DEPARTMENT OF COMMERCE
U oF 'rm: Cnnsvs

ALE L -7

Registration District No....

THE STATE BCARD OF HEALTH QF MISSOURI

'STANDARD CERTIFICATE OF DEATH
<o+ Primary Registration District No._é'éz.é.é..

Stale File N o....p..m.g.s_i.,ig-

Registrar's No.

7£

1. PLACE OF DEATH:

1. USUAL RESIDENCE OF DECEASED:

G County - Seott (6) State Missouri (5 CountySCOtt /M
B Ciey or cown 24 kest on <1 : Sikeston, Mo R#2 7]
(If outgide city of town limits, wnu RURA.L and name of township}* (c) - City or town...... 8} ]
(c) Name_nt’ hospxtal or ingtitution: . (If outside city or town limits, write “RURAL")
. Sikeston General -Hospital @ Street No RFD #. 2 . o
*(Lf not in hospitat or institution, write streat number or location) (If cural, give location)
(d) Length of stay; In hospital or institution 3 Weeks pre @ ¢ £ 2 No 0
pecify whetber £ itizen of foreign country , (Yes or No}
In this community...... All of 1ife Il
years, months or days) If yes, name country None
4) PRINT . - J:li ! M o MEDICAL CERTIFICATION
FULL NaME..._James Willlam Moore . \
T Prr— 20. DATE OF DEATH: Month, J U0€ day 29th
- @) veteran, 3@ 2 ity year. 1948 hour, 10 : minute 40 P M.
name war... N None
hereby certlfy that I attended;} asf
: 5. Color or 6, () Single, widowed, marrigd, E‘.-, /‘ - 19
Male ,~| _ White e T Widowed |/ e T T 19-
4. Sex =l race e that I last h/é"l..._alweon.___..... ] ! . r L1970
6. (b) Name of husband or wife_____ceccemeeee. 6. () Age of hushand or wife if and that ‘death occurred on ”‘f date an i g . e
Mary Moore ali _______a_ce_ase dm Immediate canse of death... £f Lot o - r‘ __________________________________________
7. Birth date of deceaschebmaryath ...... l.a_?g__ mmrnmmas f
“(Month) (Day) {Year)
8. AGE: Yeats Months Daya If less than one day Due to....
76 4 2l
hr. ™min.
/ Due to.
9. Birthplace:-Saline County. . Illinois.:. ... /. . -

(City, town, or county) {State or forcign country)

10. Usual occitpation Farmi ng L

Cther conditions. e
(laclude pregnancy within 3 months of death) R —_—

11. Industry or business Rﬂt ired »-s e v PHYSICIAN
g ) . Ma:or findings: . - . . . . . Ve R -
5 12, Name John Ve slay ‘MOOI'B_ Of operations...'". : Ve Al 'l‘j (? Undests
= nderline
& | 13. Birthplace Illinois / . o \./‘? 2 (9 t‘titgglnéi;:g
o . tuwnhm- hens {StaLe or fu:eign country) Of autopsy : should be
14. Maiden name T, . ed ata-
& L i charg
& . Illinois I ............. tistically.
g 15. Birthplace Gty tomn or cmnh) = Bt 22. If death was due to external causes, fill in the following:
16. (@) Informantf{X'8. FlQre nee. .Ri ster : N~ (a) Accident, suicide, or homicide (specify)
@) Address 312 Kathleen Ste, Sikeston, Mo () Date of occurrence
. @ .. burial ) Date theroor.. /1/1948 (&) Where did iojury occur?. R
{Burial, crowmation, of somoval) (Month) (Day) (Year) (d) Didinjury eccur in or 2bout home, on farm, in industrial place, in public place?
(c) Place burial or cremauorl S _Dieh]_-s ﬂ._d. m)’
'

18" (a) Slgnaturc of funeral direct!
(b} Address. .

19, (a) 7’/7 ‘)Lﬁ (b;mm Wha —

{Date received Boal registror) (R:xnr.rnr n ;rmtm) wd

(Speml'y type of placg} "7 " - hd
(e} Mea of injury.._............__‘_’.Q._...........

(M D.esotierrm

While at work?.

Address._ N7 X s SN LY (A

(Licensed Embi "el’s Statement on Rorerse Side)

. Date s:gned ﬂ%




2 g o
RECEWVED - - -
Bistrict H4s2kh Offlos No. &,
’ | Bistriet File mr.s.r---.é/.--..z./
_Date Flitsd Do AR

STATEMENT BY LICENSED EMBALMER

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

, Registered Apprentice No.
working under my personal supervision,

P Q. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hls OWN HANDWRIT ING. (Failure to eomp{
the above constitutes grounds for revocation of license. )

" If this body ismot embalmed; fact shoild be so stated above.

-




