o

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

FEDERAL SECURITY AGENCY

HIENTY 17130

Registration District No.....#7 2

MISSOURI DIVISION OF HEALTH

STANDARD CERTIFICATE OF DEATH
Primary Registration District \o{yéy

State File No ‘36223
Regisirar’s No. ?9_5_/_ O

1. PLACE OF DEATH:
(@) County Greene

(5 City or town Rural Taylor %
(1 ontside ity or Lows limits; write “RURAL"™ of townahip)

() Name of hospital or institotion:
Strafford, Missouri Route 1 !

{1t not in hospital or institation, write street number ar location)
(d) Length of stay: Ia hospital or institution
Life time

(Specify whether

In this community.
years, months or days)

2. USUAL RESIDENCE OF DECEASED: ?
(a) State___Missouri () County Greene 3
© Cityortown.. pural — Taylor township ) ‘
(If outsids cily ér town limita, weite “RURAL"} d '
{d} Street No Strufford, Mo. Route 1
{[f rural, give location)
(e} Citizen of foreign country? NO (Yes or No) ‘

If yes, name country.

MEDICAL CERTIFICATION

Signature of funeral md&hna,Lthyez_E_une_mL :Hor
() Address___ 39T ield, His
w. @ SIS e W

18. (a)

-

{Data received local repistrar)

Jold SRNT  CLARA B ADAMS A
20. DATE OF DEA’ : h
3. (&) If veteran, 3. (¢) Social Security No. Mont 2
name war No | No year_. %_—Jlour ....... — /___. —minute ﬂ M.
- 21. I hereby certify that I attended the deceased from
F i } 5. Color O;Ih Lt 6. (o) Single, md;-inwed mrgd /ﬁ /r 19)2’_. o prd /// 19”
emale ite arrie 7 Z
4. L orced ML T LET that I last eaw h 988w 0] ha[urc on //// 19
6. (3) Name of husband ot wife....eo.oe..... 6. (¢} Age of husband or wife if || and that death cccurred on the date and hour Suffed above. Duration
E L _Adems alive.._..zz_...._...ymrs Immediste cauge of death
7. Birth date of deceased May At 1873 ——%‘ﬂf e
(Month) {Day) (Yeus)
8. AGE: Years Months Daya If less than one day Dige to 0
75 5 21 hr min
i ; . 7 Due to
9. Birthplace Greene County Miscouri /| s ) R o —
= {City, town, or touaty) - {State or forcign countey)” .
‘10, Usual occupation Houge wife.. e Oth:.r wndimm, within 3 monibs of death}
11. Industry or business . S PHYSICIAN
or Bndings: —
E 12. Name Henrv Potiter L - Of operations...._.. : - h LR e
= g . : : : B VORI Underline
23\ 15, Birthplace Tennessee / the cause to
" ' - “(Clty, """-g . (State or forsism country) - Of autopsy.... = : ?t?:)ct?lcclimt:g
g{ 14, Maiden pame ¥ Brrester 7 ~ charged sta.-
Un-.k.nown = Fooved : r Fay e tistically.
15. Birthplace . - . -
§ Birthp _(City, ey m-w“m’) : P wgﬁtry) 22, 1f death wa,s-d-ue to cxtcr:lull mum..f.ill in the following:
16. (o) lnformant Mrs Jamie Main (@) Accident, suicide, or homicide (specify)
(%) Address Puente, Californis (#) Date of occurrence
17. @ . Burial - - -7 @) Date thereof 11-14-48 () Where did injury occur? iyt o
(Burial, aromation, ar removal} . (Month} (Day) (Year) (d) Did injury occur in or about home, on farm, in industrial place, in publu: Dlaoe?
(<) Place: burial or cremation Family Plot, Residence /

; _ (.'M.b.uro

: Date smned‘/ / ﬁ/

2

i

7 Vi



h

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 Appre No ,

working under my personal supervision. .
St #&L—:ﬂ.a.d-_{__@_.m.._._._._.................._...__..........._.......
Licensed er No L-'/ = d A

P. O. Address. Y < ,ﬁ-l-—ﬂ-—‘»c P!

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revocation of license.)
If this body is not embalmed, fact should be so stated above.




