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

Di?.PARTMENT OF COMMERCE
BUREAU OF THE Cz‘m:s

FILED JUL 6 18485

STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District -No...':...

Stak File 194‘9‘)62

80 2.4,

{If cutsida city or town limits, writo

Hatfield

Registration District No.f___ .. Regmrar 3 No. T )
L S |
1. PLACE OF DEATH: 2. USUAL RESIDENCE-OF DECEASED:
Harrison . . . /
(@) County BetE (@) stare Missouri () County LEFTiSON
(&) City or town.... =4 iy 4 n

“RURAL" and aame of ownship)
(¢} Name of hospital or institation: i
Sullivan Nursing Home -
(Il not in bospital or jnstitution, write alreet number or location)
{d) Length of stay: In hospital or institution e eks
6 Weekﬂ (Specily whether

In this community
ba or days)

{c) City or town

* (I outside city o town limIts, write “RURAL")

0

(¥es or.No)

{d) Street Ne.

(If rurel, give location)

Citizen of foreign country?, no *

(e)

If yes, name country.

YBArs,
. MEDICAL CERTIFICATION
dole FRINT Ville Heaston Powell . :
1), DATE OF DEATH: Mocnth. . day. /6
3. (b If vcteran. 3. (¢} Social Security . ,z,. _/ A
ERTr, - —rra e s e
e s Na ¥ T. minute.. J M.
21. I bereby certify that I attended the deceased from_._. e AR T
Female/ > °°‘°’i’é hite 6 (o) Single, Wigffedovtf;md?-d . 3 /” ;9{?'
4. Sex divorced that I last saw bl aliveon....... .. e /Jm._.._.m!?

6. (b) Name of husband or wife........occrveessiecnn. 60 (€} Age of husband or wife if

®) AcdrepoTENt City,Mo, ’
1. @ Burial . () Date thereor 0~ 18~1948
(Burhl.mtlun.umd)L 1n _éMnnm) {Day) {Year)
] () Flace: burial or cremat.ion_._mco e, n_ver
18. (a) S:gnatu:e of funeral director, C-:
: Grant City,Mo,
. [(:}] dress
19, (a) 18- 8 o

-
—

Industry or business

{12 Name Henry ’C .Heas‘c?n

Pennsylvenia [
kal"ﬁ:m%f'”ﬁ el ew {State or Carefen countiy)

-- -unknown - - -- - - & -
(City, town, or esunt, ) {State or foreien countyy)
Blaine Powe - P

13. Bl—thnlan-

{'14. Maiden nams

"15. 'Birthplace.......

MOTHER FATHER

16.. (a) Informant

fa

ate recelvad Ineal reaiatrer) {Registrar's -iml!n:es

3 Duration
Riley W.Powell alive...........years
7. Birth date of deceased__ 9 ULY 19 1860 |/ A%
{Monoth} (Dny) (Year) *
8. AGE: Yean Months Days If less than one d.a:‘r N Dye to-W 7@1!
87 10 | 27 o e £ {
v ~F-l Due to
9. Birthplace Van Wert s h I :IQW&M. ‘ I
H - =~ (City, town, or county) . _(Stateor Furoigz countfy) | z ?
10. Usuat occupation housewife e Other conditiona...... .

.{ PHYSICIAN

1
Of operminm

Vo . C e L Underline
(P 7. T
[w eq
Of antopsy..., \ A 0 should be
-~ - ‘\ ) - ‘|charged sta-
: tistically.- .
22, I death was due to external causes, fill in the following: '
{8) Accident, suicide. or homicide {specify)
(&) Date of occurrence
{r} Where did injury occur?,
y of town) {County) {Staze)
{d) Did Injury oceur in ot about home. on farm in industrial place, [o public place?
{Ipocify t f gl —
| While at work?__e.____ TS Nenns gf todury.
23. Signature... (M. D.er oth
Address ___ - e . Date «igned_

v (Livensed Embalmer's Statement oo Reverse Sidc)
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| - DISTRICT HEALTH OFyics
‘ STATEMENT BY LICENSED EMBkLm )

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

*,

b . )
Registered Apprentice No........

Signed M . C:
Licensed Embalmer No w3 2\\-{-2

P. O. Address.

‘working under my personal supervision.

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

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




