B0 MAY 1 8 1939 MISSOUR]I STATE BOARD OF HEALTH Do not use this space.

BUREAUV OF VITAL STATISTICS
% CERTIFICATE OF DEATH

iy
‘ 1, FLACE@ I é -3 1572«1
y County...M= AT p( . Registration Disiriet No. *S File N
Townahlp..... Pl bt 7 ? A 9 Primary Registratlon Distriet No.., 45.3,7/ ..... Registered No ; '7

]
5 22- 4. 5 /“oﬁ A 7¢
i 2, FULL NAME c o C_.
< () Resldence, No.. By e
. (Usual plaee of gbode) :
] Length of residence in city or town where death occurred yTE. mos, dsg. How long in U. 8., 1f of forelgn blrtb’ o, mos. ds.
3
] PERSONAL AND STATISTICAL PARTICULARS MEDICAL CERTIFICATE OF DEATH

EEYXV\ 4 COLOR OR RACE 1 5. B'M, ~ ?},R,'.;E,D Dy o ‘921 DATE OF DEATH (MONTH, DAY, AND YEAR) Mbv/z_[ , |93«?
|1 HEREBY CERTIFY, ded deceasad from
SA. IF MARRIED, WIDOWED. OF DIVORCED
oF
{o% WIFE oF % W’% ﬁ,gf,(‘, d[‘/f(_

6, DATE OF BIRTH (MONTH, DAY. AND YEAR)
7. AGE YEAZ MONTHS DAYS

1 o e 1@7 Death israid

-7 to have oceurred on the date stdted above, }&m
The principnal caose of death and related causes of importance wera as follows:

Dale of onsel

8. Trade, profession, or particular
kind of work done, as spinner,
sawyer, bookleeper, etc.............

9. Industry or business in whic
work was done, as gilk mil
saw mill, bank, ete.........cccoveeee,

11. Total time
spent in
VEAL) ..oiciiirisniiiies AR Yoot accupntiun

OCCUPATION

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

13, NAME \-—'/ ;(9' 7f/ % e T, SR -
\._/j p ¥ Name of operation et e Date of..
14. BIRTHPLACE (CITY OR TOWR) " ? What test confirmed diagnosia?.. ... .. Was therean auhopny'!..m
T

—
[

(STATE OR COUNTRY) & *

J ) 23. If death was due to external causes. (viplence), fill in zlso tho foilowing
15. MAIDEN NAME r Accident, suicide, o5 homicida] M

a o“.& =Z8. 193]

Fx r Where did injury oceur?.,./.

MOTHER| FATHER

16. BIRTHPLACE (CITY OR TOWN)
(STATEOREQUNTRY) A

. INFORMANT >
{ADDRESS)

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

R. B.—-Ever{)item of information should be carefully supplied. AGE should be stated EXACTLY. PHYSICIAKNS should state

CAUSE OF

| SCN— 7




_ RECEIVED
! District Health Officer No. 3,

District File Nember. <. 7 =5 /.
Dato Filed ... 0..=. L =T ...




