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. PLACE OF DEATH 2 USUAL RESIDENCE y{Whars dvcrased lFred_,. 1 1itmthiil dince befors
a. COUNTY a. STA co admulunl
Saline a3 aln AR ¥ife giﬂ i
b, CITY (11 outside corpurste limits, writs RURAL and give c. LENGTH OF ¢. CITY (If outaide corporate limits, write RURALmdv.w
R towmhip)| STAY rin this place) OR o ‘}4 1 5
TOW MarshallsMo. 20Yrs, TOWN Mopghall:- = HPT
d. FS&IS.P?_I{\AL!\_EO%F (If dot in bospital or institution, give strect address or locatlon) dASDT[?FFEESI; (1f rural. give location) d AR E NI
INSTITUTION 565 West dackson 566 Weat Jackson . . -
3. NAME OF - a. (Firt) b. (Middle) : e. (Last) 4. DATE (Month)  (Day) (Year)
( Typg or, Print) : DEATH n 4 1951
5, SEX 6. COLOR OR RACE 7 MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (In years| r unDER 1 YEAR | F WDER &4 Wm3,
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- 497-14-606;

{Yea. oo, or unknown)

Nn

18. CAUSE OF DEATH DICAL, CERTIFICATION INTERVAL BETWEEN
Enter only onacausaper | 1. DISEASE OR CONDITION 0“:3 AND DEATH
line for (a), (b}, and (¢} DIRECTLY LEADING TO DE.ATM'(a
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. 70 X yes L] wo [
2ia. ACCIDENT {Bpeclfy} 21b. PLACEOF INJURY (es..inorabent | 21c. {CITY. TOWN. OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE homs, [arm. factory, strest, office bldg. . esa.) PO . i .o
HOMICIDE )
21d. TIME (Mogth) (Day)- (Year) (Hour) 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
OF . WHILEAT[—] NOT WHILE
INJURY = | “WORK AT WORK o s e e

f that I last saw the deceased”’
'om the causes and on the dale staled above.
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2. I hereby opytify .that I altended the deceased from Z_[,_, 1
19_&] and that death occurred af
* ¢ (Degreeor title)

EM b. DATE
Burial 7/ !June 27-51 | Ridge Park g,gm— Mﬂ_aouri
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STATEMENT BY LICENSED EMBALMER

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

L4444 ba4 b beanemn sente s eea e e rannn Sy ape Sy 4R o 6 48 SR 44 R Sk e e e 5 4280 2 e a8 S o S e e S A 1 4 e ne e e 148 S . Studant Embalmer Wo.

working under my personal supervision.

Student c.c.icasrsraacrrarisscnraccnen teenan
Studnnt Enbalmer

Licensed Embalmer No.of.2-.2. 1

. - | P. O. Address_‘%w -y

Note: The above M'UST BE SIGNED BY - TI-TE'LICENSED EMBALMER in his OWN HANDWRITING. (Failure to l::ot{ply with
the above constitutes grounds for revocation of license,)

If this body is fiot embalmed, fact should be so stated sbove. °’ : “




