. 8. No. 2 Wy AN &1 15941

—4-13.40 DEPARTMENT OF COMMERCE
. 5-17-39 Burgavu oF THE CENSUS

T X231%9
Registration District Nu...z_91

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH s rano. SY96
Primary Registration District No................‘]..0.0.B " Registrar’s No. 24@6

1. PLACE OF DEATH:
{a) County.

-~ O

(c} Name of hospital or institution:

@ Cityortown. S _.__Lonls, Mlsgourd . _

(Ifolhndn city of town limits, write "RURAL" and name of mwn:h:p)

Gitv. Sanitarium:

years, mornths or days)

{Irnotian imwﬁul or inatitution, write n
(4} Length of stay: In hospita] ar [nstitution

In this community....., 5 ....... . I.'.S.....l....m..o.,-

numher or lo(:ulmn}

lﬁdy

Spamfy whether

2. USUAL RESIDENCE OF DECEASED:

(a) Smt:....Miﬂ.a-:Qllr i....._.____ (¢) County. d O G I 3
Loy is . / 7

(It outside cl& or town limits, writo* RURAI}')‘

(¢} Cityortown St

0. 16 AW Street No ‘%'%00 Arsenal St

(lfrural givo location)

11 () If foreign born, how long in U. 8. A.? years.

3 R e JOHN_VIRGIL RICE

3. (b) If veteran,
name war. O

3. (¢) Social Security
No. NO

3. Color or

6.
2 sex_Male®| neilhite

Mra &1mg.,

6. ) (b) Name of husbandor wife

{Month;

7. Birth date of deceased . F ﬁhr_\lﬁr.y.._.a ,__lg S]__.._.__...l; -

(a)} Single, widowed, married,
divon:ed} Diwvorced
6. (¢) Age of husband or vs;ife if

alive. L YeAr

(Yeard

MEDICAL CERTIFICATION

20. DATE OF DEATH: Month.... Jlareh....day... 151}2; S
¥ear.. —1.9_1_.__..__.._.11;’1111' . l 2_3__.0 5 e mintte. ... E;

23. T hereby certify that I attended the deceased fromMﬁr Qh_ - llilf I R——

1939 oo March 1hth 19_4....1.,
that I last saw b im alive on March lLl'. lgul 19 4

and that death occurred on the date and hour stated above,

Duration
Immediate cause of death

General Paresis of Insane 3-1H-39

8. AGE, Years Months

s | 1

Daya

13

If lesa than one day

hr. min

5. Birthplace... 3. Luonlag, . Missouri O

e

Due to

Exfoliative Dermatitias . 3=U=80 )
Due wBronchial--Pneumonia,——3~1b-pl...

MOTHER FATHER 2

{ 14. Maiden name

&

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

17. (¢} & gl gk

18. (g) Simture.d-?nJI direc

) Address™?

(Civy, town, or dounty) {State or loreign comntry) ra
10. Uszual occupation A+ tendant . . q%?::lﬁfft!"m within § momtha of dos V’
. Industry or business.... c_ity sﬂ.ﬂltﬂrium ..................... = PHYSICIAN
{ 2. Name__ Thomas Bice. _ .| Mg T LAY o IR —
jal
Lis, sinpiece_Unknown....... Y Ireland _ . Vi fo B laldsie
(Cl? town, or county) (State or foreign country) NO Y‘;‘ b [which death
known: Of autopey. : - skould be
o : b charged sta-
15. Birthplace Unknown ’)f Ireland = tlatically.
ity, town, or county, 7 {State ar forsign couantry) 22, If death was due to external causes, fill in the following:
{o) Informant. _%J . (a) ACddm.t . sulcide, or homiclde (specify)
{b) Address ‘311-00 Argen ﬂ 1 8¢ Date of occurrence.
(5) Dgy thereofmd‘)s/\/ ! 8’ /7 .’ Where did injury occur? e mprm— - o
" Ww or L
(Barial, crematian, oe (Manth]-ghy) (Vear) Did injury occur in or about home, on, farm, in ind p!a;e in pubuc place?
. (&) Place: burial or cremation (‘, 7. /
v" ‘7 {Specify type of place)
< a hile at work?, (¢} Means of injury_.._ﬁ ~~~~~
19, ¢ ) ® : ,‘ 23. Signatnre_ﬂ 12,_5‘“‘2’&4 (M.D.azather)
. (8, gt W —
&&..L'Zu }%ir Address .. __.. Date dgn:dé.‘i‘...# ’

t on Reveorss Side)

(Li d Emhal ‘s Stat



i e . . A ot

" . STATEMENT BY LICENSED EMBALMER - S

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.._..

N workmg under my personal superv:s:on.

ST -"""

- - Y. ) - [ . : ) .

P. 0. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
tlm above constitutes grounds for revocation of heense )

if this body is not em.balmed, fact should be 80 stated above: - e




