MISSOURI STATE BOARD OF HEALTH
BUREAU OF VITAL STATISTICS

Do not use this spaco.

LY. PHYSICIANS should state

should be stated EXA

LELRY 2 man

/}'

CERTIFICATE OF DEATH

1. PLACE OF DEATH ¢! G'_’,. f?
COUDLT o connnaof” \XW .............. Q Registration Distict No............ .. /Jy)' ........... Fila No 1 t
Township........... Aol LAl T¥ e Primary Registration Disirict No., 0 Registered No...

Clty.

A2
2. FULL NAME. L

(@) Restd e

M /Yn@/ﬂsz ,Q/

(Usual pl.nee u[ abode)

Lengih of residence in city or town where death oceurred yra. mos.

(I! nonresident, give city or town and State)

ds. How long in U. 8., if of foreign birth? yre. mos.

dg.

PERSONAL AND STATISTICAL PARTICULARS

MEDICAL CERTIFICATE OF DEATH

3. SEX

FH.

4. CDLUR OR RACE | 5. SINGLE, MARRIED, WIDOWED, OR

DIVORCED (writs the word) !

5a.IF MARRIED WIDOWED, QR DIYORCE!
(OR WIFE or JL @ mf%

6. DATE OF BIRTH (MONTH, DAY, AND YEAR) .Laﬂ e./o- /§ ) 44

7. AGE YEARS MONTHS DAYS if LESS than 1

é- 0 —— / J day, .

8. Trade, profession, or particular
kind of work done, as splnner,

sawyer, bookkeeper, otc

9, Industry or business in which
work was done. a3 gilk mill,
saw mill, bank, etc

10. Date deceased last worked at
this occupation (month and
year)}

Tarmran)

11. Total tin!m

OCCUPATION

oecupnﬁnn.. w

—
M

, BIRTHPLACE (CITY OR ‘rown)
{STATE OR COUNTRY)

so that it may be properly classified. Exact statement of OCCUPATION is very important.

Fﬂx/,&afm

td. BIRTHPLACE (CITY OR TOWN).. oo
(STATE OR COUNTRY)

4

13. NAME

nformation should be carefully supplied.

15. MAIDEN NAME

MOTHER| FATHER

16. BIRTHPLACE {CITY OR TOWN)

(STATE OR COUNTRY)
17. INFORMANT... 7

(ADDRESS, IJMAMA" X

N.B.—Every item o
CAUSE OF DEATH in plain terms,

R g 5 s
)

TR i)
)/ , i

b Nature of injury.

P atr. LS5 k0

21. DATE OF DEATH (MONTH, DAY, AND YEAR)
22, 1

HEREBY CERTIFY, That I attended deceased from

. 1@7 Death issaid

to have ocetirred on the date stated above, at. ?l. 004 .m.
The principal cause of death and related causes of importance were as follows:

Dade of onset

Name of operation
Wh4l test confirmed di

is?

_»  (Specify city or town, county, and State)' """""""
Specify whether injury oceurred in industiry, in home, or in pablic place.

8-

Manner of injury

20. FILED.. %a/v‘;wfw#m JDM %ﬂr ’




RECEIVED
District Health Officor Ne. &

District Filo Numbar_é.{zaﬂffm-.
Dato Filod e AT

,



