WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORﬁ

DEPARTMENT OF COMMERCE

Burray of THE CENSUS

\@%MNDARD CERTIF
Registration Dlstt‘]&t,‘m 4@

MISSOURI] STATE BOARD OF HEALTH

Primary Regigtration District No...___.j.__é_

J 21801

State Fils No

ICATE OF DEATH

Rugistrar's No

1. PLACE OF DEA‘[I

(a) County e
{b) City or town.

7
{If ootalds city or town limits, writs "RURAL" snd name of township}
{c}) Name of hoapital or institution:

bl v A

{I7 ot 12 Dowptial or Lnstltertion, write strett Aumber of location) =
(d) Length of atay: In hospital or institution

(Spac:fx whathw “

In this community.
yeurs, monthe or days} IPREILIY l t

f.-

2. USUAL RESIDENCE OF DECEASED:

72401

(a) State (b) County.
NN 7272 =)

7 (l'}_o%;ddo/&ul% town limite write “RURAL")

(i runi. give locakion)}

1‘(4'1) Street No

(!,), .If foreign born, how long in U. 5. A.7?

=X
3. PRINT
N NAME_G- Yovar %ﬁﬁ/“'c@m %
8, (&) If veteran, 3. (¢) Social Securi
name Wwar. Nao
5. Color or 8. (o) Slngle, widowed, married
4. Sex. LA mﬂé@. divorced_w

8. {¢) Age of husband or wife if
o

6. (b)) Name of husband or wif
Yandtra. ook Coood OLardl

yeard
P MEDICAL CERTIFICATION
20, DATE OF DEATH, Mont . 27 day. =2 7

yea.r...mé.if:ﬁﬂ__hour ,q minute. @ M

21, 1 berebsg‘certify that I attended the d

d from
. _14_7.._ 1998 to__ El X ¥
1last saw o Jalive o o Vot 4 1944 8
that death occurred on the d d hafir gtated above,
Duration

17. (a}

alive —_ —years|| Imgediate cause of death . ;
7. Birth date of d ; @ 4 o P/Fj.u(JJALW[
{Mongh) Day) (Year) -
- s Neosr T
8. AGE: Yenrs Montha | Days If less than one day Due m.WbLSAA:Q—J___J e
47 | s |2 N || A bR -
- Due to. = P
9. Birthplace_.. ) - : = . Ve q ﬁ] R
ty, town, or cougty} (Stats or foreign country) 7 7 M
: Other conditions i

10, Usual occupation_ .

18, Birt platP_
(Clly. mgnty) {Swte ar,
E 14, Maiden name.. ..
51 s Birthplac&..__...
(C.il.r. town, or county) mnwﬂ
16. (o) Infirnidnt W/

® Am m#ﬂi e -

(Barial, cremation, or w

) (Registrar's cignature)

{c) Plan:'e?burlal or cremation_.._.... l
18, {a) Signature _W )
(b) Address,

{lucluds pregonnoy withiu 3 months of death)

PHYBICIAN
Maié); fmdim';‘s: f"n . a .
. QA
operd Underling
the cause to
. M""‘s—"' which death
Of autopay. ol should be
. ta~
tistically.
22 If death was due to external causes, fill in the following:
(a) Accident, suicide, or homiclde (specify} ol
() Date of occurrence.
{¢) Where did injury occur?.... 7o
{Ci town) (Couoty) gs:n.)
(d) Did injury occur in or about home, on fa.rm. in lunu.stnal place, in public place?

o A
(Spocify type

{7 of plece)
While at wogk? =0 e (s) Means ofln{u:y
2. sammﬁk::@j.mﬁﬂg._ (M. D. W_MA

T Date elgned£°22- %0

Address

Liceused Embaimer's Statement on Reverse Side)




RECEIVED
District Health Officer No, 1)

District Fite th-nr-_.._] K= /'2- 3
Late Filed o

“‘“-uumrm- | o

M . >

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.

S Registered Apprentice No

working urder my personal supervisio;lr

e : L. . Signed MM

© . ..~ Licensed Embalmeg No.._.§-¢ a? .....................

3 Vote: The above MUST BE S[CNED BY TIIE LICENSED EMBAL"&IER ‘in Iuﬂ OWV H.ANI)WR!TIN’G gleurc to qompiy wnth
lhl. above conatitutes grounda for revocation of license.) s - .

If this body is not ‘embalmed, above spice slmuld be left blank. .




