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

DEPARTMENT OF COMMERCE
Bumu 0F THE CENSUS

. Y

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

‘." .
Primary Reglstration District No._/a'__._/___.

33067 <
L4060

State File No.

Registrar's No

Registration District No....
’
i, PLACE OF DEATH; .
{a) County. St.Loni g
Clayton

{1 outside eity or towp limits. write “RURAL" nnd game of townahip)
(¢) Name of hospital or institution:

St lonis Ceunty Hosnital
(11 not in hospital or [nstitation, write street ouinber or location)

(d) Length of stay: In hospital or Inatitution
8 wears

(&) City or town

(Specify whether

In this community.
years, months or daya}

2. GSUAL RESIDENCE OF DECEASED:

M3iggniri

{a) State.

) Comty_ S Leliouis

Overland
(It cutatda eity or town limits, write "RURAL")

73 l=Lisckland Ave.

(If rurnl, give location}

(<) Cityor town
9) Street No,

() Tf foreign born, how long in U. S, A.?

years.

3. (o) FRINT Claude A,Jdackson

FULLNAME
3. (&) If veteran, 3. (c)
name war. none Z tL-— D -654
5. Color or 6. (a) Single, widowed, married,
4. Sex M race divoreed.....il e

6. (b} Nameof husband orwife. . 6. () Age of husband or wife if

Martha Jdane alive 32 years
7. Birth date of d d Mav 8 1905
(Month) {Day) (Year)
8. AGE: Years Months Days If less than one day
55 4 24 hr, min
9. Birthplace. Johnastown Mo, U
- ) " (City, town, or county) -~ (Stato or foreign conntry)

10, Uuua'[mpnﬁnn COY\C%'}"T’]_V"*"T oan FOI‘em‘Tﬂ

/
miml'tpzfo M

MEDICAL TIFIEATION
20. DATE OF ' Monr. __'.__/.day

........_hour

21. I hereby certlfy that I attended the deceased from
V19 to

that Ilagt saw h alive on,

and that denth gccurred on the date and hour stated above.
-~
,h £ ,Z'M A e o

S SN A A7

Or.her mndu!nnu

11 Industry or business.____\2 S,W,3311 Telenhcme COJ’

12. Samuel A, Jackson
Jo}1n<'t0wn
G et e xana Sy

Name

f—*—-‘

-
w

. Birthplace Mo,

(State or foreign country)
Ll

Johnstown /\ MA o

WA{A

—
L3

. Maiden name

P

-
wn

. Birthplace.

MOTHER PATHER

. () Informant
(5) Address Q%T Lacklaléé Overland, Mo,

(@ Removel. -Rur Tem Bate thereol._ -4
{Barial, cremation, or remaval) (Month) (Day)} (Year)

(&) Place: burial or crematio Butler Missouril
-
ertar (A AdA

J18. (a) Signature of funery

@, o U P

19.

within 3 ke of death)
v nn / PHYSICIAN
Major findings: h yf ~ -

Of operations. A ' V

: Underline

/ l [ e 3"‘ the cause to

[ /\ v which death

Of autapsy. ; should be

i charged sta-

tistically.

(&) Didinjury oceur in or abe .
Inl i - {B”/"h' "

{Dave sheeivol local registrer)

22. If death was due to external causes, fill

in the folloying:
(o) Acddent, suidde, or homlcide (& '¥)

(b} Date of occurren / /4 Pol

(&) Where did lnjury occus? = —
vl e,
?%% in publf place?
[¥] g (3 e > —
/ While n{ work?. . Y ""ﬁgﬁ'ﬂf WWM%:
9 Lar s K gpee A D o £

23, Signatulf ¥ & 1. D. scathes v
[N "'
Address

&N

s e San



" STATEMENT BY LICENSED EMBALMER Ce e

3 - E] »

+ I hereby certify that the body whose name is recorded on the reverse side of this certiﬁcate whs embalmed by me, or by ... e

o » Registered Apprentice No

working under my personal supervision.

h - . S . . Stgned ........ QM w % W

ES
N ‘ S : )
) - E ' _ T . Licensed Embalmer No. 3 0 '3 q
A RN ¢ P. O. Address. { VAMCA LA as %Ou
' Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hm OWN HANDWRITING (Failure to comply w
- the above constitutes grounds for revocation of license.) - ;

>

If this body is not emba].med fact should be so stated above. o S




