ﬂ DEPARTMENT ob o ¢ f“ MISSOURI STATE BOARD OF HEALTH - 218{_}9
e b D CARTIPCATE OF BEATH  + s

MHlion Distriet No.f'__é___._._.._._ Primary Registration District No.ﬂ‘i_.z7 Registrar’s No % (,L

1. PLACE OF-D 2, USUAL BRESIDENCE OF DECEASED:

{a) Countymm"_g‘% %Q L 2 ;' *
(b City or town 4 &MY (a) State %’ _ ) County.

(If outside city or town limitadvrite “AURAL" and namo of township) . 1

«

(¢) Name of hospital or Institution: ) @ ‘Clty or town
i {11 ontelds city or town Hmits, -riy’numu.")
.- {If not in hospital or institotion, write atreat number or location) [ .
L4
H ftuti {d) Strect No.
(@) Length of stay: In hospital or institution (Specify whether o * . » (If rursl, give location)

Inthis community. . <& _M s T .
years, monthe or days) {e) It torelgn born, how long {n U. 8. A.? years.
MEDICAL"CERTIF]CATION
8. (a) PRINT E { 5%
FULL NAME... z‘:hﬁf 407__ &r _t — ” ié , ;é
Y-

Y] " B 1 Boctal Seoni DATE OF DEATH: Month____
veteran, e, O 91 ty
- year. /?&0 hnur_____g::_m_ minuta....,,

name war. o
21. 1 hereby cortify that ] attended the decessed fro

6. Color ar EL l 6. {a) Slngle, widowedz mnrrl? 1040, to ___?‘__*___ ; 19 ,ga
4 S“] mg’—[e ”“’“-pg- d.lvorced that 1 last saw h.. S~ alive ol\#—nﬂ_’_ﬂ.é'_%q 19,457

oeERse s & AR AT VWL WIAA ALYy AEURLIE LNOTIVAAIMNL A D RAUYIAINLIAN T DRIENKI)NnyYyy

N. B,—Every item of information should be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS should state
CAUSE OF DEATH in plain terms, 80 thal it may be properly classified. Exact statement of OCCUPATION is very important,

8. (b) @ of hushend 5 (c) bnnd or and that death occurred on the datffand hour stated above. Durati
on
J— ?&Hfé ﬂ &{.,.._......... a.hv % Immediate cause offeath
7. Birth date of deceased 186 || £ Wi kv
(Monl.h) (Dly) (chr) } . [q w5
8. AGE: Years Montha Days If lesn than one day Due to wry _?
7 L \; ,’ 7 [T . — 1)
— ’ D Do to. vg
9, Birthplace ‘ : 121
{City, A0wn, of comty) {Stats or foreign mnm)/ ’ f ]
10, Usual | W Other conditlons, }
y oecupation . < (Include ¥ within 5 manths of death)
11, Industry or business I‘ PHYSICIAN
! Major findings: ——
E 12. NMBuumﬂemm zo ---- vt aien Of operations. Underline
= the cause to
m \ 13. Birthplace 7 -4'2mz¢__)_ wlll:lch flﬁfh
13 I.u!ru. or te or countty, of antopsy ahou a
N charged sta~
E { 14. Muaiden pame MM f ---4-;&6— [ristically
16. Birthplace " =
g pla T ———) uu i mnm) 22, If death was due to external causes, fill in the following:
) (a) Aeccident, sulcide, or homicide (speclfy)
18. (a) Informant’s own sig ’
(b} Drate of oceurrence
{b) Ad s ,
17. (a) M Bl Leal (py Date thnrno! (e) Where nfury oecur G ') (Connty) (atate)
- fmukn orrmol) EWI—G Monlh) (Dl:) (Y“r) 4 (@ Did lnju.ry oceur in or about home, on farm. n industrizl place, In public plm?
2 (c) Place: b ‘l’a 6‘- ( ;
8, T place)
f 18. (a) Signature of funeral director. ‘_/Whﬂa at work? Becily “)rﬁa:m of injn:ry
(» Addren S —
19. {a) ﬂ ()]

_‘ / 28. Slzm (M.D. oam_
(Dato muivu IocAI reghstrar) (Reglstrar’s signatare) [ Addr ——r Date sign ")

(Licensed Embalmer’s Statement on Reverse Side)




DRECE’VED I I
Istrict 1 p :
%F;‘. athOfﬁcngO- 11;

Date Fiteg e L S RO

"‘"“'*--‘-LUL
e . L

STATEMENT BY LICENSED EMBALMER

_1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by

No

, Registered Apprenti

working under my personall supervision.

: v : ) Signed W
Licensed Embalmer No..... 31 ...... f?? ............ ......

’ 7
P, 0. Address... fbe oo T

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWR "RITING.
the above constitutes grounds for revocation of license.)

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




