N. B.—Every ltem of information should be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS should state

CAUSE OF DEATH In plain terms, so that it may be properly classified. Exact statement of QCCUPATION is very important.

gy & SARESER

DEPARTMENT OF COMMERCE MISSOUR}I STATE BOARD OF HEALTH

Bm“”"'iz",{‘:‘f‘;‘f 1. )STANDARD CERTIFICATE OF DEATH

Registration Distriet No.________.____.. Primary Registration Distriet No.___.3_0__/_:'5_

State File No__g,g._g_;s._l(A}_

Baygur’t No.iL.._

1. PLACE OF DEATH: .. LT
{a) County__Q ‘h-wﬁy SEP 1 9 ﬂw

(b} City or town

(If outsids city or town limits, writs “RURAL" and name of townabip)
(¢} Name of hospital or institution: [

DR, ALEX RAVENSWAAY'S EOSPITAL

{If not In hoapita! or institntlon, writs street nomber or location)
{d) Length of stay: In heapitalor institution

2. USUAL RESIDENCE OF DECEASED:

] Qt%% (% County_COOFER

{e) City or town BOOHVILLE

(1f ontalde city oz town Umits, writs “RURAL")

(@ Streat No JEFFERSQON ROAD

(If rured, glvs location)

{Specify whether
Inthis community.
years, months or days) {¢) If foreign born, howlong in TJ. 8. A.?. yaurs.
MEDICAL CERTIFICATION
8. PRINT I m} h.NE
F({T)LL NAME BOBBT B L‘L.-_S a)/ 20. DATE OF DEATH: Mont da / O'
8. (b) U vateran, 8. {¢) Social Security ) / ? ﬁx /) - ZJ yml te. _,_.._.& .M
nAmM@ WET. H.Qm Neo. NONE AL o b OUF... S T
- - - 21. T hereby certify that I attended the d d from ced [0
& Color ixx 7% 6. {a) Single, widowed, married, 194 &0 Qoo s 1 Ko
4. Sex raca : di“"“d‘-“;.—n"?“- that I last saw M. veon Qeewr /8 19. K0
6. (&) Name of husband or wife.....—— . 6. (¢) Age of hushand or wife it and that,death eccurred on the date and tﬁ stated above. Dur
allve __________ years ?
7. Birth date of decoased____AUGUBT 10 1940 -
{Manth) {Day) (Year)
8. AGE: Yearn Months Days If lezs than one day
0 0 0 L1 b @ ___min - L
to, N
9. Bf.rﬂ!ﬂlll'.ﬂ ) Booﬂvlm ) HISSO‘URI O e v
" {City, town, or connty) (B1ata or foreisn country)
AN'.IE Other conditiona
10, Urus! occupatien INE. (Taiade pee within & monts of death) e
11. Industry or buninem IHFm PHYSICIAN
M, findingn: —
E { . Neme HEKBERT BLANK : 3 5t ‘operations Underlize
& 13, Birthplace FREAIRIE HOME _MISSOQURI - v abed
(3Xx3ﬂm3 EE imhdnmm) ot pey should be
E { 14. Mniden nam m |cﬁh;:irzuioi'l;tr
18. Birthplace PIG“ m‘?om A(E.{.ENSPURI s Lutrr) 22, If d esth was due to externsl causes, fill in the following:
18. (a) Informant's own signatura M // () Accident, suicide or homicide (specify)
() Addrem (&) Date of occurrence.
1 @ BUBRIAL ) Dase Lhuanf__dﬂ.ﬁs.,_w (©) Where did Injury cecur? ity o= cown) T T
(Burial, cremation, or removal) (Monib) (Day) (Year) || (4} Did lnjm;y? gccur In or about home, on farm, in ind place, in public pllc!T

(¢) Place: burial or cremation, 'MUT GROYE C
18. (a) Signature of funeral director____ ST LGHER & KOENIG
BO MO

(b} Addreas

19, (a) g' /6“}7’0

(Drata received bocal ragistrar)

(Licensed Embalmer's Statoment on Reverse Side)
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STATEMENT BY LICENS_;ED'EMBALMER R |

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

szt Registéred- Apprentit:e *No
working under my personal supervision, R L
' \4; PR [
Signed
. ea ' Licensed Embalmer No
UV TR
b4
Y i -+ P.O. Address._
Note: The above MUST BE SIGNED BY THE LICENSED EMBAU\TER in hxs OWN. HANDWRITI'NG (Failure to comply wit
the above constitutes grounds for revocation of license.) o T

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




