. Exact statement of OCCUPATION is very important.
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terms, so that it may be properly classified

N. B.—Every item of information should be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS ehould siate
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DEPARTMENT OF CO
BURBAU OF THE CENSL 1

Registration District No.......

MISSOUR! STATE BOARD OF HEALTH 'f. M
1GAMBARD CERTIFICATE OF bEAT NOV 12180 S
Primary Registration District No_%_.zfj

r

0232

P
Registrar's No.x==, -.7

1. PLACE OF DEATH: ’
(a) County.... %
() City or tow::_—,_% I

(1f outsida cit town limits, write “RURAL" andnlmnfwwml;lp]

{¢) Nome of hospital or institution:

t
(I not in hospital or Enatitution, write street number or locatlon)

{d) Length of stay: In hospita! or {nstitution.

(Specily whother

2, USUAL RESIDENCE OF DECEASED;

(a} sma@%&: ) Cmty&éﬁm
{e) City or town ‘ m 2

/ (It putaide elty or town limits, write "Rﬁl‘ﬁl.'

"(d) Street No.

(If rural, giva locotion)

Inthis community.
yeoars, months or days) {&) If {oreign botn, howlong in U, 8. A.? years,
4 Lg
3. ( a) PRINT N MEDICAL" CER CATION
NAME. £ 4
el 20. DATE OF DEATH: Mont|
8. (b) II veteran, 2. (c) Socinl Security
yeat.___.. iya.........mhuur mlm:ha
name war
21. I hereby certify that I attended the decessed fru
5. Color or l 6. (a) Siogle, widowed, married, ¥ 19"  to 6_2 , 194"6«0
4. Sex, “—A{ét e — thet I last aaw b _ alive o a0 19°% P
6. (4)Name of husband or Wife.eweeeee . 6. {¢) Age of husband or wife if || atd that death oecurred on the date and hour stated above. Du
Pa‘iﬂﬂ
alive..........._ Immediate geuse of death -
7. Bitth date of decessed . _. T,_E;z_ ——M&s‘
(Menda) (Day] (Yeor [
&7
8. AGE: Years Months If less than one day Due to...defPLap At L W By B
Due to st ¥ A1
8. Birthplace....., . l .

hr. min,
r T - ﬂ
7 (City, town, or connty) ;: ;suu or foreign wunt.r:i)}

-/
Other conditions il
{Include preguancy within 3 mouths of desth)

oo

F

] PHYSICIAN
Major findings: e i * v‘f —_—
. )

Ot operationa QJ\ Underline
ehieh deash
which dea
should be

Ol autopsy. - C pould be

M 3

22. If death was due to external causes, fill in the following:

/(n) Aecident, sulcide, or bomicide (specify).
"’

[ {b) Date of occurrenca,

(¢) Where did Injury occur?._ &

{City or mn) (County) (Ssta)
| {d) Did injury occur in or sbout home, on farm, in industrial place, {n public place?
[~ / | il B ]
. Specify t f place) L
. 'J/Whﬂ'a({t work?“"‘ ¢ () Moans injury. - ’f_
28. § @d-Pror o&u@___
Address Date =igni

LY A L4

! . (Licensed Embalmer’s Statement on Reverse Side)




Cle A

RECEIVED §
District Health Officer No.
District File Numl//fzcj ’/6

STATEMENT BY LICENSED EMBALMER

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

, Registered Kpbrentiqe No .!
- |
|

working under my personal supervision. \

pJ
Signed

Licensed Embaimer No

P. O. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in l.ns OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revocation of license.) _

1f this body is not embalmed, above space should be left blank.




