No. 2
11-10-39
-17-39
I X21492

WRITE PLAINLY—USE UNFADING BLACK INK--MAKE A PERMANENT RECORD

DEPARTMENT OF CQMMERCE
BuREAU OF mu

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

e T4 T
Registration District No.., 71% Primary Reglstration District No._ 1 - 1003

20187 °
2135

State Fils No

Registrar's No.

1. PLACE OF DEATH,

(a) County. q
: J; Lo 05 /‘f -~

(&) City or town
(If outaids city or town limits, write “*AURAL" and name of l.omh!p)
(¢) Name of hospital or institntion:
T . 1010 Pine St.
{1#Dot in hogpitalor ingtitotion, write strest number or location)
(d) Length of stay: In hosplital or Institution

In this community. /o vrs
years, mooths or days) ’

(Spectfy whother

s.ﬁﬂnm'? Hea ﬁ ]\e 5 LL M
3. f;;fe: - 2] Sodszb'] b2

8. (a) Single, wid:
divorced

ALXY
8. {¢) Age of husba w
i 52 ~yeard

wed, mar_‘ried.

/7 5. Color oz /
4. 8ex /£ ¥ .} race. S—

{¢) City or town. (5-Z Aé 2. el

2/USUAL RESIDENCE OF DECEASED:

Y o

{a) State (b) County.

f
2:f.
(If outelda ¢ity or town Hmits, writs "RURAL")

JL b SHlens

(d) Street No
" (If raral. ivs location)
{e) If forelgn born, how longin UL 8. AP e Years.
)lc.u. CERTIFICATI
no atten 315\ gician 10th
20. DATE OF DEATH: Mnnlh rhy
Year. 1940 Lour. mlnnte45 P M,
21, I hereby certify_that I attended the d d from
19, to. 19
that I last saw h alive on 193
and that death occurred on,the date and hour stated above.
Aortic Stenoslis wiﬁh"*’"

Immediate cause of death

concentric Hypertronhy:

8, (§) Name of h.uaband orwife . . .
) S e $ve.......... A
7. Birth date of deceased_..,_.._ﬂ U% I... 189
Month, - {Day) “(Yeoar)
B. AGE: Yeara Manths Days If less than one day
%7 / 0 ’ hr. nin
-
~ 9, Birthplace \5’:[ l-vpu {5 o
town, or 1y} (State oe foreign mnm-a
10. Usual occupﬂﬂnn' f ’ /V‘ ;:
{ i2. Name.. __Q_Q }‘ ? _.._.........j
38. Birthotace_AITs _iu-_u..ié___'_ -2

! Clry, or cgunty) (Stata or_forelgn country)
- Matden WL&Mw.A. -

(») Date thereof.

(Borial, cremating, or removai) , (Month} (Duy} (Year) -
* * "(¢)” Place: bural or uemdon.ﬁé_w_\i._m&la_lf_—_
18. (o) Signature of fnneml Mrmmm

Contrib: Chronic Pulmonary Emphysems

Due tof..# S oo /}

Dae to.

Other conditions.
{inciude pregoancy within 3 months of death)

PHYSICIAN

Underline
the cange to -
fwhich death
should be
fcharged sta-
tisticailly.

Mujur findings:

Of autopsy.

{City or town) Coan
*{d} Did Injury oceur in ut home, on farm, in indus

22, If death was doe to external causes, fill in the followlng:
{a) Accident, suicide, or homiclde (specify)

(¥ Date of occwmence
(&) Where did Injury occur?.

ty) (Stats)
public pliue?

(e } eans of l:r]nrv/
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(Licansed Embalm-r » Stutemﬂnt on Rﬂoru Side) U ’




. 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

working under my personal supervision.

Signed

Licensed Emba!mer No

P. O, Address.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply wi
the above constitutes grounds for revocation of license.)

If this body is not embalmed, above space should be left blank., - : AR S




