1 XKieson

AGE should be stated EXACTLY. PHYSICIANS should state

N. B.—Every item of information should be carefully supplied.
CAUSE OF DEATH in plain terms, so that it may be properly classified.

Exact statement of OCCUPATION is very impertant.

W

BAE MAY 1 8 193g

1. PLACE OF D
(a)
(b)
(c)
(e}

Length of residence kn cijpyor town where death ocenmred

2. PRINT FULL NAME
{a} Residence, No

MISSOURI STATE BOARD OF HEALTH

BUREAU OF VITAL STATISTICS
CERTIFICATE OF DEATH

{d) Street No.......c.coco.ecec
{If death occurred in Hospital or Institution, write

14777

Do not use this space.

Registered No.,

¥r8.

Fow long In U, 8.,1If ol forelzu Birth?

(1f nonresident, give city ol

-
PERSONAL AND STATISTICAL PARTICULARS

MEDICAL CERTIFICATE OF DEATH

3. SEX

4, COLOR |5 SINGLE, MARRIED, WIDOWED,
M DIVQRCED (toritedh

5A. IF MARRIED, WIDOWED, OR DIVORGED -
HUSBAND oF
{OR) WIFE oF

6. DATE OF BIRTH (MONTH, DAY, ANDM 4 /73 X

7. AGE YEARS Morﬂé m-rs 1f LESS than 1

/3

8. Trade, profession, or particuln:gldnd
work done, as sawyer, bookkeeper,e

9. Industry or business in which work
was done, a8 saw mill, bank, etc.

. Date deceased last worked at
this occupation {(mgnth-end
year)

11. Total time (years)

epentin this /
occupation............fefo i

OCCUPATION

s
g

. BIRTHPLACE {CI1TY OR TOWN).,

Ilastsaw Wn.hve on..

v
21. DATE OF DEATH (MONTH, DAY, AND YEAR) 4 - .2 Z .19;?7
L

22, I H EBY CERTIFY, That I sttended deceased from
-
/7% r1 to ,193..

Death insaid

to have occurred on the dar.e stated above, at 4
The principal canse of death and related ca o! rtance ware a: follows:

{ impartance:

Other contributory,enyses o

(STATEORCQUNTRY) Nl I || o P e B B i erereeessassensssess et saserie Vo
'~ e
- -
5 13. NAME W &/‘M ....................
E 2 Ve, ge maald e Al s s s e s
14. B! PLACE (CITY OR TOW! . .
E ( STATE OR COUNTRY Nama of cperation Date of.....7..
‘What test confirmed diagnoais?.., ... Was there an autopay?,
m .
% 15. MAIDEN NAME 23. If death was due to external ¢ ence), fill in also the followlng: . -
k Accident, suicide, or homicide? £ ............... Date of IJury .oy 19
O | 16. BIRTHPLACE (crry or Town e o/ Bt v:hm"”did"i‘“, & oF MM
I (STATE OR COYNTRY) TUUTY OEEUEE-wve (Specity city of town, county, and State)
W M Specify whether injury occwred in industry, in home, or in public place.
17. INFORMANT
(ooress) /f PPLARA ta_ / A2teo .
18 MANBET Of IDJUTF . 1irviirrererrescreemsistesssirsamsmre st asasre s s pmsr e s msis s e mnmt s b s s
BEUES OF TTLIUITT ...t fymecereemememssomemsssemtsememrmrb b by 18181 e0am s st P rr s o se -

. BURIAL, ChFMATIO REMOVAL
nAcm__%% . DATE. J'L. 23 193
L J’

20.

L
. Iﬁb specify.: 5 Wy

scal Registrar.

24, Was discase or :njurti&my way related to occupatmn of %" M

(Signed)

{3 f P(Addrm) f

(Licensed Embalmer’s Staiement on Reverse Side) b




RECEIVED
District Health Officer No. 3,

. District File Numbeuj-?.".‘-!ig-/
 DateFiled .. 3= /2.5 9.

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by

, Registered Apprentice No

working under my personal supervision.

Signed

Licensed Embalmer No. .o .

P, O. Addresa
Note: The above MUST DBE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fzilure to comp

with the above constitutes grounds for revocation of license.)
If this body is not embalmed, above space should be.left blank.



