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DEPARTMENT OF*COMMERCE MISSOURI STATE BOARD OF HEALTH

( .
BUREAY 0 Tax Canivs STANDARD CERTIFICATE OF DEATH sweruene 124909

JRE!AE‘LI ;&Mg Prlma.ry Registration District No. __j_/LZ_,..,.... Registrar's No. & 4

1. PLACE OF DEATH: Ay .
(s) Cotinty.

(b)'Ci;y or town y, ) deﬂmj

(1 outeide city or town limits, write “RURAL" and came of township)
{¢) Name of hospital or inatitution:
_

(1! not in hospital or institution, write street number ar location)

2. USUAL RESIDENCE OF DECEASED,
{a) State LW&) (%) County.

(¢} City or town

g

" (If outaids city or town limits, write “RURAL™)

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

Lengt : institution Lo (d) Street Na
&3] h of stay: In hoapital or institut e A s
e
In this community. =2
yours, months or duys) - (e} Ii foreign born, how long In U. 8. A2 Years.
3. {a) PRINT ' MEDICAL CERTIFICATION al I
FULL NAME..NMMM“MMMM@
20, DATE OF DEATH: Mont e =
3. (8 If veteran, 3. {¢) Social m year LAUD. bour £ . minate M
name war. -
21, T hereby certify that I attended the d from
5. Color or 6. (a} Single, widowed, married, i 135 o /7 WD
4, 4 -+ race.. . X L. divorced N4hat T last sawh allve on, 19._:
6. (b} Name of husband or wife .. Y==—""___ 6. () Age of husband or wife if || and that death cccuirred on the date and hour stated above. Duration
’
Immediate cause of death e .
7. Birth date of dmedm.“M&iww 1.5, ..“.._L8 2? ------ J 2 L
(Month) (Dnr) (Your, / ) B e
8. AGE: Years Months Days If less than one day Due M 7 M
G)‘l’ ? l b hr. min I — (/
T Due to, fad
9 Blnhplau__m . _ f NS
- (Clgwn. or county) {3tats or forsign country) 4
Onther conditiona.
10. Usual occupation.._. M&k&!&&%___# (Inctods pregnancy within 3 months of death)
:. Industry or busin oo B PHYSICIAN
r : -
E 12. Name. .. . & op-mnrzl!\n!_ L
Underline
= 1 13. Blrthplace thl:i?l;g*tlg
(City, town, or ty) (State or forwign conatry) W €8
e . Serddin E Of autopsy.... b= ahould be
E { 14, Maiden nam b chargd sta.
8 ¥.
) hul Pa— {
= 1$. Birthplace (City, town, or (Statear country) 22. If death was due to external causes, fill in *he following:
Fnad. g&gﬁ! JD{a) Accident, sidde, or homicdde (specify)
16. {(a) Informant....ﬂ:_m - p —
(5 Address {8 Date of occurrence
17. (@ : (%) Date mfw (e} Where did injury occor? (Gity o tomn) (Cova i
{Burisl, cremation, or removal) cath) (Duy) (Year) {d) Did ipjury occur in or about hotme, on lnrm. in industrial pla.ce in public place?

{¢) Ptace: burial or crematia

18. (a} Signature of fungra . M%

-#—\ Spacify f place)
’aaﬁ'hﬂ% work? ¢ HHEn f
23, Slgnature 4

Address...

(Licensed Embalimer’s Statement on Roverse Side)




RECEIVED = .
District Health Officer N g

District Fils Number /44 2 >
: _Dawe ,'.Fued_____T_,;/,_':gz_ﬁL..é,

STATEMENT BY LICENSED EMBALMER o=t : :

- 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.,

Signed

Licer;se.(i Embalmer No

' , P. 0. Address
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply w

the above constitutes grounds for revocation pf license.)
If this body is not embalmed, fact should be so stated above.




