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THE STATE BOARD OF HEALTH OF MISSQURI

STANDARD CERTIFICATE OF DEATH
Primary Repiatration Diatrict N D‘Zdy s

Siate File No 1 8 6 8 3
Registrar's N.,.___u_ZZ_,?;-,..,....., )

i. PLACE OF Dmmnt
Moniteau Co
{s) County.
) City or town. & L1L Ornia , Mo, WL Lker

(If culnida cit ¥ oo town limita, writa “RURAL" and name of towuship}
{¢) Name of hospital or institution:

Latham Hospital
{If not in hoepiial ar imuLu:tlun. writa street number or location)

{d) Length of stay:

In hospital or institution

Life

(Specily whether

In this community.
‘years, monihs or days)

2. USUAL RESIDENCE OF DECEASED; g f

@ swe. Misgouri ® County.....MONiteau 4
galifornia, Mo, s

(1f vutslde cily or town limits, writs “ HURAL™) [y

@ streetNo. AL 4, California

ﬁll’rmu], give location)
0

(¢} City or town

(¢} Citizen of foreign country?

(Yﬁr No)

If yes, name country

MEDICAL CERTIFICATION

3ol BUNT sarah Grace Cochran M
TSI T o e 20. DATE OF DEATH; Month.... {2y oy 31
. veteran, . () Social Security
No NOo year. }? ?‘ y hour. 2, minute.._..G__ /M.
name war. No. M
21. T hereby certify that I attended the deceased I'rnm o U
/Color or 6. (a) Single, widowed, ma.rried, 15 , 19._‘){_%&& 1‘/ 3[ e 1 g‘ff
s safomale  {/nd Whitel / avoced MATLied|l iu fstsawher aveon M 3y _w¥¥
. 6. (b) Name of husband or wife.....ococeeeeeneeeee. 6. (¢) Age of husband or wife if and that death occurred on the date and hﬂur stated nbove. Duration
' Robert R s O ochran alive__f 2 __. .. years || Immediate cause of death
7. Birth date of deceased.......J £ 1) 12 1880 AX. c;nam&._.._a'g_._(._.]ig_lrﬁ._ lyr
(Month) {Day) {Year) 4
'8 A.GE Years Montha Days If less than one da; Due t C :
3 f a y e, y ue to.. Ty
64 |4 19| e W,
hr. min 7 ﬁ—
N /

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

Due to

27077

. Birthplace

22, If death was due to external causes, fill in the following:

) L q
9. Birthplace I‘&onlteau co ; ; ; oﬂ QQ' " /
{City, town, or county) (State or foreign wnnu)') T 7 A ‘qv/
. i Oth ditions
10. Usual occupation House Wife (}n;‘:lg”}"e‘;nmw T e deiy .D e ———
11. Industryorb SEar i PHYSICIAN
g 12 Name J&Iles Milburn BF opetatioas, R o
nderline

B e
§ 13. Birthplace }-{Onl L e&um cﬂo S rmﬁﬁuq Ca_.‘.'_'.g..f...!‘!_m,l......!? Y U‘.'- ;rhhig'lé::ﬁ
3 16, pateen e SHIHETRY, GoOOK D Orauwers Cherged st
S Monlt eanl c o tigtically.
=

(S3ate or fmi'n'c.onnu-y)

16. (a) Informant.

K(Znu » tawn, or mun% é )
(b) Address.

17. (a) Buria

{#) Date thereof. Jurle 2 44
(Burial, cremation, or removal)- Month) {(Day) (Year)
()~ Place: burial or er tiom Callfornla. Ge

18. (a) Signature of funeral director.. BOWlJ.Il Flmer&l JHome

(e} Accident, sulcide, or homiclde (specify)

{&) Date of occurrence

{c) Where did injury occur?.

(City or town) (County) Sta
(d) Did injury occur in or about home, on farm, in industrial place, in public p!:.we?

(Spedhr type of place)
e (€} Means of injurye e —_—

" While at worEN.... e
© Add California, Mo, MOZ" ré
4/ / 7 23. Signat - (M. D. otiac)
o @ émﬁv{dhalu_fu/ﬁﬂ N ineg -nu) A || sdaress. Cor fo. ..O,JL,K.!._Z_..’,_..,_’_ﬂQ______.__,__._ Date signed 9~ 3%

[2]H

(Llcen.led Embalmer’s Statement on Reverse Side)




RECEIVED :
District Health Officer No. 9

District File Number--_-,---__-__-_----;

STATEMENT BY LICENSED EMBALMER

. Lhereby cértily that the body whose name is recorded ot the reverse side of this certificate was embalmed by me, or by

Registe_red Apprentice No...

working under my personal supervision,

Slgned ............... 2R

Licensed Embalmer No, &/& (&

P O Address..._q .........

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in ]:us OWN HANDWHITII\G (Failure to comply with
the above constitules grounds for revocation of lieense. ) . . -

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




