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2. T hereby certify that I huended‘me deccased from M (2 1945 o /=30 1947, that I last saw the deceazed
alive on _LM 19__, and that death occurred atiﬁ.ﬂ.ﬁ. m., from the causes and on the date staled above.
|GNATURE

>

L h “ ,’ {Degron or title) 23b. AI?DR . 2 i ) ‘ 23¢. DATE SIGNED
00, Ok e’ o a-s-o

24n. 1AL, CREMA- | 24b, DATE 24c. NAME OF CEMETERY OR CREMATORY * | 24d. LOCATION (Oity, town, or county) - {State)
TION, REMOVAL (8pecity ] i . o
Burial Feh, 1, 49 Squth Point - - 1 Qrrick Ma -

. No, 300 e PR
" | ALEDASR 111943  STANDARD CERTIFICATE OF DEATH Stete Fie No
2&] "BIRTH NO. REG. DIST. ma&‘i (é PRIMARY REG. DIST. m.%egimaru Nowa f;{....... ....... .
4 1. PLACE OF DEATH g 2. USUAL RESIDENCE (Where deccased lved. If insticution: residen fore
a. COUNTY a. STATE b, COUNTY adpbisdfon).
8 Ray Mo, Ray /
b. CITY i outzide corpurats limita, write RURAL snd give ¢. LENGTH OF c. CITY (It outalde corporats limits, write RURAL acd give townshin) . .{,’J
OR township) | STAY (in thia place) OR
a Town  Orrick, Mo, Towe  Orrick, Mo, O
[+ d. FULL NAME OF (1f not in hospital or (nstitution. give strest addrows or location) d. STREET ' (X rural, give location) §
Q HOSPITAL OR ‘l ADDRESS -~
a INSTITUTION Orrick N Mo. ()
o 3 NAME OF a. {First) b. (Middle) ¢ (Lasy) . 4 DATE (Month)  (Day)  (Yean
E (Trpeor Print)  Albers G Yance DEATH Jan 30 49
Eq 0 | 6. COLOR CR RACE | 7. wi\DROF‘t'é'E% gﬁggCESRR%‘ED. 8. DATE OF BIRTH 9.1:\.65 (lo yearn Ll; UNDER 1 YEAR | OF UNOER & HEs.
. {Bphcity) t birthday) opths | Days | Hours | Min
=4
2 Mele White Mar ried Dec, 28, 1871 l |
= 10a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR [N- | 1). BIRTHPLACE (State or farelgn country) 12, CITIZEN OF WHAT
[+ done during most of working Life, even if retired) DUSTRY ’ COUNTRY?
Wi Farmer Camden, Mo, . 8. A,
< 13a. FATHER'S NAME 13b., MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Q Godfrevy Vance Sarsh Davennort Kate Vance
= IS. WAS DECEASED EVER I[N U.S.ARMED FORCE? 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS g
< (Yo, o, of unknowd) | (If yes, give war or dates of service) NO,
- & [_No Orrick, Mo
i 18, CAUSE OF DEATH MEDICA CERTIFICATION .. INTERVAL BETWEEN
i || Eater only cnoesuseper | 1. DISEASE OR CONDITION _ ’ - ONSET AND DEATH
E line for (a), (b, and (c) DIRECTLY LEADING TO DEATH (2} S
E *This does not mean ANTECEDENT CAUSE.-
‘ - the mode of dying, such | Afortid conditions, if any, giring DUE TO (b)
~1"  |\"es heart fature; asthenda, | -rite fo the above catise (o) stating” - N - N
| 5 e It meons the an. | he underlying couse last.
L] case, fnjfury, or complica- 2+ -DUETO. (). .. . : {
Z tion which caused death, | 11, OTHER SIGNIFICANT CONDITIONS ‘
el Conditions contriduling to the death but not
9 v _.- | reloted to the diseaae or condition cauring death, . N - ‘ A . -
k Ya, DATE OF OP'F& 19b. MAJOR FINDINGS OF OPERATION = ' \-" 20, AUTOPSY?
Z TS P ~—
Z. e iy L s [ o O
> 21a. ACCIDENT {Bpecifn) 21b. PLACE OF INJURY (e.z-. loorabout | 2i¢, (CITY, TOWN, OR TOWNSHIP) . (COUNTY) .. -; (STATE}
h SUICIDE home, farm, fagtoty, strest, office bldg.,eta.) T
e HOMmICiDE Naither :
g Zld TIME (Month) (Day) (Year) (Hour) 21e. INJURY OCCURRED 211. HOW DID INJURY OCCUR?
-| IN.?L'I:RY < - WHILE AT KOT WHILE
L WORK AT WORK
e
&
-
-
B,
=
[
L)
=
z

/5 S|GNATURE

721 25 FUMERAL DIRECTOR' S SIGNATURE 'ADDRE $$
m | B. W, Good Orrick, Mo

(Licetised Embalmer’s Statemneuat on Reverse Side)

D, REC'D BY LOCE.?;L REGISTRA
Li - 1947




RECEIVED
District Health Officer No. 8,

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 b;'.._____..___._._

Student Embalaer No.

Signed— M-g JM’) ...... )

Licensed Embalmer
Student Embalaer

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

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

working under my personal supervision.




