N. B.—Every item of information should be carefully supplied. AGE should be st_ated EXACTLY. PHYSICIANS should state
CAUSE OF DEATH in plain terms, so that {t may be properly classified. Exact statement of CCCUPATION is very important.

T

DEPARTMENT OF COMMERCE
BurEaU oF THE CENBUS

Registration District No._......

J\MISSOIJRI STATE BOARD OF HEALTH

AT gor 23 'STANDARD CERTIFICATE OF DEATH
_Li. Primary Registration District No_sé_il_

2718
/18

State Fils No

Rtpfstmf’c No.

1. PLACE OF DEATH:

{c} County. 3 -
Marvwille, Mo,

{b) City or town " =
(1f outaids ¢ty or town Hmits, writs “RURAL' and name of townhip}
(c) Name of hospital or institution:

St,Francis
{If not in boapital or institation. write strest nnmber or locatlon) ”

{d) Length of stay: In hospitalor Institution 2 =17 5
v (Specily whether

Nodawav

Inthis community.
yoars, months or days)

3. (o) Pl
lggl)I-LNAMB.. rances.. E.,,.m_a Larssn

8. () I veteran, 3. (¢) Soclal Security

name war, No,
.| 6. Coloror 8. (a) Single, widowed, married,
4. Sex._F_‘E_El_g_Jf:L‘ race Whita divoreed WA T 104

8. (b) Name of husband or wife....oocrmse——-—. 6. (£} Age of husband or wife if

Dale L.arson 70l yeam
7. Birth date of 4 e Anril 23..1919
= (Month) . Y (Day) {Year)
8. AGE: Years . Months Dayn If less than one day
21 4 13 hr. min.
L
o. Birthotacs_Nodaway , County Mo, U
M (City, town, or county) {State or forvign country)
10. Usual patien Hanicewifa « ' 8
. Industry or businesa . 7 .- 3 ' - ﬁ
{12. Neme.....Elza Bodls '
18. Blrthplace Micanyri.
(State or loreign coantry)

1
:
=
E { 14. Malden name
3

BERLR T%an -
15. Bl.rthplaca Missouri

{City. Imrn:iz’ ml:,) ., (Sisteex or utry)
18. (o) Informant'a mmmyﬁﬁ_#% ’ - Cod
”
@® Addred S s eorn )!l&

2. USUAL RESIDENCE OF DECEASED:

(a) StatamAMl_ (8)* County. W

{¢) Clty or tow

(e a city or dta, writs "RURAL"}

{
l’e)i) Street No..

{If raral, give bocation}

(&) X! {orelgn born, how long in U. 8. A.1 yoars,
MEDICAL CER' CATION

20. DATE OF DEATH: Mognth..n.or ™ -ﬂ_,&‘ SR

year_A ?__hour = min M

d from

21. ?’% ify that I sttended the d /
19,
that udaw h.»t%altva on ’(_ﬂ/t./ / /

and that death occurred on the date n‘d" }( stated above.

ﬂ“ma of death " W

SR i 4&
¢W%

Other conditio
(t pregnancy witkin 3 montha of deatly)
ajor
1." Underiine
the cause to

which Idﬁh
of lntmmm—-— i;]" od tt:-

|earyBICIAN

ﬂmiinxl:
0, o

22, If d eath was due to external causes, fill {n the following:
(6) Accident. suicide, or homicide (specify)

(&) Date of occurrence.
{¢) Whera did injury oecur?

11 Blarial (5) Date thereql - o 3 Zomm—— o

(G) {Burlal, crematico, or removal) (Mouth] (Day) (Year) || () Did Injury occur in or abont hnm(u. ;1,: m!n Indnsén.l ;:a::a. {n public p);cd

—
(¢} Place: burial or cremation Ara / A= /(
Wi ‘/’nl v (Speacify type of piace)

18, (a) Signature of funeral director. 7t workd 7o ), /

() Address 28, Sigast (M. D. or othe), %
19. (a@) (Date Addres Date sign

("

(Licensed Embalmif’s Statement on Reverse Side)




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, 6t by oo,

Registered Apprentice No

working under my personal supervision.

P. O, Addr&W//%{ 1

~
Note: The ahove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure‘to comply wil

the above constitutes grounds for revocation of license.)
If this body is not embalmed, above space should be left blank.




