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DEPARTMENT OF,
BUREAU OF TH.

WERCE

Registration District No...z.g._

MISSOUR1 STATE BOARD OF HEALTH

STANDARD CERTIFICATE 06 gEATH
I ?i% Primary chistratiou District Na

19889
4837

State File No.

Reglsirar’s Nao

1. PLACE OF DEATH:
(a) County.
{4) City or wmmmmliaridiswi_m_

(1f outaide city or town limits, write “RURAL" and name of townehip)

(¢) Name of hoapital or institution: City HOSpit&l . #1 ,

(If Dot in hopital or [netitution, writs street nznhnr ar lueation) Fd

{d) Length of stay: In hoapital or institution Davs
- (Spacify whethar

In this community.

2. USUAL HRESIDENCE OF DECEASED:

(s) State Moa (8 County,

3 City or towe_3ta _Louisg 2 é N
{If gutside city or town limit- write “RURAL™}

(@) Street No.1833 Baenton.Street,. .

{If rural, give location)

WRITE PLA!NLY;—USE UNFADING BLACK INK—MAKE A PERMANE'NT RECORD

ra = AP
b) Date th:mof._..._..é{éﬂt?._._
@ (MonkhT (Day) (Year)
(¢) Place: burial or muom_Manmﬁ.aLParkM. —
18. (a) Slgnature of funerl director—— SUL1li van- Und.-Coey—

® A - 3
19. (&) 4]

({Datgraccived bocal registrar) [ {Rexistrar's signatore)

yenrs, months uf days) {¢) 1f forelgn bom, how longin U. 8, A.? yeara.
- MEDICAL CERTIFICATION
8. (a) PRINT 49 3
FULL NaME._James Hyland b
) e =7 — 20, DATE OF DEATH: Month _ JUDS  day 1,
. ve 1, . {¢} Social ¥
year. 1911.0 hour. 10 320 minute P. M
- name war., . No.
P T3 21, 1 bereby certify that I attended the deceased fro
5. Color or 6. (o) Single, widowed, married, 274 19880 o June 1. 1940
4 Sex..maleg-——-| rcc—ghite- divorced divorced. that 1 fast saw h__ 110 alive on June.. 1, 19,010
6. {3) Name of husband or 8. (¢) Age of husband or wife if || and that death occurred on the date and hour stated above, Durai
|
alive .. yeara || Immediate cause of death on
7. Birth date of dmd_—nm.._Ez,_]B&lg___—____ — £ | _
{Manth) (Day) (Year) A .
8. AGE: Yeara Months Days I less than one day Due to : '- I )
65 5 9 hr. amin e
Due to._. gt AradQ;
8. Birthplace _______ - NOe— 2 b ’
s.gty. wwn, or 1y} {5tate o foreign try)
. K Other conditions -
10, Usual occupation nil ,/ {Incinds bregnuney wiibin 3 monthe t"“‘m y
1l. Industry or business b PHYSICIAN
[ . J Major findings: —
2 } 12. Name............Batrick. Hyland Of operations
] . \ thUndtrliE
Sl Bintplace _ _Treland : ¢ cause
- hich death
{City. to eounty) {State or forelgn country) \ Wilc
& { 1. Matden name Julia O¥Shauneasy Of autapey. rhouid be
. tistically.
S 15. Birthpls 22, If death was due to external causes, fill in the {ollowing;

{o) Accident, sulcide, or bomicide {specify)
(%) Date of occurrence
(¢} Where did injury oceur?
(Ci town) (County) (Szate)
(d) Did injury occur in or about home, on fnrm. in industrial piace, in public place?

{Specify typa of place)
{¢) Means of

— rn

n
ury
A ¢

= (M. D, orother)

a6/3/10

While at work?.

Lafayette,

Date sgn

{Licensod Embalmer's Statement on Reverse Side)




T T - T

STATEMENT BY LICENSED EMBALMER

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
; ; e
working under my personal supervision, . ’

. Licensed Embalmer No

- P. 0. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER ia bis OWN HANDWRITING. (Failure to comply with
the nhove constitutes grounds for revocatmn of license.)

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

.
- - "




