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N. B,—Every item of information should be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS should state
CAUSI:_‘. OF DEATH 1In plain terms, so that it may be properly classified. Exact statement of OCCUPATION is very importanie~
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MISSOURI STATE BOARD OF HEALTH
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STANDARD CERTIFICATE OF DEATH Stats File No
Registration Distriet Noﬂﬁ__ Primary Registratior: District NO.M Registrar's _1_\.':_
1. PLACE OF DEATH: %_ ) -y || 2. USUAL RESIDENCE OF DECEASED:  «
{a) County. NCwd oG V. PR DT / iz {7
® cu,-,:,.‘tmwﬂarshf jcalds/ v /a)‘gtm Mo () County Webster

(1! outaide city or town liteits, write “AURAL" and namae of towrakly)
(¢) Name of hospital or institution:
9

County Farm
(If not in bospital or tustitetion, write -mom Egip)

{d) Length of stay: In hospital or [natitution

Rural \

(If outsida city or town limizs, write “RUNLAL")

Q Straet Nnmarshfi eld’ I‘\ ..91 ..I..j!

(If rozal, give locatlon}

(¢) City or town

18. () Signature of fugera! directo
» Mz;m_%&,a
19. /) @)

{Date #ceived locsl registrar)

‘(ﬂui-tnr‘l signatare)

{Specify whether
In this community. ()ne ¥ aT I .-
years, months or days) eal {e) Ifforeign born, how long in U. 8. A.1. dar ol n A__years.
MEDICAL CERTIFICATION .
8. {a) PRINT
armr  KATIE BLAUE May 21
3. &) I vet 3. (&) Soclal Securlt 20. DATE OF o Mont! day.
8 veleran, . | 52 5
x € ocxa © ¥ yoor. hour p .m e minute 4 b P =M
name war. No, 19 4
2 1. I hereby certify that I attended the deceassd fro 'Z)
6. Color or 8. (a) Single, widowed, married, I# Q to { 9 z .
sec B raco divorceUIKIOWN Yo LD ¢ v
- vorced o222 === |] thotItastsaw alive on. : 1355@;
6. (b} Name of husband or wi.!’e_..__._x__.. 6. (¢) Age of husband or wife if || and that desth occurred on the date and hour atated above. D
uradion
nlive_______g years || Immediate cause of death
7. Birth date of deceased Onknown v — R
't
(oust) ®=) (Fear Ctres (feole o
8. AGE: Years Months Daya LI lexs than one day Due to
68 x X hr. min 1
. Dua to N
6. Birthplace Unknown x. .- /] - 1%
&In town, of eounix) {State or forelgn country) >
nown N o OtHer eonditions.
10. Usual cccupation gﬁ {Tocluds pregosncy witkin $ menths of death) R ———
11, Industry or business. PHYSICIAN
= . ——
12. Name Bl aue || Malor findings: |
Unknown ] Dadsriine
@ cause to
& 18, Birthplaee q = rrvn o3 - 'ﬁﬂdld?::h
mku Nmnm ¥y} - or hui;n ooan snou -]
g{“ S e RTIOw Oreery harzdss-
. ally.
= 16. Birthplace (City. town. - o) I Toreign couztry) 22, I d eath was due to external causes, fill in the following:
. ).
16. (s} Informant's MMWHW (6} Accident, tuidde_'or homidds (pecily
&) Address (&) Date of occurrence
1
17. (@ Burial (5 Date thereom_..l_lm (e} Where did Injury occur {City e own) (State)
(Burial, cromation, or removal) Marshfi al onth} (Day) (Yeer) || () Did tnfury,oceur {n or about home, on farm, In 1nd place, {o public place?
(¢) Place: burial or cremstio v Q
) L7 . (Specify type "

= (F eann tJ:fanury_...._......_......._.....#._....
7% ;‘ ;Q-_/_,Q«,] : /s
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{Licensed Embalmer’s Statoment on Reverse Side)




RECEIVED .
Distribt Health Officer N(; 8,

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, or by...ooovooocrrverceeeeeeees

e No

" working under my personal supervision,

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRIT]NG (Fail
the above constitutes grounds for revocation of license.) .

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




