I Xasee?

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

DEPARTMENT OF COMMERCE
URBAU OF THE CENSUS

ALED DEC 7 1948

Registration District No............ ‘t ..........

STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District No.._.5,-..0..¢?‘?"

State File No..a 3 D O-.....
S

Registrar's No.

1. PLACE OF KEATH:
() County tchison
@ Cityor town._ ATaY, Polk

(Tt outeide city or town limits, writa "RUBRAL" apd oame of township)
(¢) Name of hosp:tal or institution: ’

(I not in hospital or institotion, write street quniber o locntion)
() Length of atay: In hospital or institution

2. USUAL RESIDENCE OF DECEASED:
Missouri ® county tchsl on
Rural=- Polk Twsp.

(If outaide eity of town limits, write "RURAL"™)

State

(a)
()

City or town

J

(d} Street No.

(It rural, give location)

(Yes or I\‘Io)

(Specify whether || (¢} Citizen of foreign country?
In this community......
yoars, munths or days) If yes, name country.
MEDICAL CERTIFICATION
3. PRINT
Full name wm,. He Rohinette 5o
— T ol et 20. DATE OF DEATH: Month. NOV e day 2
3. () If veteran, - . e a urity year 1 Q4 8 bonr minute Z0FP. .
name war. No X
;, 21. { hereby ceriify that I attended the deceased from NOV 2
0- 5. Color or 6. {a) Single, widowed, married. 29 s 19,,_}}_,ao_____NQ_'\L.__gz__,______. ;9”“4{».8
4 &LM".a..:l..g._,. ...... mce_.;'mtlg divnrc:d..._w.'l.d.gm..& that 1 last saw hlm alive on..._. Nov. 20, 1948 .
6. (3) Name of husband of wifé.. ... 6. (¢} Age of husband or wife if || 27d that death occurred on the date and hour stated above. L{ Py
""HQr_aa‘mH_mnm .......... S alive. . years || Immediate cause of death Cerehral haemorrhsa Guration
7. Birth date of deceased 9 q 1852 TOSITITIoTITITIITTT | 9mC.s..
{Month) (Day) {Year)
8. AGE: Yeans Months Daya If less than one day Due to
86 o 13 hr. min. || 7777
G O Dtte to
9. Birth lnc'_A_tcih,i,_so_ e
P City lnwnq-r_m—gy (SMI;M;R?CA“I! ¢ountry)
Oth it 3
10. Usua! occupation Fa Imer: (:n:l:;::ru‘:::::y within 3 months of death) \J
11. Industry of busi Sy E 2 IJ PHYSICIAN
ndings:
& ( 12. name Rufus Robinette /) °Of operations % #, o
= U - i ! nderline
& { 13. Birthplace nknown Mo :v.liaelcchm:]i‘;:?:
{ , tuwn, or coanty) (State or foreign country) Of aut . h b
5 { 14. Maiden name_cM’am V\ autopsy :;h:rgééi gmf
tistically.
g 15. Birthplace (I{?ﬁn OJ'TH (Suuhio - el | E22 1f death was due to external causes, fill in the following:
16. (0) Inl’ormant_m (o} Accldent, suicde, or homicide (specify)
®) Addres_ W2 tson Mo., (5) Date of occurrence
1. @ _..Burial (8) Date thereof. _’ZE__GLLQ 48 || (@ Where did Injury occur? iy el ot S
(B‘“'“]-_ cremation, o {Montk) (Day) (Year) (d) Did injury occur in or about home, on farm, in industrial place. in pubhc place?
(¢) Place: burial or eremation Hi gh Creek Cem' /,
18. (g) Signature of funeral d:rectg..ac.;: tholomew. Mor tua.ry While at work? _____:_____,_______(i'_’:'_f_' t(',‘)" ‘i?;nu) of Yoo
o Addres___ ROck Port, Ma,, { - 9
Lo @ L= > B 5 Yo de t'I}/ w..défdl €€ 4 2 Senad ey D°’°m"ﬁa
{Date roceived local registrar) uhgr;r s s Address_ /3~ g B -—.. Date signcd[]
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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 ... ... ¢ —
Registered Apprentice No............ I EER
working under my personal supervision. .

. s
3?".-,.: 1.
- Licensed Embalmer No. 3173 Xy

P. 0. Address v0Ck Port, Mo., -

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

1
. If this body is not embalmed, fact should be so stated above. ¥
» u‘
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DEPARTMENT OF COMMERCE
BUREAU oF THE CEXSUS

Registration District No.....“.....n.k.“_._.._...

‘-‘E STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH state it o ADXR_

S0l \f

Primary Registration District No.. .l L Registrar's No._ \f O

(5) City or town

1. PLACE OF DEATH:
(a) County.

Mm_ia»«

L

3

(If cutside city or town limits, write "RURAL" nnd namo of
(¢} Name of hospital or institutions

LA
13

2. USUAL RESIDENCE OF DECEASED:

{a)y State. (b} County.

¢) City or town

) ({1 outside city or town limita, writs “"RURAL")
(d) Street No

6. (b) Name of husband or wife.....

6. () Age of husband or wife if

[
' (I not in hospital or institation, write street number or location) {If rurnl, give locatjon)
(d} Length of stay: In hospital or institution
(Specify whether (¢) Citizen of foreign country?, ~3..(Yes or No)
In this community 7 \
years, months or days) If yes, name country. ]
ti BT 7Y, Bobcwolls SR
NAME £ . ol a 4
3, () If veteran, 3. (¢) Social Security
name war. No.
5. Color or 6. (a) Single, widowed, marrigd,
4. Sex l | mee W divomed._&é.

11, Ind

g 12.
2113,

©)
18. {a)
()]
19. (a)

ustry or

.{

1
r
Sast?

Due to

Other conditions
{Include preguancy within 3 months of death)

PHYSIGIAN

Name,

Birthplace

{City, town, or county) {S1tato or foreign coantry)

. Maiden name

. Birthplace

(City, wn, or county) (State or foreizn country)

Informant

Address

(5) Date thereof.

{Burisl, qemation, or removal)

(Menthy {Day) (Year)

Place: burial or cremation

Signature of funeral director.

Addrpss

/f.. 'b—é

{Dats received lJocal resistéa

Major findings:
Of operations

Underline
the cause to
'which death
Of autopay. should be
. . charged sta-
Seaen : tistically.

22. If death was due to external causes, il in the following:

(g} Accident, suicide, or homicide (specify)

(#) Date of ocowrrence

(¢) Where did injury cocur?.

(City or town) (County)
{d) Did injury occur in or about home, on farm, in industrial place in puhhc place?

. (Specif¥ type of place} A
Whileatwork? . {¢) Meansof injury____________

¢j (b)l f;‘k'ﬂ’ 237 Signatare (M.D.orothen) ...
Wl Address Date signed.. ...







