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<EP=1 x1981)

DEPARTMENT OF COMMERCE
Buneav or tas CENsUs

B Aug 18 B4,

MISSOURI STATE BOARD OF HEALTH 2 [

STANDARD CERTIFICATE OF DEATH State Pile No

[
Primnry Registration Distriet No.__ 2 j / ) Regitirar's No

1, PLACE OF D%‘%We
(a) County______
() City or town

{
(¢} Name of hoapital or institution:

1f outaide eity or town limits, write “"RURAL” and name of township)

{11 not in hospital or institutbon, write street number or location)
(d) Length of stay: In hoﬂ% or lastitution

(Specify whother

years, manthas or days) ol

Inthis community. 1.3+ Amn

L e ¥ ¢ Ly

2. USUAL RESIDENCE OF DECEASED:

@ Seyegourt—— @ °°““*"ﬂ§m'cre*“

(¢) City or town Madison.E.R.
{If outrlde city or town lmits, writa “RURAL"}

(d} Streat No.

{If rural, glve locntion)

() i foreign born, how long in U. 8. A.1... & years.

st namdfinn ie Elsworth Reid-Brown

MEDICAL _CERTIFICATION

16. {a) Informant's own signatur

%l’) (State or ﬂiﬂ country),

() Address__ Ja0 15 oM y

Mo R.R.

17. {a)
{Barlal, cremathoo. or remoral)

() Place: burial or crematio

18. (a) Slgnature of lunen!ﬂl(:éft %

{8) Date themW
Synset Hill, ison

20. DATE OF D Y 4 20
8. (b) It veteran, =7 8. (c) Soclal Security EATH: Mont day.
came war....... 20K No. XX year. otr. Mminm____ls__p_u
21. T hereby certily that I attended the d d from 7 P 4 9 -
5. Col 6. {a) Single, widawod, mamied,|| _ 194, 7 = 2 9 — . 1'¢f
o s L eliale / CShitw dvoread . MATTIEE At 3
x VOreet - | that T last saw b8/l alive on b - — . 14 {;
(bj Name of husband or wife. 6. (&) Age of husband or wife it-|| 8nd that death oecurred on the date and hour stated above.” i
He nderson_Srown . S 8 Immediske cuss of death.__ ) . Dura-bm:
7. Birth date of d o May | 1864 -TWM
{Month) {Day} (Year} . ‘ A ~d n ‘1< .
B. AGE: Years Months Dayn If lesa than one day Due to. 2
77 2 2 ! e \ \ )
hr. min
7. Due to, !
3 mrthpl.ce—Mon.I:qg_Co.rMo)___ 3 7. . \ } N
town,%or counsy] tats or forsign cotmtry, \
10. Usual oceupation .LOUSEW].fe Oz.her conditiom. _3_2—- - ;g:ﬁ
11. Ind ¥y or businem. XX PHYSICIAN
] . fi H —_—
E 12. Name_Millard Reid Malor fudines o
= L1s Bitbp Ky / which death
v nﬁa:t {Stats or foreign comatry) " hould b
5 I4. Muelden name. mir& ’terly ot pey ‘Eﬁ:?‘!:?]‘sﬁtl:
S 16 Birthplace Ky 22. If death was due to external causes, fil! in the following:
= {City, town, - , N H

P (a) Accldent, suicide, or homicida (epecify)
(b) Date of occurrence
(¢} Where did Injury occur?.
{City or town, Coonty)}
(d) DidInjury occurin or aboct home, on farm, In Industrlll place, In publtc pla.eu‘f

on,

(b} Ad i
o o TV IO7I0EL o,

(Date received local registrar)

L) A Rnhu-r--in-wn}

Spacily f place;
While at work?. ¢ (")wa H u)f Injury., .
'4 (M. D.oro; b
Iy . Dae 44/

77 ‘' T (Liconsed Embhalmer’s Statement on Reverso Side)



RECEIVED '_
District Heaith Officer No.

District Filo Numborf /f/:./__....

Date Filed __AUG 151941 . ___.

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 Apprentice No...:
¢

Soezd U, Hoore .

328

.working under my personal supervision.

» Licensed Embalmer No.-.

P. 0. Address. Mndi-s g,n.’,....]‘,ﬂ,o

Note: The zbove 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, above space should be left blank.




