!TLY. PHYSICIANS should state

FLE

"

.

\\

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

N. B.—Ever{)item of information should be carefully supplied. AGE should be stated EXA

CAUSE OF

i 1389

2. FULL WAME

MISSOURI STATE BOARD OF HEALTH

BUREAU OF VITAL STATISTICS
CERTIFICATE OF DEATH *

1018 DESERCE NOw.rrrerrese ?@1

Primary Reglstration District No.............. gl “B
o Mo ELZ . NN anh 61@@8 ....................... st.
h‘lcu:u 3, ¥ HQOQ\\\Q'\.‘\\‘\

Do not use this space.

1800()

egistered No

5. DATE OF BIRTH (wonmv.oavanovern) (DG X, (5 - V875

Cal bl WAL

PLACE.......

nATE.._h_‘l_a S BT b
VL

{a) Residence, Nn ........... / | \\l ﬁ.f‘\qw ................ 127 S /j ....... Ward.
{Usual placo of abodg (It nonresident, give city or town and State)
Lengih of residence In elty or town where death occurred yra. mos. ds. How long in 1. 8., If of foreign birth? ¥rs. mos. ds.
PERSONAL AND STATISTICAL PARTICULARS MEDICAL CERTIFICATE OF DEATH
3. SEX 4 co""i‘ OR RACE | 5. s'"“;ﬁg"&;",’ﬁ?&;ﬂggﬁ"" aRr 21. DATE OF DEATH (MONTH. DAY. AND YEAR) iAol 'J\"i L1937
M ¢
BEI\IA\& 11. h\.‘fe L\ Q\Q 22 HEREBY CERTIFY, Tha&amnaed deceased frm}l
SA. IF MARRIED, WIDOWED, OR DIVORCED N A
HUSBAND of SN L A0S . 193.'\ tow% :a% .......................... . 19%. .
{oRr) WIFE ar

Ilostsaw h &S aliveon... W e 19.3.. ... Death inanld
/L
to have occurred on the date stafed above, am{. Pm

7. AGE YEARS MONTHS DAYS If LESS than 1 || The principal eause of death and related causes ol importance wera 88 {ollows:
. day, ........hrs. Date of onset
.: é/ é /7 [.] e min S ek
&4 8. "I‘r:}mde‘i pfrofesii%n, or particular \\
F4 nd of work done, a8 spinner, k Y e i
[+] snwyer, bookkeeper, Gte......... A0 Do I echex .|
F | 9. Industry or business in wln I Y
<
work was done, na silk mill
3| 10. Date deceased last worked at 11. Total time (yeam)
o this oceupation (month and mpent in
A ) T occupation
12. BIRTHPLACE (CITY OR TOWN).... L
(STATE OR COUNTRY) S *‘ (a2 Y \ 5 B 0.
r J ................ o
% 13. NAME 0]1 n "‘. Fal L%C_Y_])MAJ_Y Name of operation Date of
: E M. BIRTHFLACE (ciTY on TOWH) C‘l oy What test confirmed disgnoaia? I, WY, Was there an zutopsy? \Aay.......
STATE OR CO .
p 0 ‘: 23. If death was due to axternal eauses (viclence), fill in slso the following:
4 | 45 MAIDEN NAME E\__LI. a\)\e }1 N eyey Accident, sulcide, or homicider...,. & ....... Date of {bjury. Loy 10.......
b Vo < Whera did infury oeeur?.... b et
O | 16. BIRTHPLACE (C!TY OR TOWN) - Bpecify dty or town, county, und State)
Z (STATE OR COUNTRY) LALEY . Specify whether injury occurred in industry, in home, or in public place.
17 mFonMANT?-‘ A 2.&\? c.*\nml:!_a_ e mn_\:\. B o YO | - V4
(ADDRESS) Zl’fl ZN._Mao ¥ h Manner of injury.
18. BURIAL, CREMAT, ON OR REMOVAL Nature of injury

24, Was disease or injury in any way related to occupation of decaaaodg,uj’u.ﬁ.

+ M. D.

* (Signod)..... L.
1 L{auma)..“..........

- n

Yoort ZaoaSanabing







