on
6. (b) Name of husband or wife....cceeceeeceeeeee 6. (€} Age of husband or wife if and that death occurred on the date an Duration
ousan Walker alive__. Bp_ycam Immediate cause of death...} et nmsmereens
7. Birth date of deceased. ARPX.1 L 22 1564 ;
(Month) {Day) {Year)
8. AGE: Years Months Days If lesa than one day
8 3 8 2 8 hr. min 9‘""
6. menpace. BiE__Yernmon Allinois..f :
(City, town, or coonly) (State or foreign couatry} N
: i . Lo i . Other conditions !’
10. Usual oceupation Farmer (Include pnmlmm:y within 3 montbs of death) /
11. Industry or busi - VSR S PHYSICIAN
= i [ - . Mmorﬁndmgs -t . "n . f L/ -
E 12, Name G.10.C, Wdlke I /‘ Of operatlons 4 v 1 Ry Underline
iy th ti
& | 13, Binthplace iennessee e - i . wﬁggg:(ﬁ
{Ci 3-. town, or conoty) {Stats or foreigu country} Of autopey \ should be
5 14, Maiden name ne Lo Wd en i . chaggeﬂ sta-
tistically.
S{ 15. Birthplace : -J-'—e—nn—essge — || 22. If death was due to external causes, fill in the following:
= (City, town, cr county} {State or foreign countrf)
16. (c) Tnformant 'J:,'gm W a;ker - (a) Accident, suicide, or homicide (specify)
o Adwressrountain urove,Mo (%) Date of occurrence
uri o Where did inj ?
17. (@) Burial (#) Date thereof 1/42/1948 () Where did injury occur Gy s e
{Burial, cremation, or remaval) .- {(Month} (Day} (Year) (d) Did injury occlr in or about home, on farm, in industrial place, {n public place?
{¢) Place: burial or cremation Brox .,....&!_S?_!.ILQT_E.

{Specily Lypw of pluce)
; (,) Meamof injury.. O e emeane

18. (o) Signature of fuseral directgpe="% 4’?
® Address__ OUntain Groyv Miss ourt

Sy~ IR ——g
19, {o) (Date received local reeistrar) @ a (l\emw-nmlmﬂ ﬁ




STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by

4

,» Registered Apprentice No

) V/ [ 4
Licensed Embalmer No. \-7 / {/

working under my personal supervision.

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

_ \If this body is not embalmed, fact should be s0 stated above,




