tant.

DEPARTMENT OF COMMERCE
BUREAU OoF THE CENSUS

JBM 1= 504
i D70/

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH
Primary Registration District No._ill_‘

Stats Fils No. 4 4 3 Ej :
et B2

i8 very impor

1. PLACE OF DEATH:
(a} County.

(4) City'of towne

{e) Nnme of hoapitnl or {nstitution:
7va\_

{If outaide ity or town Jimits, write "IIURAL" and name of townablp)

R A N 2.

{If not in hospita! or instltution, write street humber or locatjon}

(d) Length of stay: In hospital of Institution

Inthis community.
yoars, months or days)

(3pecify whetber

8. {a) PRINT

e Riv CARL ROBERTS _Uo'%

8. (%) I veteran,

8. {¢) Socinl Security

name Wwar, No,

4. Sex_mg-(_(f_&_.. rac

5. Color or * 8. (a) Single, widowed, married,

PQ’« ’( \7//} ﬁ“/i/-,t.-\' -

2. UBUAL RESIDENCE OF DECEASED: ,

i ¢ 2
(a))QPnrn ?h r m

(%) County.

n_ﬂﬁ&ﬂ—?%pﬂf"wﬁ/

(It outside city or town lhits, wxits “RURAL")

ﬁi vural, give Jocation)

L

(e} Ii foreign born, how long in U, B. A.T........ years.
MEDICAL CERTIFICATION

20. DATE OF DEA Montn Welee 20 aay. 3.9 i
ymﬂ _..___hou.r_j_-'__._l............._..minuba_e_____Pﬂ L M.

21, I kereby certify that I attended the d d from.

Doe.. Fo 193G, 0@l s DO c ., 18.4%

{¢) City or tow

(d) Street No

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 OCCUPATION

T T

divoreed.mu e chat Tlast aaw heoe_ eliveon &) Qg ° A0 . 192_.&:
6. (¥ Name of husband or wif 8. {¢) Age of husband or wifeif || and that death occurrad on the date and hour stated above. Duration
ur
alive.. o ereeccereney0A7E || IMM cause of death._ ........7._.. =
7. Birth date of decossed PDee.. = 20— 37 (L "-W:' . gzbk/fw T-
(Moath) (Day) (¥ear) gy Lnpn B B
8. AGE: Years Months Days If less than one day Duo to___.
; e hr. min,
T Due to.
7 ™o
9. Birthpiace. {01 AL nié. _f
(City. town, er county) (Btats or forelgn country) ﬁ‘ V
. ) Other eonditions. 1
10. Usual oceupation O {Ineledn pregnancy within 8 months of death) ‘ d [ROMEA—
11. Tadustry or busines, : PHYSICIAN
& ¢ 04/ Kt T O || *5F SperaFiea
: I Ddenaio 1 Jeotes
= L13. Birthplace S { which death
: 'm"mﬂmt,f + 45 (State or foreigm coagiry) Of mutopsy. should be
& ( 14. Malden name € charged sta-
E v tstically.
2 16. Birthplace (City, town, or county) {Biate ov forelgn country) 22, If d eath was due to external causes, filt in the following:
16. (a) Tnfo +'s own signatar (@} Accident, suielde, or homicide (specify)
. {a] rman
. c A= (b) Date of occurrence,
{ iy did injury oecur?
17. (a _L!LEL_ (b) Date thers = rl (e) Where City ,,) (3“,,,
(Burial, eremation, or frmaval) , (Mozb} (Day) (Year) || (d) Did injury occur In or sbout lmme. on hrm. in indmus.tl ?
Mo

18.

19,

{¢) Place: burial or cremation
o
(o) Stgnature of funera! director.

a .Aﬁa:._% ® —
{Date received locel rogk )

(Specity l-m of piace)

of Injury__.,__m__,i___

(M. M#.__
Date signed.. ..

. While at work?.

23. Signature.
Address, a

(Licensed Embalmer’s Statement on Beverse Side)




L

STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by....... R,

, Registered Apprentice No

working under my personal supervision.
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