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

DEPARTMENT OF COMMERCE
BuREAU oF THE CENSUS

R'egétl;!.tﬁn gsﬁct‘ﬂg .EE ._7 9 ]_

MISSOUR! STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Reglatration Distdet No.

20469
9914

Slals Fils No.

1003

Regisirar's Na

1. PLACE OF DEATII:

(s} County.
(b} City or town

A

- [~
(If outside city or town lmits, write "RURAL® atd nawe of township)
() Name of hospital or institution:
Phillins

En_route Homer G
(I not in hospital or institution, write street number or tocation)

(&) Leogth of stay: In hoepital or institnton

(Specify whether

Int this community.
yezrs, montha or days)

5.'. USUAL RESIDENCE OF DECEASED:

2./

(a) Stat .«m‘zem?_. (8} County.
fc} Clty or longs o MAA

{11 outgida city or town limitr write “RURAL™) -

{If rural, ¢iv_n'lxml.ion)

(e) 1F foretgn horn, how long In TJ. 8. A.2. )’M

3. {a) PRINT
FULL NAME

Mollie

Marien (os C

8, (b) If veteran, 3. {c) Social Security
—e

—
pame waf. No.
6. Color or
wsalemale | nelol ..

6. (b} Name of husband or qu;? 8. (¢} Age of husband or wife if

years.
MEDICAL CERTIFICATION

20. DATE OF DEATH: Mooth . SUL1Y  aay 8th

VeRT, 1 9 40 hottr. 4 : :.5 5 minut Id.
21, I hereby certify that I attended the deceazed from

19....... to, 19 ...
that I last saw b, alive on. 19____;
and that death occurred on the date and hour stated above.
Duration
Immediate cause of death
Chronic Myvocarditis:; Chraonic

Parenchvmatous Nephritis: witlh Cyst

MOTHER FATHER

18. (a) Sigmature of funeral direct

i
ahve.*_....._ﬁ..._..yean
7. Birth date of deceased j =Y [£76
/7 m%ﬁ (D) (Your)
8. AGE: Years | Months Days If Tess than one day
L/Lé O 3 hr. min
9. Birthpla Lo %M_mjl
- : {City, town. or coauty) {State or foreign country,
10. Usual occupation LD ) I‘

ii. Industry o;“hu ingsa "
{12- N I
.

13. Birthpiace.

(City, town, or county) l“
14. Maiden
15. Birthplace ZABLRI L ...
16. (g) Informant& A

(%) Address_a3.

17, {a) I
{B urial cremation, or removal,

L7 % T———
{Stute B forelgn country) “

of Left Kidney;

Due to.

Due to.

Other conditions.,—.....
{Lochuds pregunney withia 3 S montba of dur.h)

PHYSICIAN
Major findinga:
Of operationsa
Underline
the canse to
- 'which death
Of autopay. . should be
L
tistically.
29 If death was due tu external causes, fill in the following:

Accident, suicide, or homidde (specify)
Date of occurrence.

Where did injury occur?,
{Clty or town) {Coanty) (S1ata)
Did injury occur in or about home, ¢n farm, in lndu.strial place, in pablic place?

(a)
L)
()
(D)

{¢) Place: butial or cremation. k]

While at njury.
28, Signatu; : M. D. or other)
Addres Z, # Date dzned‘.z/—.;éa

(Licensed Embalmer’s Stotement on Réverse Side)'l




’ | STATEMENT BY LICENSED EMBALMER

! 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.

p; Admfz 7@'%@

Note: The nbovc MUST BE SIGNED BY THE LICENSED E\lBAL\IER in.his OWN HA.NDW{ITIN( (Fﬂllum to comply with
the above conantutes grounds for revocation of license.) o ‘
If this body is not embalmed, above epace should be left hlnnk._ - o




