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w BUREAU oimn Cn:ﬁsﬂu?ﬂ

DEPARTMENT OF COMMERCE

Repistration District Ne.

W Q. Kol 5IOTHE

MISSOURI STATE BOARD OF HEALTH 4 3 3 n“; &

STANDARD CERTIFICATE OF DEATH State Fite No
’-2 .SQ 3 Primary Registration District No.m_wb 3 Registrar's No.

L. PLACE OF DEATH,;
{a) County. Dav 1e8

(b) Cit:y or town........ LQQRBDIiﬂgg__ .........................

{1f outside city or town limita, write "FLURAL' and namn of tow
(c) Name of hospital or institution:

oship)

(I oot iu hospital or institution, writs sirest number or locatjan)
(d) Length of stay: In hospital or inatitution

{Specify whether

in this community. P
Y

yoary, months or days)

: )
WRITE PLAINLY-—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

2. USUAL RESIDENCE OF DECEASED:

@ sme MisBouTi_ (5} County__ DBV I1ES

@ Cityortown.. LOCKSDTings
" (1f outside eity or town limits, write “RURAL"™)

(d) Street No-.

<

{¢) If forelgn born, how long in U, 5. A7,

{If rural, give location)

3o PRINT e _John Rav Stanley

3. (b) If veteran, . 3. {¢) Socla! Security
nanie war. No.
5. Color or 6. (o) Single, widowed, married,

s.sex Male | neWhite | dgvocealarried. .

MEDICAIL CERTIFICATION

20. DATE OF DEATH.: Mom.h_ZL A{/\___—

hou.r_..__é__.d.\

21, I hereby certify that I attended the d d from

. i 19%to_ﬂ4¢__14:__. 19
that Ilast saw h_feau, plive on____._A_.M__ /‘d—‘ .

B 111 T R— . (4
-

-

{¢) Place: buda!oraematioL_LQ_c_ﬁp_z.l.Il-gs Cemc

18. (o) Signature of funera! dim'tnr F. B. HOrm&n Co,

® 141
N7,
{Date iveéd local registror)

6. (3) Name of husband orwife ... 6. (c) Age of husband or wife if || and that death occurred on the date and hour stated above. Daration
Sarah Frances. . Stanley. aliv years 1qjmgm WE of death —
7. Birth date of deceased__._slmg._.__....._._.._._.g.,o WW emvsumnmannsnens l.,a,,,e,_a - et -—W ......... [,
{Month) {Day) (Year) .
8. AGE: Years Months Days If less than one day Due to /
72 5 15 hi. min b \i\
ue to.
o. mnpullivan Count Migsouri WY
(City, town, or county) (Stats or forelgn eou.nm) d
M s (QOther condition:
10. Usual occupatton.... FETIET n e codlton Tt i
11. Industry or business = PHYSICIAN
f‘é{n Nome_RichETd M. Stan]ey 7 || Magr faainge:
O " ‘ Underline
& L 13. Birthplace. .Mugknom___ e g Unknown ":‘; the cause to
Y. tate or Doredgn country, . "‘ . :__- .
% 14, Maiden name .3 r é"ﬂ’ n*ﬂn Gh ] t Of autopay. - hd — !hould“bne.
S{ 15. Birthplace UnknOWIl Unknowvmn el : tistically.
= {City, tawn, or county) (8tate or foreign country) 22. 1If death was due to external canses, fill in the fnllowing:f..
16, (@ mormant ML 8y John R, Stanley (a) Accident, suiclde, or homicide (specify)
@ adaress_ TOCKSPrings, Misgsouri || ® Date of octurrence
17. (a) —-Blll' 181 ' (% Date thereof 3 2=1 8=" () Where did Injury occur? -
Barial, cremation, o removal) (Moats) e (1o ™ || @ Dia Injury occorin or sbout bomer on farmm: 1a Industrist pary, in public biuce?

(Specify type of place)
(e) Means of Injury.m e




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 ... ..

-—Elton ¥, Narman & E,.R..Narmen: (2374). . . . , Registered Apprentlce No.
"working under my personal supervision.
. Slgned éﬁi‘:‘l O# M
) . .
L - Ln:ensed Embalmer No 40386
. P. 0. Addre&s...Qh.illiQQ;the_,.-..l-’LO

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

If this body is not embalmed, fact should be so stated above.




