N B.—very ilem of information should be caretully 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

MISSOURI STATE BOARD OF HEALTH

(d) Length of stay: In hospital or Institution

{Specily whether

Inthis community.
years, montha or days)

THE C.
TAET a3 WP STANDARD CERTIFICATE OF DEATH s
Registration District No. Primary Registration District No. Registrar's "No., 593
1, PLACE OF DEATRH: 2203 Market Street 2. USUAL RESIDENCE OF DECEASED:
{a) County. . . £
® Cityortown_S5_LO1NIS (@) State_ MO / (3 County PE—
(1f sutaide elty or town limits, write “RURAL' and nama of township) l }
{¢) Name of hospital or inatitution: (&} City or town S+ Lonis ‘ :
! {I{ ontride city or town limits, writs "RURAL'L
(If not in hospital or inatitetion, write atrest number or location)
bounttal o : - (d) Street NoZZQL_MaIKeL_S_'C ramtmarmssrasaoan

{If rural, give location)

(#) I forefgn born, how longin U 8. AT........... years.

8. () PRINT

=3
FiuL NamBosa _Lee Maddox J__me_s_.__»éjié;ﬁ__

8, (b} If veteran, 8. (e} Social Security

o Adaren_ 2203 _Market St

17. (a) {b) Date thereoﬂ#ﬁa_______
(Burtal, cremation, or removal) outh) {Day} (Year)

(¢} Place: burial of crematio Miss
18. (a) Signature of funera! director andle & Sonl

name war. Ne. B
21, I hereby certify that I attehded the deceased fro
6. Color g 6. (a) Bingle, widowed, married,
s 8. Female 8ol divoresd
. vorceds - .. ~ 1| thatIlastsaw allve on »

6. (b) Name of hushand or wife_._._.. . ... 6. (¢} Age o/ #‘v{%r wite if || and that death occitfred on the date and hour stated above. Durat

Jdra James alive__ LS . _vesrs Immediate cause of desth on

7. Birth date of d aJune_lsth 1892

{Month} {Day} {Yoar) (D ‘km M W
8. AGE: Years Months Days If less than one duy Due to
e A
- S mw .
9. Blnhp:aee,_lac.W /
H {Clty, town, oreizmy) (Btats or foreixn country) f\l / o~ 'ﬁf /
y Other conditions.

10, Usual occupation Ous e“ or . “ ‘]ndndlnpmml within 3 monthy nfd.ﬂ-h) ( ’ ;’j /l{ k

11. Industry or buslness . d ¥ PHYSICIAN
o #afor findi [——— —_
B {12 vame Robert Samuel [ || olsr Sndigs: | AN

; p— g £ tI}I]h:ldel'l{no
2 | 1. Birthplace UOWNROWN ) ( Miss : Y Cause Lo
Ly, town, or coanty; Stats or foraign countey] should b
é { 14 Matden mame_ JEELY o nknowh Of autopey. !cna"r'z“eamf
unknown . .
H 16. Birthplace (City. vown, or conoty) ¢ (s‘];q“ o, fucl-:ein comtey) || 22- 1f death was, due to external causes, fill in the follo
s \ )
H 16. (a) Informant’s own aignatara F =) er r‘v HZLd dax | (@) Accident, sulcide, or homicide (specify

(b} Date of occarre)

(¢) Where did injtity occur?._ ""’"“--_

mty) (Stata}

(Con
(&) Did {njury ocepr in or about hom(a on !a.rm. I)n industrial place, In public place?
——— "

( - ' drpm : ', L= S Da 7
Ve (Licensed Embalmer’s Statement on Roverse Sldal / ﬂ ‘



STATEMENT BY LICENSED EMBALMER

r

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

, g-nst Apprentice No
working under my personal supervision. ‘ .
. ‘ ' _ Slgn

censed Embalmer No Zé ?/

P. O. Address ZO ............. el Vo 7,
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDW IT,'[NG. (Failure to comply wi
the above constitutes grounds for revocation of license.) ’

If this body is not embalmed, above space should be left blank.




