e | HIEINGY 29 1945 STANDARD CERTIEICATE OF DEATH st it o VIV

. 10.48
~[HBIRTH NO. REG. DIST. NO. ﬂ_. PRIMARY REG. DIST. m.ﬂ# Registrar's No /’9

6 1. PLACE OF DEATH - 2. USUAL RESIDENCE (Whers decoassd lived. 1t institutlof: residence befors
. . a, COUNTY #. STATE b. COUNTY admimlon).
. Montgomery M1 sannrd Mont.gomery
/ b. %};Y (If outelde corpurste limits, write RURAL and cive cs.mLyENGTH DEF <. ng {(If outdde sorporsts limits, write RURAL and give townahln) %0
' townablp) {in this placs)
a? TOWN  Rellflower TOWN Beliflower
= d. FHOL%P#AN{EO%F {1f Bt in hospital or Institution, give streot sddress or location) u.Asr;rgggs (U1 raral, ghvs loeation) p
o | INSTITUTION Home / Home _ . )
B I= NAMEOF s (Fir) 7 b, (aiadle) T (Last) LA Mo (e (e
E { Type or Print} Minnie C. Moore DEATH 1]l -
'é 5. SEX 6. COLOR OR RACE | 7. MARRIED NEVER MARRIED 8/PATE OF BIRTH ‘K AGE (In amn ;x 1 w o He.
(Boedfy) X‘ Dars | Hours | Min
3 Femalei ~ White Widow 207 | |
10a. USUAL OCCUPATION (Cikve kind af wotk 10b. KIND OF BquESS or IN. . BIR‘IHPLACE (Bate or forclen cmmtry) 12. CITIZEN OF WHAT
4 1 done during most of working Lide, evsa if reticed) DUSTRY / COUNTRY?
K | Ret. Housewife General duties Montgome U.8.4A
< &ls-. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
= Laundres L@velace | Rachel Mo ___ICharles R.Moore.
%4 I5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY . ORMANT'S SIGNATURE OR NAME ADDRESS
(Yes.no, o1 unknown) | (If yes, glve war or dates of sorvica) NO.
Q No = = Carso Mo,
| 18. CAUSE OF DEATH : MEDICAL CERTIFICATION INTERVAL BETWEEN
4 il Enteronlyonscousper | I. DISEASE OR CONDITION _ Co / DEATH
Z | lime for (a), (b3, and i | DVRECTLY LEADING TO DEATH® q) Ro AMAIR \/ folola S g 2 weelh'S
i This dots wor mean | ANTECEDENT CAUSES / _ _
o the mode of dying, such | Mortdd conditions, if any, giving DUE TO (b) Cﬂ H ha l C— /\1 ‘/OC Ab/ VA S s ,./ 2 VE#K‘,-S
. 3 ae heart failuire, cathenia, | -Tite to the above cause (a) stating  ~i. - B LS A
€ || ete. It means the ars- | the underiving cause lost. — .
o case, infury, or complica- - » DUETOA)wwr womwn v 7 r:vn i
= tion which coused death, | 15. OTHER SIGNIFICANT CONDITIONS
= Conditions comtributing to the death but not - ! ’0/
ﬁ . velated to the disease or condition causing death. . e e
" I || 192. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION T o o T | 20, AUTOPSY?
> TION | ) ) 0 m/
= P - . -l - . PR .. . - - yes NO
o Z21a. ACCIDENT {Bpecily) 21b. PLACEOF INJURY (a.g..tnorabout | 21c. (CITY, TOWN, OR TOWNSHIP) .. ;.. (COUNTY} ,  , , (STATE):
b a%ﬁ!(D‘,IEDE bome, farm, !fut.orv. street. offios bldg..e10.) - "
= )
g 219. TIME' . (Month) . (Day). (Year} (Hour)- 2la. INJURY OCCURRED | 21t. HOW DID INJURY QCCUR?
: ' INJURY - WHILE AT [ NOT WHILE - . v . LA
N WORK AT WORK - e e
E | 22.-T hereby cerhfy that'I ‘attended the decensed from 19 to Noy \5" 194L T, that I last sow the deceased
= alive on _Qc_Y_zL 19__‘#_? and that death qccur'red at _M m., from the causes and on the dale stated above.
ﬁ 2a. s?:ru e) % W 23c. DATE SIGNED
T [Lin dul)? gy 0y Weol 126 v 7

24d. LOCATION (City, town; or county) ° {Btata) '
Bellflower Mo,- . -t "

4a, BURIAL, CREMA- | 24b, DATE 24c. NAME OF CEMETERY OR CREMATORY -

T'%q.lmiovﬂ'_'m’ 11-6-1949 {Beliflower Cem. - -

WRITE

|| DATE REC'D BY LOCAL Rv ISTRAR IGNATURE. Q,D 25, FUNE DIRECTOR' S 5'“‘“"(' - ADDRE 48
N/ 2 e F %M %« /ﬂ%’ 1 ~_Bellflower Mo.
{

(Licensed Embdmefl Stll‘cmznl‘ on Rewetae Mide) ] -




soquinpy Oji PG
‘6 ‘ON 220H T Y204 1011810
44-/c71  GIANIFTIY

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, of by e

- Me , Student Embalmer Mo.
working under my persona! supervision,

Student tovasrrrranes tetasersseasetesareen . Smed_-m_%Xd

Student Embalmer

Licensed Emb

P. Q. Address__ Bellf]lower Mo,

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

Ifthnbodyn!:membdmed.fmdmu!dbesomdabove.




