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N. B.—Every item of information should be carefully supplied. AGE should bé stated EXACTLY. PHYSICIANS shounld state
CAUSE OF DEATH in plain terms, so that it may be properiy classified. Exact statement of QCCUPATION 1s very important.

BDEPAIBIEEUN';I" QEF:'B ngRCB
JAN L2 1940

Registration Distriet No.

MISSOURI1 STATE BCARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registration District No.

41162
10285

Stats File No.

1. PLACE OF DEATH:
(a) County. /

- - Iy r
(®) City or town_“__Si:.._._Lonlst_LL&&mml__—'T
{1t outside clty or town limifa, write “AURAL" and oama of township)

(c) Name of hospital or institution: ,
Clty Hospital, #1
{If not in hoapital or [natitutjon, writs strost numbs: Iocation)

(d) Length of stay: In hospltal or inatitution ays
{Specily whether
Life

In this community.

2. USUAL RESIDENCE OF DECEASED:

(a} Smte___Mig_mw (5 County.

Registrar’y No.
/

27

() Clty or town.__ D Ga_ LoOuIs
{1{ outside city or town Limits, write “RURAL"}
(d) Street No. 331 _8St. George St

(If vural, givetocatlony

17. () —_Burial (%) Date Lheraat__lzil%lﬁg__
_ (Buria), cremation, of remnval) (Moaath] (Diy) (Year)

(e} Place: burial or cremation
18. (a) Signature of funeral direetor.

15. Birthplace

years, month or days) (e) I forelgn born, how long in T §. AT years,
a. F‘M‘gﬂm Li l li an Voe r,g /o 9 0 MEDICAL CERTIFICATION
o n 20. DATE OF DEATH: MomnNOVEMber day._ @94
. (&) II veteran, . (¢) Social Security ' -
- N _ - year— 1939  “neuwr 320200, minote...B g M.
naAmMme War. 0.
2 1. I hereby certify that I attended the d d from. NO vember
6. Color or 6. (a) Single, widowed, married, g, 15.99_November 29, 1039
4. 5 Q.m.ﬁ-.l..e........_ mceme... divurcedw.ide that X last saw b er_ alive on . . 19__'2
8. (b) Nameof husbandor wife......._.____ 6. (¢) Age of hushand or wifeif }| and that death cecurred on the date and hour sgated above. Duration
Frank slive.._. =% =_. years|| Immodiate cause of death . \
7. Birth date of d d June 14 1902 -
{Maath) {Day) (Yoar) / -
8. AGE: Yeam Months Days If less then ono day Dae to RJ; }i
37 = 15 [ 1 4 min. i 5
- Duao to. R
9. Birthplace......0. a1 A4y
(City, town, or county) (State or Lorelgn oountry)
Oth ditd
10. Usunl ocenpation. HONIEWODK j\. (l::;::‘npf!‘::::! Y S p— e \ ———
11. Industry or busi : PHYSICIAN
M Bndings: —_—
12, Name Jacoh Waerts e ’g’rr operations. \
LY Enderllnt:.
the cause
= \ 18, Birthplace /,, which death
ty, town, or county) (State or forelgn conniry) Of sutopsy :!): ould be
< arged sta~
E 14. Malden nam ittty
=

22, If d eath was due to external causes, fill in the following:
(a} Aceident, suiclde or homicide (specify)

(b Date of occurr

(¢) Where did {njury occur? ©
t

(d) Did injory occur In or about home, ox,:

(State

or town) Coanty)} )
al place, In public place?

farm, in in

(Bpecily typs of
{e)

Mot ot lnjuryz____
Lafaye%te, ﬁmmz)@""
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{Licensed Embalmer’s Statement oo Reverse Sids)
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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 emi)almed by me, or by
, Registered Apprentice No
working under my personal supervision. %
) . Signed
: Licensed Embalmer No, / ’ J

P. Q Addre‘ss r

Note: ‘The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING.| (Failure to comply wi
the above constitutes grounds for revocation of license.)

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




