DEPARTMENT OF COMMERCE
. BuURBAU OF THR CENBUS

Ny ?gﬁ

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

s 37964
Registrar's No__ {}GO)ID

Registration Di;trlct Novizon Ll 2 27 Primary Registration District No.___
1, PLACE OF DEATH: ‘I‘_‘W@ / 2, USUAL RESIDENCE OF DECEASED: /
(a} County. -
(¥ City or town ; Dl L‘IOIillsi e — : {a) State I‘.{O . (b) County
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(¢} Name of hospital ::mntaitunt,ig:': T i St . Lomis

Christian Hospital

. (If not In hospitel or fnstitution, write strect number or location)
(d} Length of stay: In hospital or Institution

(Speci{y whether
Inthiscommunity.

{¢) City or town

(If outside clity or town limits, write “RURAL"}

{d) Street No. 4637 Pope Ave,

{I{ ruiral, give locotion)

WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

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. Exaet statement of QCCUPATION is very important.
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yeors, months or days) (2) If {foreign born, how long in U. 8. A.? years,
. MEDICAL” CERTIFICATION
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ngme war. No Ve
21. I hereby certify that I attended the decensed % .:!:lettc‘
5. Color or 6. (a) Single, widowod, married, ‘}‘ 93 2 44 19.; _'f_ ;
4. Bex Female an‘hi te dlvorcoﬂ&.r_'_nl_e_d.._ that T last saw h A= alive on W / ( - 19;2. i
6. (») Nameof husbandor wife._.__._. . 6. (¢} Age of husband or wife it || and that desth occurred on the dpte and oyr stated above. / .
tanle J M e is gri £ alive. 2= _vears |{ Immediate cause of deat 2 ___7____ _"_________’ ation
)
7. Birth date of deceased___OC _ o 7 A\
(Month) (Day} {Yoar} o
8. AGE: Years Months Days If less than one day Due to. {/ /1
7
59 0 25 nr aln. || —— 7\ 7
8 to
9. Birthplace. NeW Mexi CQ - s - ; {ﬁ -
((HH . tawn, or mnl.yi)- ¢ (Stats or forsiga country) / f é ; 7
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19. Usual occupation ouse wiie g (lﬁfgunmomﬁ%u-m —
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12, Nama T.JMcFarland . M O rtons.
Underline
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B 1. Birthplace ( (Erata o fareien somiss) Moty
- or Coan &+ Ly
E 14. Malden pame m:?‘@Old ot had clu.r:ed nt:-
{ 1. Birthplace (Clty, tawn, mn“) State h:ﬂnm 22. I death was doe to external causen, fill in the following:
16. {(a) Informant’s cwn aignature g an ey m fe P;r 19,’ (a} Aecident, sulcide, or homicide (specity)
® Address 4637 Pope Ave (8) Date of occurrence
1. @ Burlal () Date thersof__LL=20=39 |[f (27 Where did Injury {City Connt)  (Btata)
(B , cremation, or removal) Memo rj, 1 P (M;l?) &he’;n(\'cu) (d) Did injury occurinor aTut bome, on [arm. n industrial place, in poblic place?
a a .

tion

(¢) Place: burlal or er

18. {a) Signature ol#g 6.1__;1{:
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]&Aﬁfu&,‘d@.ué‘:_
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‘While at work?. of injury.
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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........

P, O’ Address.......

The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWR ING. (Failure to comply with
the above constitutes grounds for revocation of license.)

Note:

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



