a4 AT

MISSOURI STATE BOARD OF HEALTH
BUREAU OF VITAL STATISTICS _} 4 2
_ i q o S '_'5 CERTIFICATE OF DEATH |, o)
3 / 1. PLACE OF DEATH HE NE Do not use this space.
" (») ,91 Reglatration District No

et 720

. [{] Town.ship .......

T T I —
~ (c) (gtr, SPH!NGI’ItLB

o Tf death nceurred in Hoapital or Institution, write its name instead of street ond number)
(e) Length of residence In elty or town where death occurred rm. mos. ds. (f) Howlongin U.8.,If of foreign birth? yra., mos, ds,

A4 A
At A )7
2. PRINT FULL NAME.. A b Y Moot M
() Residence, No.. }/ ¥ 7% d St. D
(Usual place of nbode, if no street address, write eounty or city) (X nonresident, give city or town and Btata)

@ v D TD

PHYSICIANS should state

Exact statement of OCCUPATION is very important.

b
a PERSONAL AND STATISTICAL PARTICULARS MEDICAL CERTIFICATE O‘F DEATH
2 3. SEX 4. COLGR OR RACE | 5. SNGLE MaRRIED, WIDOWED. OR
?_3 )/7 5 Divorgrb (torite the yord) 21. DATE OF DEATH {(MONTH, DAY, AND YEAR,
W { 2, HEREBY CERTIFY, Tht
. 3 5A. IF MARRIED, WIDOWED, OR DIVORCED / jﬁ
a HUSBANDOF L oyt T g
< (0R) WIFE OF j 17/
o 3 ‘& Ilastmaw h/af alivaon..... 8 Gd . ... 7.2 Hovasiins
; = 6. DATE OF BIRTH (MONTH, DAY, AND YEAR) : ] /y /ié y to have occurred on the date stated above, u/""?oﬁ
E 'E 7. AGE ~ YEARS MONTHS Da¥s  ~] If LESS than 1 || The principal cause of death end related causes of importanca wera as follows:
. Fd day, .. .
ka3 7 v /0 o [Duieofcase
i o 2 i 8. Trade, profession, or particular kind of
X <42 0 work done, a8 snwyer, bookkeeper, ate....
E , @ : 9. Industry or business in which work
2 % o was done, as saw mill, bank, ate, .
g =% 2 | 10. Date deceased last worked st i1, Total time (years) [ o
= & 0 this occnpntlon (month and spent in this /jl ]
o 2& [s] VEAC) oereece oeepation ..o | s
< o —
L 32 12. BIRTHPLACE (CITY OR TOWN) 2" L e o . Otker contributory causes of importance:
S 'g a (STATE OR COUNTRY) ,% . ”
o
E o® I RE NAMF,%,., et VJ 77‘;4, vy o [
— A E E & bt | PO ’\
n
g BIRTH mp.&a..&a—ua_ W=V
-5'- 'g 2 g 14 (ISTAT%LDARCCEOSCNI:'I:RY SR 1o Name of operation... ottt ey oy
: g . ‘What test confirmed dingnnns" [ ol A .
z o8 £ ")4 ; ﬁ' ‘ v
s £ g l::_:l 15. MAIDEN NAME Q. || 23. It death was due to external czuses (viclence), fill in also the following:
[ et ident, suici $T: 1.3 SOOI )11 SRR 18.......,
é B4 b | t6. BIRTHPLACE (crry or TOW‘N) Lo, Ve . . ‘:::d";;d wicide, or b“:’mae, Date of tnjury '
’ STATE OR COUNTRY eredid i oceur
w g% z ¢ ! S o id (Specify ity oF town, county, and State)
= "= . Specify whether injury occurred in Industry, in home, or in public place.
= g 17, INFORMANT .. Z#7720  <wr'CAAtA,, . o o |
T B i (ADDRESS) '
z 3 : = i Manner of injury
=m 18. BURIAL, CREMATIONZ AN .
fad=] / . Nature of injury...
b PLAC - . = “Fr .
o U - . .
g mo
: |a
Bl
- L
; @ L3
i
]

(Licesaed Embal:;er‘s Bistement on Reverse Bide)




STATEMENT BY LICENSED EMBALMER
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