ANENT RECORD ™~

N. B.—Every item 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 impor{amt,

s

DEPARTMEN WERCE

Registration District N’o q

MISSQURI STATE BOARD OF HEALTH . 3 b't] 9 .{)

STANDARD CERTIFICATE OF DEATH

Primary Registration Di

. State it N
2 22 S6

No Repistrar's Ne.

IIPLACEOFDEATH ,ﬂj A ‘,/j\‘
(a) County. Jn . DA A
® (If ontaida ci lim.lh_ fte “RU nd nan al' mhip)]

t to: ts, write . tow
(©) Name of hoggital o institutton: LR
17 -
{1f not in houpital or institution, writa strest numbor or kocstion) . é
(d) Length of stay: In hospltalor Institution (2]

Inthis community. ;2 q -MC/‘UW 2)’&0 2 l&a (Sp-.:w mhethes

years, months or days)

2. USUGAL BESIDENCE OF DECEASED

]
A)’ Stat&m&w__ (b) County. JLAq/Q\j
{¢) City or town .)1 - .

{If outslde city ar town limits, writs “RURAL")
YD Street N
(11 rural, give location)
{¢) Iforetgn born, howlong In T. 8. A7 1/ years,

e VW ARR EAAs 1a Ty L ALY

8. (b) If veteran,

name war 51 &

8. (g} Seoeclnl Security
No.

5. Color or

4. Sex}l\ﬁ(&‘ ........ mcu]M&d&f_.

6. (a) Sisgle, widowed, mprried,

M_....._......_.m..

MEDICAL CERTIFICATION

20. DATE OF DEATIL: Monm__f_&laﬂgd;y 4
ys{/ . ___.._hou.r 4 ute. ‘L_M.

]
21. I hercby certﬁy thet I attended th : é
i -

T
that I last saw b S, alive on

15, Birthplace

{e) Place: burlal or cremation

(Chy. lmm. W’ ,{yu o lnni;n country}
18. {c) Informant's own signature {9
' 7

(/
1 AL
J 7 2 YT
-~ - 23, Signature ._’ﬂ, LD. ]
(Plegiitrar's sigea N Addte ./” ‘n" e Date signod. e ...

6. (2) Name of hushand or wif . 6. (&) Age oI husband or wife if || and that death occurred on the date an&’bour mtedﬁv Duration
Cantat Ay 600\[/ = J alive. ¥ 5’?.,.“ye!aa's Immediate cause of death .2} M %———
7.-Blrth date of decengd) & 25 ] —~ = z p
(Mosth) (Day} (Year) / [ —
8. AGE: Years Months Days If less than one day Dus to. O Pl v
¢ 97 | 72| 9 l¢gzn |t
0 - . B " ’ Due to.......... =
9. Blrthplac i Sts P/Qa/vv\/o i ﬂ .-
City, town, or county) (Btate afﬂn comntzy) i —]
tl A 4 - . Cther conditions.
10. Usual occup BN T Lﬁ" {Include pregnancy within 3 mentbs of death) ( ﬂ R———
11. Industry or busin ol ) PHYSBICIAN
] V. 'ﬁj Major findings: _ D i _
E { 12. Name..... Ja%E anIa” ('i Of operations 174 gnder[inta
¢ cauze to
=\ Buzhphm%) (Sul.: ! 5 v:khtd;agh
, WGWE, Of COTm! or [ovelgn coantry, ahou [ ]
14. Majden name. L‘(/M ~— Of autopay. shoutd be
: tatfeally.
=

22, If d eath was due to external causes, fill in the following:

(a} Accident, suiclde, or hemicide (specify)

(b) Date of cccurrence. :
() Where did injury oecur?. f

{City ot town)} s unty)
%Did lnj occur {n or about home, op farm, in ind place, in puhllc plm1

wﬁ; workt_Y) (3

Means of injury.

c3 !,(l:spe of place) )

(Licensed EmbulmeN Suumgt on Beverlo Side}




RECEIVED

District Health Offiaor Ne. 8,

District File No 614.( ----2',,.7.23
194G

Dato Filed

- D DAL

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

, Registered Apprentice No

working under my personal supervision,

Stgncd 8¢@_a-, Q ﬁ%

Licensed Embalmer No / ? ( 7

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. {Failure to comply wit
the above constitutes grounds for revocation of license.)

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



