T e N e e

y supplied.” AGE should be stated EXACTLY. PHYSICIANS should state
ay be properly classified. Exact statement of OCCUPATION is very important.

H~ F G

OCCUPATION

-

BUREAU OF VITAL STATISTICS
CERTIFICATE OF DEATH

) APR 11 1.936 MISSOURI STATE BOARD OF HEALTH

-1. PLACE OF DEATH

Gty HOSDI

"2, FULL NAME.......™

(@) Besldence S ‘92 j/ﬁz .....

. lace of abode)
Length of resldence in clty or town where death occurfgd ,Z% yrs,

Registration District No........coococomeneeee e @.1 ...... File Nou....ooernreivemrnens £
................ Regttersd o 0 AL
BT N“% a@@g - st. Ward)
| Lat s
AP x ........ ard. 2 ’ o v ot Eive Gt or town wnd State

ds. long In U, 8., if of foreign birth? ¥y, mos. da.

T

PERSONAL AND STATISTICAL PARTICULARS

H
1’4

MEDICAL" CERT’[FICATE) OF DEATH

OR OR RACE

3 X 5. SINGLE, MARRIED, WIDOWED, OR
ﬁ % Dwo% (mée the word) :
5A. IF MARRIED, WIDOWED, ORfVORCED / -

J o

s
21. DATE OF DEATH (MONTH, DAY, AND YEAR) / /h/a A - 9.3 é

..... 3.

Aee 27 /9358

(OR) WIFE OF
8. DATE OF BIRTH (MONT&. DAY, AND YEAR)
DaYs If LESS than 1

7. AGE YEARS MONTHS

2

8. Trade, profession, or particular
- kind of work done, a8 spinner,
mawyer, bookkeeper, etc

9, Industry or business in which
work was done, an silk mill,
saw mill, bank, ate

10. Date deceased last worked at
this occupation {month and
b2 3 e e o

. BIRTHPLACE (CITY OR TOWN)..............
(STATE OR COUNTRRQ}

13. NAME \j [!//%

14, BIRTHPLACE (CITY OR TOWN), .«
Yl

(STATE QR COUNTRY}
%

16. Blmpucmn TO'Ay A W4
{STATE OR GOUNT,

17. INFORMANT
{ADDRESS)

—
Lo

15. MAIDEN NAME

MOTHER | FATHER

18. Bl:::::.ﬁnmxnor. aﬁﬁﬂowag;nm s — / { 1:3@‘

15. uunmmcl—:nf% % et

{ADDRESS)

N. B.—Every item of information should be carefull;

CAUSE OF DEATH in plain terms, so that i

0. FIMR].B ]9359 ........

Registrar,

HEREBY CERTIFY, That I attended deceased from
,maém 3. /f—-— 19.3é

Ilast saw h Zela. alive on......qu ... STz, 190 Desthissatd
to have occurred on the date stated above, at.. /2 47 zar

The cipal ca; of dealh and rels uses of importance were as followa:
Daie of onsel

| 3 -3C
Vi

s,

|| Accident, suicide, or homicide?..........ceeveeerernee

Name of operation............ffo.c. ..
‘What test confirmed diagnosis?.. At ot T s

23. If death was due to external causes (rlolence). fill iz also the following:
Date of injury.......evvisvnven 219,
‘Where did {njury oeeur?,

(Specify city or town, county, and State)
Specily whether injury oceurred in indusiry, in hotae, or in public place.

Manner of injury.
Nature of injury.

24. 'Was disease or injury in any way related to ,.‘-'nnof-‘ d?

’







