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N. B.—Every item of information shonld be carefully supplied. AGE ghould be stated EXACTLY. PHYSICIANS should siate

CAUSE OF DEATH in plain terms, so that it may be properly classified. Exact siatement of OCCUPATION is very important.

DEPARTMENT OF COMMERCE
BUREAU OF THE CENSUS

Registnt{on District No ...,S _L¢...........

MISSOUR1I STATE BOARD OF HEALTH

J{ DéSTANDARD CERTIFICATE OF DEATH

20422

Stais File No,

Regisirar's No.__é.x__._..._.w.

1. PLACE OF DEATH:

{a) County. SG"‘}'T-
(b)cwmbso If’w'nsh.h —?uwnw

{If sutalde ety or town limita, to "RIURAL" and of to'm.h!p)
(¢) Name of hospital or inltttutiun & ( 5 ﬂ

(11 not in hospital or lnn:il.ullon. wrha wtroot nufnber or lucation)

legistration Distrlet No., lﬂ Q .6\5-:..
=/ 2. USUAL RESIDENCE OF DECEASED:

(a) State M ] {8} County ‘SQ,OT"’_
(e} Cityortownﬂ/*—leD T:swh.sk:{: ﬁU'VCLLJ

(If otstaide city of town limits, write “RURAL")

: stitution Street No
(@) Length of stay: In hmi“lognlj_' (Bpecify whother @ {I£ rural, give location)
Inthis nity. gt 7 L
years, months or dayw) - {¢) 1f toreign born, how longin U. 8. A.% YEATS,
MEDICAL CERTIFICATION
8 o PRINT l(\owmsw L-(-ury\éLm_.q 73
8. () If vt 8. (c) Social Securlt 20- DATE OF DEATEL: Month B tny
. veteran, . {¢) Soe L. 14
name war I/ Mo year. 7 ¢O hour, q minute. 30 ,I: M
21. T hereby certily that I attended the d d from
&. Color or 6. (a) Single, w{dowad.. married, 19 ,to 19
4. Sex.MAkL race Whif2 divorced Maxvted that I last saw b alive on oy 19
6. (b) Name of husband or Wife......ccereeccrasnens . 6 (¢) Age of husband or wife if || 20d that death occurred oa the date and hour stated above. Durati
O uration
Minnie me rseny andliey ative.... 2 years Immecuata causg of death
7. Birth date of d &l 28 19EA
(Manth) (Day) (Your) /q /e / }/ ZZ
8. AGE: Years Months Days If lesa than one day Due to A y 4
L@ g | 15 Kt A Al 44 %
hr, min. L4
. ] Due to.....co S50 - [ ——
9, Birthplaco__ Lo 77 3;F.re.£nf I i . <=0l
7:) (City, tawn, or mnu% (Siate or forsign conntry)
: Dy t _M.____j,/__ Other conditions.
10. Usual occupatio nyey” AR /% {Inelude pregnancy within 3 months of death)
11, Industry or businena..._.._AW—" i3 / PHYSICIAN
=] ”ne 4/ M findings: —_—
=) { 12. Name.. ¥ Nowd b Ly H ajor Dperations l’?‘% g Underline
= . ) th t
2 \13. Birthplace . ) l: nghin § ) : o % sohtch death
City, town, or county) State or farsign conntry, should be
& { 14. Maiden name{:ﬂi"l!&‘l.&—o‘ﬁﬂ?_ﬁ = Ot sutopsy charged sta-
o] g- .
§ | 15 Birthplace oo i e X081 257 11 Qeath was due to external causes, fill in the following:
M " Irldn )
16. (a) Tnformant’s own signature P Nernania, A A (o) Accident, sufclde, or (specify.
@) Ad TN, R (%) Date of occurrence,
- — - ' o 3 d
17. (&) Rriah (b) Date thereof i S (¢) Where did injury oceur? (City or town) County) (Btata)
{Burial, cremation, ot remaval) (Maomth) {Day} (Yeer) |} (f) Did injury occur in or about home, on flrm in industrial place, in pablic place? /
(¢} Place: burial or crematfon a”"’ cr? ] 2y -Chaffee Mo P ~ T )
2 £ pla 4
18. (a) Signaturg/of funeral di:actor__—iléia_l.msil«?mu (Y (Spgeity ro gt place)
® Ad 2.8 : P, I A ,
28. SignatureX : St il ot
19. {a) 5) - Date med_ﬁwr‘/ (4 ‘6

Registrar's signature)

(Licensed Embalmer’s Statement on Reverse Side)




RECEIVED
District leakh Officer No. 2,
Oistrict File Numbé;'/.’_‘_z_ -f-.':.l?{"

‘ . Date Filed L2 L34 O
Ve

Ca ,

STATEMENT BY LICENSED EMBALMER

1 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,

Signed

Licensed Embalmer No.

. P. O. Address
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING.

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

(Failure to comply wit|




