PHYSICIANS should state

Exact statement of OCCUPATION ia very important.

87~ //~,2/

Every item of information should be carefully supplied. AGE should -be stated EXACTLY.

CAUSE OF DEATH in plain terms, so that it may be properly classified.

MISSOURI STATE BOARD OF HEALTH

BUREAU OF VITAL STATISTICS
CERTIFICATE OF DEATH

Do not use ihis space.

0047

1. PLACE DEAT / é
7 3 Coanty,.. Lo Reglatration District No... %r ......... Flle No.
Township, %—Q—@—aj—o Primary Reglstration District No... .0 /0 ... Registered No
City : St. Ward)

M (?Q—c,/é

2, FULL NAME

(a} R No. st.,

Ward.

(Ununl place of abode)

{If nonresident, give city or town and State)

T

Length of residence In clty or town where death ogcurred yra, mas. ds. How long in U. 8., if of forelgn birth? yra. mos. ds.
PERSONAL AND STATISTICAL PARTICULARS ' MEDICAL CERTIFICATE OF DEA'I'H
3. SeX 4 OO O RACE | 5. N A i0OWE °% || 16. DATEOF DEATH (MONTH, DAY AND YEAR) "7'd & a2 83 v
M m W I HEREBY CERTIFY, ThatI attended d d from
SA. [F MARRIED, YHDewsD G Drvenes 19 to 19

?USBAND oF :7. C/Q

6. DATE OF BIRTH (MONTH, DAY AND YEAR}

,.,én

Dars

27

YEARS -,'Moms

S3 |

1. AGE

8. OCCUPATION OF DECEASED
(a) Trade, profession, or
particnlar kind of work...................
{b) Gencral nature of induostry,
business, or establishment In
which employed {(or employer)

thot I last saw h allve on. 19...... . aad um

death oceurred, on the date stated above, M 4 fy m.

{c) Name of employer

?
9, BIRTHPLACE (CITY OR TOWN).... 'La (/.J/LJ

(STATE OR COUNTRY) . e

10. NAME OF FATHER

A T
0‘/“1/)(\.}-4( J&D..-_«A’

11. BIRTHPLACE OF FATHER (crn' R TOWN). ./
{STATE OR COUNTRY) A?—n.,?'“

PARENTS

12. MAIDEN NAME OF MOTHER M V- p

13. BIRTHPLACE OF MOTHER (CITY gR TOWN} .
(STATE OR COUNTRY) M [ w

INFORMANT. %“—K PJ—-—J C

@Q:-.

WAS THERE AN AUT T

WHAT TEST CONFL DIAGNOSIS?

(Signed) .

-r_? 19:3/ 3~ {Address) yM %‘o Q-W/

*State tho DisEase CAUSING DEATH, orin denthn {rom VioLENT CAUSES, state
(1) MEANS AND NATURBE oF INJURY, and (2) Whether ACCIDENTAL, SUICIDAL, o

15,

(Address) M
RN/ XN/ Py

HoOMICIDAL,
VAL DATE O
L/22 nte

7 .
FILED...-.ﬁ. 19. R’ WTTN

18, PiCE OF BURIAL, o
ADDRESS

20. UNDERTA V)
/I 3 f !

v .

4




l‘m~_m1aA: ] "
i AN ‘OL'E O 0 o
- emtaln {197
PN
0N

19C 32

104085

-

e

~




-~ 18°A NERMANENT RECORD
‘ould be stated EXACTLY, PHYSICIANS should state

i
i

Ea -
b N
—

item of information should be carefully supplied. AG

)

b

. w . +SE OF

EATH in plain terms, so that it may be properly classified, Exactstatement of OCCUPATION is very important.

£, Sh= Rve

W R’

~

REGISTRARS SHALL NOT RECEIVE A FEE FOR CERTIFICATE_S UNTIL THEY ARE COMPLETE AS PRESCRIBED BY LAW

MISSOUR! STATE BOARD OF HEALTH

BUREAU OF VITAL STATISTICS
CERTIFICATE OF DEATH

ALL INFORMATION CALLED
FOR MUST BE WRITTEN ON
THIS SUPPLEMENTARY.

1. PLACE QF DEATH
Townshlip.... #.Le

/?i?
City.

2. FULL NAME &W——&

Registration District No. é J ?
Primary Regisitration District No, ﬁ F—a ?/

File No.

Registered No............ / é ...................

(8) Resid St., Ward,
(Usual phoe ot abode) (I nonresident, giva city or town and State)
Length of residence in ¢lty or town whero death occurred yra. mos. da. How long In U. 8., if of foreign birth? ¥yra. nos. ds.

PERSONAL AND ST:&:LISTICAL PARTICULARS MEDICAL, CERTIFICA/T'E.,OF DEATH

3. SEX 4. COLOR OR RACE

277

5. SINGLE. MARRIED, WIDOWED, OR
DIVORCED {trrite the word)

21. DATE OF DEATH (MONTH, DAY, AND mué{f_p ,é 2 . wj)

2. 1 HEREBY CERTIFY, That I attended deceased from

19.....

USBAND oF

5A. IF MARRIED, WIDOWED, OR DIVORCED
) WIFE OF

6. DATE OF BIRTH (MONTH, DAY, mnvﬂn)]f'-o(/{ 2 /- //74

X

If LESS than 4

Davs i

27

ZAGE

YEARS MONTHS

57 X )1

.,

‘Dale of onset

8, Trade, profession, or particular
kind of work done, as spinner,
sawyer, booltkeeper, ete.

9. Industry or business in which

work was done, as silk mill,
saw mill, bank, ote

10, Date decessed last worked at
this oecupation {month and
year)

11. Total time (years)
apent in this
occupation............

CCCUPATION

-
~

. BIRTHPLACE (CITY OR TOWN)
{STATE OR COUNTRY)

a3\ .

13. NAME A

Name of operation Date of

i4. BIRTHPLACE (CITY ORTOWN) ..o e ‘What test confirmed diagnosia?..........c.cconvvvvrrmrrinins ‘Waas there an sutopay ...

{ STATE OR COUNTRY)

23, If death was due to external causes (viclence), fill in ailso the following:
Accident, suicide, or homicide? Date of injury.....coeinvnenns 219
‘Where did injury occur?...

15. MAIDEN NAME

16. BIRTHPLACE (CITY OR TOWN) (Specify ,-_u_-, or town, wunt-y. and State)

{STATE OR COUNTRY)

MOTHER| FATHER

Specify whether injury occurred in industry, in home, or in public place,

17. INFORMANT

Manner of injury.

(ADDRESS)
16. BURIAL, CREMATION, OR REMOVAL |/ Nature of injury.
PLACE DATE 19—} 24, Was disease or injury in any way relsted to occupation of deceased?...............
19. UNDERTAKER 1t 0, specily.
(ADDRESS) (Signed) .M. D.
—
20, FILED%/ (Address).........oconiis




LAss -5



