AINENL RECOUORD

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 QCCUPATION is very important.

DEPARTMENT OF COMMERCE
BUREAU OF THE CENBUS

MISSOUR! STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH
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Stals File No

Registrar.{gn Dmtig 399 Primary Registration District Na........}..(..?.g.?......m Registrar's No 4948
1. PLACE OF DEATH: 2. USUAL BF—‘IIDI?NCE OF DECEASED:
{a) County. [ KSo N

I{ansm S G 1 %M
{If outsids elty or l.mm limijta, writs “RGRAL" and name of township)

(¢) Name of hospital or insm.ut[
St -

1 J,u,
(Specily whother

(b) City or town

Iathis community.
yours. manths or days)

A
{a) Statl’ln LS.S.D.MR \‘.__./ [¢] County_qj.h_dismm
{¢) City or town l(l\'ﬂ oS L -L-

(If outalda city or w-mimu write “RURAL"™)

{d) Street No.

{Ef rara], glve location)

Yeurs.

(¢) If foreign born, how long in T. B. A.Y.

{If oot in hoapital gr m.u;ul.lou wrlts streot number or locatlon)
8. (a) PRINT j
FULL NAME.,:? 2 7&.114.,4. 0 t tA —3—

(d) Length of stay: In hospitalor lnstitution
l [ n
3. (¢} Social Security
Ne

8. (b} If vateran,

name wnn’-——y'l./o

6. (a) Singte, widowed, married,
divoreed. JIIORITIEL]

5. Color or

mc&h.g_?gl‘

4. Sex_?’;.._nlﬂ..Le_

MEDICAL TIFICATION

/’Z
Mont dny ’7 4
hotr. / / '3 ﬁute

2.7

20. DATE OF DEATH:

yoar /@3 Z

21. I hereby certify

AR

t I attended the dece:
.+ o,

{

15. Birthplace.
{City. l-u'n or

22, If death was due to external tauses, fill in the following:

that T last saw b2 alive o 19;3.
8. (&) Name of hushand s B {e) Age of husband s it || and that degath occurred on date ahd homstatt& above. D il
uraiion
___II;..S.SE alive__ p—
7. Birth date of decease
. {Maouth) (Ddy} (Year}
8. AGE: Yearn Months Days If less than one day
- — .
05 ¢3 0 2 > Fo—— . 3 min.
9. Bmhplacesmtajm%gwu Wn&: 5 &
(City, town, or county} __ {Baeor fureign wnm.rra =
COther eonditions.
10. Unual oceupatien..t: Mi&'& —'—""—5 {Include preyuancy within 3 monihs of death)
11. Industry or bpsiness Fap | PHYSICIAN
= C ; ﬂ Major findings: . M —_
= 12. Name_ _ (0] opemtions__....._... Underlina
[ the cuuse to
& {13, Birthplace - VA - which death
(Cily tawa, of coun te or forelgy couptry) Of autopay W‘ should be
5 14, Maiden nam; B charged sta-
= iatically.
=

of giéizn country)

16. {g) Informant’s own signatur

= 1L €, 9

(a) Accident, suicide, or homiclde (specily}
(&) Date of occurrence.
) Where did injury cecur?

b)
17. (@) ..B;A..%-n\-‘m.... () Dll‘.e thereof_%n'“ 2 ;.II ?
( Month) (Day} (Yaar}

Burial, cnmntinn or removal)
(¢) Place: burial mggﬂn.i.\?hﬂ_:m

18. (a) Signature of funeral director¥ Y E& A \S‘OLE to'n 01 K

) Address Lﬂ%‘;ﬁ%ﬁm

—14a
o . Decs 3L, 1659,
{Registrar's signature)

{Date received local ruul.rur)

—4]

A . ity or town) (County) (Sta
{d) Did injury ccﬂix fn or abo e, on farm, 1n {ndustrial plue. in puhlic plnce?

)
fy type of place) )
(¢) Means of injury.........................i:.._

(M. D. or other).
Date signed.

{Licensed Embalmer®s Statement on Reverse Side)
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STATEMENT BY LICENSED EMBALMER

B ' . bt g
A
'

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. ﬂ % %
. ' _ : Signed

chensed Embalmer No ./_/0
P. O. Address / I/

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN H.ANDWRITING. (Fallure to c/omplry wx{
the nbove constitutes grounds for revocation of license.)

H this body is not embalmed, abave space should be left blank,




