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

Registration District No.

EPARTMENT OF COMMERCE

~
19"1{2
17-39

Jg 3

Bureav oF THE CENSUS

2o

MISSOUR! STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH
Primary Registration District No.l?_Q:..Q.LZ__

41712
257

Staie File No

Registrar's No.

1. PLACE OF DEATH:

(a)
()]

County. Audrain

City or town... MeX1c 0
{1 outside city or town limits, writs “RURAL" and nama of township)

2. USUAL RESIDENCE OF DECEASED:

@ sae MiggOUr]l . @ comr.Audrain

/
(c) Name of hospital or institution: ’@}n town_ Mexico
5] . Ollve St. g}__ :c) yor = {If outaide city or taws limits, write "AURAL")
(If not in hoapita) or institation, write street number or lecation)
(d) Length of stay: In hospital or institution {d) Street No. 509 Se 0live S!‘ -
(Bpecify whatber (It rural, give location)
In this community. 4 9 Years
yoars, months or days)} (¢} If foreign born, how long in U. 8. A.?. years.
MEDICAL CERTIFICATION
3 (o) PRI Alice Medor
M £1L1CE Ledora EEere 1
FULLNA Blee 20. DATE OF DEATH) Momh...D8Cember ... i
3. () If veteran, 3. (0) Social Security 1940 B inute. S0 Pe
None No. N year onr =
fame war ° 21. I hereby certify that I attended the d d from
5. Color or 6. (a) Single, widowed, martied, November 12, 40  December 1, 1940,
+. saflemale. | e White avoreed Wid Qwed . that I last saw &Y. aliveon December 1, 19.40;
6. (b) Name of husband or Wi eeerune 6. () Age of husband or wife if || and that death occurred on the date and hour stated above. Deration
_Aﬂlﬂhﬁr&“ﬂm_ﬂiggﬂm_ alve —...years || 1mmediate cause of death
7. Birth date of deceasedl ATIATY 15 1857 Pulmonary oedema -
{Moxoth) ¥ (Day} {Yeoar)
a. AGEa_ Years Months Days If leas than one day Due to. Chronic dagen erative ) =
83 10 16 ' myocarditis - ~ A/
hr. min [ ?-
Due to_S00ile changes f
9. Birthplace....BUT T S Iona___m_.L. i
A (cuy.w_vn.wmnty) (Stats or fureigm country) o dm CRFeaie¢ Cystitis
}u{ ons.
10. Usual occupation... N.ONe 4 (Inclade progusocy within 3 months of daath)
11. Industry or business 5 « PHYSICIAN
2 (12 neme Milliam B, Garrest oo B e No operation Under
= : - ‘ : nderline
; 13. Birthplace ..Ke.nmy _____ e - " ::Exg’;tg )
ﬁ ‘4, Mad {City, toyn, or county) W(S_uuwtwd;nmm) of ;umm ‘No au tODSY honld be
E { . en name.....,l&s‘.‘.&:m:'_.._. ilkens.onm E{ﬁ;"’ﬁ sta-
—_— . - cally.
= 15. Blnhnh"_ {City, town, oz county) - New t&,ﬁfd‘, country) 22. If death was due to external causes, fill in the followlng:
1. (o) Iaformant Wﬁ ;l . (s) Accident, sulcide, or bomiclde (specify)
(b Address [ He 0, Mo, () Date of occurrence
17. (a) Buri a'l (&) Date thmofMD— {c) Where did injury T {City or town) T (County) (dtate)
(Barial, cremation, or removal) (Month) (Day) (Year) (&) Did injury occur in or abont home, on farm, in ind place, in public place?

18.

19.

(¢} Place: burial or &mﬁ%
(o) Signature of funeral director

o agpes___ MOX1cO,MoO M
@ mﬂ:&'ﬁfb ® zz;, X7
Dats received local registrar) { Registrar's atare; Address{”

Iy t. f place)
{hoect ,(g'ﬁc;m of injury.

{Licensed Embalmer’s Statemont on Reverse Side) A




RECEIVED
District Health Officer No. 10

Diskrict.FHe Nmbor--...:.c:ff 135~
Date Filed JAN ! j}:@'

STATEMENT BY LICENSED EMBALMER

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

. e _..Earl E, Precht ' i veer Registered Apprentlce No

Slgnprl 7-1 ./ Z— @ e 4_/(4_

. Llcensed Embalmer No..31 89

working under my personal supervision.

IR " P.O. Address.. Mexico,Mo.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN H.ANDWR[TING (Failure to comply
the above consntutes grounds for revocation of license.) . : * _
* "« If this body is not embalmed, fact shou!d be so stated above.




