—USE UNFADING BLACK INK—MAKE A PERIVIANENT 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. Exact statement of CCCUPATION is very important.

@ 1 X151

)
DEPARTMENT OF COMMRRCE
ByREAU 0¥ THB CENBUBS

MISSOUR1 STATE BOARD OF HEALTH

9306

o STANDARD CERTIFICATE OF DEATH State Fila No.
Registration District No....______7 9 H Primary Registration District No.wwoeccsrsrsecece el £y £y Registrar's No
1. PLACE OF DEATH: ‘ 2. USUAL RESIDENEE OF D ED: o
(g} County. 2 2 Z B
(») City or town._,%_ (a) State. =" (¥} County.
{ sutaide city or town Limits, write “RURAL" and name of towmahip) *

(¢) Name of hospital or {nstitution:

RBARNES I-_IOF;PJTAL

(Lf ot In bowpitsl or 1 write strect b
(&) Length of stay: In hospitalor Institution

(Specify whether
Inthis community......m.. @.Zuu_gu.,i;a____m
years, months or days) o

ar location}

(e} City or town ﬁd

0 ‘,}“ outside city or town limlts, writs "RURAL")}
(d) Street No. /é—-&é ﬁ W/

72 (W-L give locatlon)

{e) If foreign born, how fong in . 8. A2 .. YOATH,
- MEDICAL CERTIFICATION
3. PRINT .
FOLL NAME /)/ wR Py HAZEL 044[7)%"\ -
P 20, DATE OF DEATH: Mont / duy. 62 5L
8. (b) I vateran, 8. (¢) Social Security Z.? / / A A 4 P
name war. No. Now.. year... -f{L.m.hou.r . { minute AM,
21. J hereby cert)fy that I attended the d d from.
5. Coler or 6. (a) Single, widowed, married, %M.M
o s female White Married |l ' vy 7 !
ox race. divoree that ] last saw alive o 02 4 M
6. () Name of hushand or wifew.oeooce.. . 6. (€) Age of husband or wife it || and that death cccurred on the date and hour stated atovt. /) Duration
James alive......o0 years || Immediate cause of deaf Lo
7. Birth date of deceued.___Allg '} 5 1917 R ——
{Month) (Day} (Year}
8. AGE: Yearn Montha Days If less than one da;
e 155 -4
22 7 | ¢ e S

5. thpaac.m_Er_eﬁkatolvh__._'

hr. In.
' _ -
(City. town, or county) (State or foretyn !./)/

10. Usunl oceup

11, Industry or business

ton Hougewife montis of desth)
e PHYSICIAN
Jesper Hammers £} A—
£ Upderline
the causs to

E { 12. Name.
= Lis. Binnplace_. FATMiNngton ~ _Migsouri
(City, to ,r ) tate or foraign conpiry)
{ 14. Maiden MM_W_QQ&H____A
(¥

15. Birthplace
. (State or forelgn couniry}

. (City, town, or county)
16. {a) Informant's own signatur

(5) Address 1508 No,23rd,.St.
17. (a) .Ial._.__. (b} Date theraol 3-27-40

(Burial, eremation, or remaval) {Month) (Day) (Year)

(¢} Place: burial or crematio Fermingzton
18. (a) Sigoature of funernl director. lbers

() Address 4700

19. () _%5_134& @
(Dste recelved local registrar)

- - whlahld;.agh
ou e
ot amnww#% %ﬂ e st

22, If d eath was due to external causes, fill In the [ollowing:
(o) Accident, sujtide, or homicide (specity)
(b} Data of occurrencs,
(¢) Where did injury occur?. .

(City or 1own) !:Cnnnl.y) (Sul.nz
(d) Did injury occur In or about home, on farm, In ind place, In public T

(Specily type of pince)
‘While at work? (¢} Means of Injury.

e ”A‘é&% L/ —

Address_ B Date signodsd -2 %

n Reverse Side)



STATEMENT BY LICENSED EMBALMER

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

- Registered Apprentice No ,

) 2

* Licensed Embalmer No 4;1_)_?

working under my personal supervision.

P. O. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALME:.R_in his OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revocation of license.)}

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

\




