<
-

ghould state
important.

MISSOURI STATE BOARD OF HEALTH

BUREAU OF VITAL STATISTICS
CERTIFICATE OF DEATH

1. PLACE OF
Ccunly/
Township,.. Attt

Do not use this space. -

2. FULL NAME. .. .52 L8865

(8} Residence. No...............
{Usual place of abede)
Length of residence In elty or town where death occurred

yra.

{If nonresident, give city or town and State)
ds. How longin U. 8., 1f of foreign birth? yra. maos. ds.

PERSONAL AND STATISTICAL PARTICULARS

MEDICAL CERTIFICATE OF DEATH |

3. SEX

4. COLOR OR RACE

| whotl

5. SINGLE. MARRIED. WIDOWED OR
DWORCED (write the word)

16, DATE OF DEATH (MONTH, DAY AND YEAR) 06—_;;_@/ ]/

5a. [F MARRIED, W1DO

DOWEDvOR DIVORCED
HUSBAND of
{oR) WIFE

6. DATE OF BIRTH (MENTH, DAY AND YEAR)

M@/W

7. AGE

AGE shoutd be stfted EXACTLY.

YEARS

58

MONTHS Days

A

8. OCCUPATION OF DECEASED

—

y supplied.-

{a) Trade, profession, or

particntar kind of work. L—W M

(b) General nature of Industry,
business, or estabtishment in
which employed (or empl ) S

(c} Nate of employer

9. BIRTHPLACE (cITY OR 1'/&

(STATE OR COUNTRY) WM

denth oceurred, on the dnte etated above, ot.... %2, .r........
THE CAUSE QF DEATH* WAS W’/
............................................. // ;
/. &-’ E— f (duration)............ b ;- ISR mos., L. ds.
CONTRIBUTORY,,. A
{SECONDARY)
............ (durallon)............yrs.............mon.............c:ls.

\\D

erms, 8o that it may be properly classified. Exact statement of QCCUPATION

PARENTS

- A
10. NAME OF FATHEM % W

11. BIRTHPLACE M‘ATHER {CITY OR TOWN)
{STATE OR COUNTRY)

12. MAIDEN NAME OF MOTHER md J'f,c&é/

13. BIRTHPLACE OF MOTHER (CLTY OR TOWHN) ...cccooomvomimmmmmmnniveionsismnissrmoemes srsensssines

{STATE OR COUNTRY) “
ol Parekall
Thece  Pre

{Address)

N. B.—Every item of inforflation should be carefull

CAUSE OF DEATH in E.la.in t:

KB Aroea

FILED.

REGISTRAR

17. f d e
ﬂ HEREBY CERTIFY, m

. . |

.................................................. 19727
lhal 1 last saw lvmﬂive on 192 ?nnd that

18. WHERE WAS DISEASE CONTRACTED

IF NOT AT PLACE OF BEATH. oopooesvvsssssasssssssmisssses e sessscresserteessiossgesres Bodperesersns
Date or-\fb

YDID AN OPERATION PRECEDE DEATHI.............

WAS THERE AN AUTQPSY?

WHAT TEST CONFIRMED DI 05157 ’

/ !Cy M ,M.D
(Address) M \Zlu/ 772 o

(Signed)

.19

HoMICIDAL.

*3tate the Disease CAUBING DEATH, or in deaths from VIOLENT CAUSES, state
(1) MeANS AND NATUERE OF INJURY, and (2) Whether ACCIDENTAL, SUICIDAL, of

Q¢ Foreak M

DATE OF BURIAL

/Z//cf— 137

19. PLACE OF BURIAL., CREMATION, OR REMOVAL

ADPRESS

20. U:DERTZER







