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

-

DEPARTMENT OF COMMERCE
Bureav oF THE CENSUS

FILED OCT'

Registration District No.... "

THE STATE BOARD OF HEALTH OF MISSQURI

ST _AN DARD CERTIFICATE OF DEATH
Pmnary Registration District No....... 0-0‘1. ..% 7.

31979
22

State File No.

Regisirar's No,

%——— .1
1. PLACE OF DEATH:

(s) County..... ____Wﬁshin th
-"{8) _ City or town Rural Harmony. .ot. e .22

(14 outside ity or town limits, write “RURAL” and pame ;f township)
{c) Name of hospital or institution:

6 _miles West of Belgrade .

(If not in hospitol or lnlm.ul.mn. write sireet nnmber or location}

(d) Length of stay: In hospital or {nstitution !
{Specily ‘.'hel.hsr

In this community.
years, months or days)

2. USUAL RESIDENCE OF DECEASED: / /
@ sue. Missouri ® County_W@Shington
Rural g.,

(If oulside city ar town limita, writs "BRURAL™)
@ Street No.. O miles West Of Belgrade

{If cural, give location)

no

{c) City or town

(¢} Citizen of foreign country?

{Yes or No)
e

If yes, name country. — & .

MEDICAL CERTIFICATION

i PRINT R147a Bell Nipper Sort .
8 o — 20. DATE OF 1):2..\9'12:1 Month p5 s....day 5%
3. veteran, . (c) Social urity l ) [; P
ame war no Mo none year. hour. minute. * M
21. 1 hereby certify that I attended the demscd from
\ $. Coler or 6. (a) Single, w{duwedammedd June 19_____"_'1,, Sept 4 19____‘1_?
4. Sex fem e W1 EG divorces_ W1 OV EC that Thast saw hCT_ativeon___AUFBUL 36 1944
6. (b} Name of husband or wife oo 62 {¢) Age of httsband or wife if }| and that death occurred on the date and hour stated above. Duration
Joe Ni pper AV rirsrrensY Immediate cause of death
7. Birth date of deccased......MBY___ 15 1868 JPulmonary tuberculosis
{MonLhk) . (Day) {Year)
8. AGE: Years Months Days 1f less than one day Due to.
76 3 l g e ATy oo _miin,
U Due to A 1
9. Birthplace _ P& lmer  MO. . N\
RSN {City, town, or connty)~ . . . (State or foreign conntry) ) i ) == ; i 1? i L
Other conditions $ o
10, Usual occupation a t hOme - (ln:!f:dn Pregnanty wihin 8 menths of death) y 4 o
11. Industry or busi —— 2\ PHYSICIAN
g( 12 Neme... Finn Wright ajor fndings: . —
3 / M ¥, i the e 15
=1 13. Birthplace G- - 5 iwhich death
Hy, i antr
8 { . oo e HEHEHAJon W1THEFEEH™ || ofsueow should be
Mo o n tistically.
S 15. Birthplace . 22. If death was due to external causes, il In the following:
- CiLy, town, or county) {State or forelgn country)
16. (&) Informant. JULSE N ipper (a) Accident, suicide, or homicide (specify)
(&) Address Bemlgrade Mo . (#) Date of oceurrence
17. (a) burial {5) Date thereof. 9-6-44 (e) Where did fnjury occur? (City or town) (County)
(Burial, cremation, or removal) (Mooth) (Day) (Year) (¢} Did injury occur in or about home, on farm, in industrial place, in pubhc plaoe?
(¢) Place: burial or cremation Pa‘ lmer MO .
of place)
18.. (¢) Signature of funeml dizector. —l:;:lormi'n W;;ite &' Sons - While at work?..-._..:.,,,,mA_,_“_..(.S_T_f,, l'(:‘)‘° M:ans Of LOJUTY e cersrsnrremn
AddressZ | L xs ronton. 30. s o : '
@ “ > g 23. Signatore_ _LIY_. 2o A Fo (M. Doacether)
19 (a} %% & - {Heristrar's siznature) ] Address -ﬁg %te signed. f’;-xf
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(Licensed Embalmer’s Statement on Reverse Side)
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SR : RECEIVED )

hintrict Health Officer Ho._-':f_----..v

. S pistrict File Number /O %Y .- «318
' Date Filed._.l___ ___. l.o ! - b -.*.-Y..\!--
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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 Nc:

working under my personal sulpervision.

Note: The above D]UST BE SIGNED BY THE LICENSED EMBALI\IER in his OWN HANDWRIT]NC {Failure to comply with
the above constitutes grounds for revocation of license.)

If this body is not ‘embalmed, fact should be so stated above,

-‘T\




