N. B.—Every item of information should be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS should state

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

DEPARTMENT OF COMMERCE

YT

MISSOURI STATE BOARD OF HEALTH

"1 ?tw lSTANDARD CERTIFICATE OF DEATH

Registration District No.____m9
1. PLACE OF DEATH: b

(@) County.
{b) City or town

(
(¢) Namo'of hospital

St. . Tonisa

foutside city or town limita, write “RURAL" and
or institution:

19068 Panin

P -
(If not in bospital or ustitution, write strest number or lecation)
(d) Length of stay: In hospitel or Institution

Inthis community.
years, montks or days)

Primary Registration District No Regisirar's No.
2. USUAL RESIDENGE OF DECEABED:
(a) Stnte...?.................. /b) County.
T [l oene ZA

(¢} City or town.....az
-~

(I oufaide dt?ﬂ limfts, write “RURAL")
s 50 € Py e

(If rural, cif® location}

(d) Street No.

years.

(¢) Il forelgn born, how long in TI. 8. A.?

(Spocify whather
8. (g} PRINT

FULL NaME_____Adlednor Wilbon U—’ b

8, (b) It veteran, 8. {c) Social Security

MEDICAL CEERTIFICATION

20. DATE OF DEATH: Month JURNEG 30 _ gy
vear_ 1939 bow.B

minute 10 P" M

name wer. — No ——
21. I herpby certify that I attended the d d from Oy
6. Color or 6. (a) Single, widowad, married, muv\, 2 g. 19_!;_CP toa - 1
s s FOMRALE..| neeColorsd avoca Married that Hast saw h Bt alive on . ~- 2 o . 19_._7_'
6. (3) Name of husband or wife. 6. {(c) Age of husband or wife if || and that death oeccurred on the date and hour stated above. ]
D i l‘b on ' 3 5 .| Duration
an alive......22 . .......vears || Immediate canse of death. .
7. Birth date of d 4 October 24, 1907 I _.___m — y “e:wz/
(Mouth) (Dwy) ) % A
8. AGE: Years Months Days If less than one day Due :ou.(%._. . MJ
31 8 hr. .. in.
- 2o . 6 . = Due to V .
9. Birthplace.....£o. UNKNORN.. .o, _APKansag [ oy : e
_{City, town, or county) (State or foreign covntry) V r
s T Other conditl AN Sy
10. Usual pation.. .. sx .. Tz ,l (1:::::: mmnl:rom- -m of death) —
11. Tndustry or business__HOUSEWILE 3 ’ PHYSICIAN
-] d M findings: r', -_—
g { 12. Name Ed Foster I '{i" ope.n? 1;( Underline
L - . the caune to
gls amhplaee,_,..lln];mQﬂn,u. ; 5 Arkanga ﬂ) W wgﬁchld;ngh
13, town, or counly, tats or forelyn country P shou e
5 { 14. Maiden namo UBKDIAPN Ot autopey. charged sta-
T e R Er]ﬁanﬂaﬂ
E 15. Birthp (c“‘, to:‘;"“ == t,)S T oountey) || 22- If death wes due to external causes, fill in the following:
x ?) . ’ !: ! f 22 ; ~ , ’)
16. (a) Info t's own slznature . {a) Accident, muiclde or homicide {specify
® Addres_ 1806 Papin (8) Date of occurrence
- : - i 1
17. {a) Jurizl () Date thereot JUYY 5 = F7 || @ Whero did injury aceur (Ciryor town) | $Coun) S
(Burial, cremation, or remaval} (Momh) (Day) (Yé) || () Did injury occur in or about home, on farm, in industrial place, in public place?
{¢) Piaca: burlal or cremation 5 ]
. 13 . ) f .
18. {a) Signature of funernl director. While at work?, ( M’,(“‘iwﬁe:::euf idjury.
ar -
{b) Address ' 25. Signater 2 (M. D, orother)...—.
19, ¢ .
(a)(Dau received local reghstrar)- Addmn_ﬂﬁ Date tigned__

(Licensed Embalmer’s Statoment on Reverse Side)




STATEMENT BY LICENSED EMBALMER - ,

* '

I hereby ce.rtify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, er-by=._.
'_'\___ \..-"—"’-T‘_-_ ’

1

working under my personal supervision. .

-

- ;mm /

(Fgllure to comply

Note: The ahove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITIN G.
the above eonstitutes grounds for revocation of license.)
If this body is not embalmed, above space should be left blank,



