FLAINLI=—ULL UNIAUING DLAULNKR INBR=—VIARKRD A FERVMANENT 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 OCCUPATION is very important,

B 1 x1am1

DEPARTMENT OF COMMERCE

MISSCURI] STATE BCARD CF HEALTH

q68Y

- ‘%ffu m.m PSR STANDARD CERTIFICATE OF DEATH State Fils No.
Regitration Distriet No.___ 399 Primary Registration Distriet No._ 002 Registrar's No. .72
1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED: )
::; g:t:fn::tnwn.m..._ __«Kgg:]ai?nitv () State. HESOUTL ® County_JBCK SOD
@ ?{mdot mﬂglll‘:rnuida cgé:;.un limits, write “RURAL" and nams of tawnship) Clte or tomn Ken ans Citv
spital No.l 3’ vy (IT outalde city o tawn limits, write "RURAL")

{If not in hospital ar |eatitarion, write strest mun.har.m location} !

(d) Length of stay: In hospitalorimtitation £ 08YS

906 E, 11thst Room 4

{d) Street No.

{I{ roral, give locatlon)

(Specily whether
Inthis community___ga_yea.re
yoars, months or days) {¢) If foreign born, howlong in U. 8. A.? YeAars.
ol MEDICAL CERTIFICATION
8. PRINT
@pmxt  WILLIAM VANDERGRIFF g 4 Mareh ath
3. (&) If veteran 8. (¢) Soclal Securlty 20. DATE OF DEATH:  Month day.
aame war None No None year. L1940 hour 8 roteute 40 _Ae M.
21, I hereby certify that I attended the d d from
5. Colar or 6. (d) Bingle, widowed, married, S=-Bmd O 19 to S=8=40 19
g Sex_MBle | e White divorced.. BivOrced that I lost saw BRD__ ativeon 3=B=40 19
8. (b) Name of husband or wife 6. () Age of husband or wife if || and that death oceurred on the date and hour statad above. D j
Irene wiive. DK ors tiT io, R " uradion
7. Birth date of deccased January 22 1890 bNPh tic aortitis with aneurysm ani
{Moath) {Dex) (Xor) eroslon into trachea
B. AGE:; Years Months Days If lesa than one day Due to.
50 1 {18 |, o i
. Bisthu I1linois /|7 AT
i {Cicy, town, 1y} (Btats or forelgn country) 7
10. Usual tlon._C OO orer Other conditiona
" ¥ W . ) 2N Y- {Include pregnancy within 3 mooths of death) —————
11, Industry or business PHYSICIAN
& Major fndings: —
E 12. Name ¥o Reacard -y 5 ogerzgom Uaderli
& : Jederns
2\ 18, Birttp! No. Record ] which desth
(Clty, town, ox cognty) (Stata or forelgn ociintry) Of autopsy. : should be
& ( 14. Malden nam = See gbovwe it
g ) No Record [/ tistically.
= 16. Birthplace P ——— Buteor m;w“m) 22. I d eath was due to external causes, ﬁll‘ln the following:
16. {a) Informant’s own mﬁunarhtnnj.ﬁjﬂndazm_ (@) Accident. suicide, or homiclde (rpecily
(®) Address 1213 Troost, C, Mo, () Datef occur

17. (a) ..........B..‘-...lr......i.‘il..................... (5) Date thereo MBI' 0, 19 (e} Where did b (City or wown) t.ss.n.l
Burial, cremation, or removal) Montk) (Day} (Year) || (4) Did injury occur In or about home, on ta.rm, tn indust plue {n puhlle pglu‘!

(:) Place: burlal or cremation MOMO _I'__ia__l.__PﬂrK L X . » K8 s

18. (a) Signature of funeral director. Sheil Funeral Home
) Addrem 8606 Indep. &ve, . P
19 () Meh 11, 194Qs //7: L, N2+

{Date recelved bocal reghstrar) (Degistrar's slgnature)

Specily f pluce)
‘Whilo at work‘!_._ﬁ_.____(__. (‘c’)".l;m of njuryg

¢ 28,
Add:msup t.k,

(Licensed Embalmer’s Statement on Heverso Side)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name ie recorded on the reverse side of this certificate was embalmed by me, or by

Q.O [ @ . (/fg Oéfl/ : : , Registered Apprentice No..... #Q ] 3 .

working undefﬂ personal superviylon.
. Signed 0

) " Licensed Embalmer No 3 éa'2'<9__

. a

P. O. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALI\-lER '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 blank.




