No. 2. o - 7o AR IAY 1.2 1841 :
4-13-40 DEPARTMENT OF COMMERC ISSOURI STATE BOARD OF HEALTH ' ';

Bukesy or mie Crssus STANDARD CERTIFICATE OF DEATH R 1

C.ﬂ

1 Xzaise

f
", Registration District No....._... _..7__..3.,_. Primary Registration Distriet fio_..d__Q._LE_A Registrar's No 6 /7(
Y

T - - -
1. PLACE OF DEATH; i 2. USUAL RESIDENCE OF DECEASED: 4 -
(@) County St. Francois . o ] ? j{
® Ronts Sy Fagweols Toa (@ state__ Misgourd . ® couny_HMadison

{If ontaide city or town limits, write "RURAL" ond pama of lmnnhip)
{¢) Name of hospital or institution; -

(© Cityortown._tredericktowm

Stote Hasnital Na. /7 v 2l (IT anteide ity ar tawn [mits, write “RUBAL™) y
(1f not in hospiial or inatitntion, wrile strest number or location) . )
{d) Length of stay: In hospital or institution 5 days (d} Street No. . .
(Specify whether (I{ roral, give location)

In this community. .
years, months or daya) (e} If foreign born, how long In 1. 8 A.2 years.

MEDICAL CERTIFICATION

3. {a) PRINT GEQORGE MILLER

FULL NAME

20. DATE OF DEATH: Month 4 day 22 5
3. (b) If veteran, 3. () Social Security 1 1 Q
name war. Unknown No. Unknown year. 941 hour. mlnn]f.p”‘!}z!l M
21. I hereby certify that I attended the deceased from A—- B
Mal 0 5. Colot or 6. (a) Single, widowed, married, 19 to L=22-11 s
e §hi S - . oo et
4. Sex race _Iﬁ‘hl‘ts divorcea Single ) that I last saw b aliveon &= 22-41 o T
6. (b) Name of husband or n-i.t'e,.N...D...n_..e...._._...__ 6. (¢} Age of husband or wife if || and that death occurred on the date and hour abatec} above, .
aliv Immediate cause of dearn_0€Nile DSychosis with| Duratien
7. Birth date of deceased July 1 th / ﬂ 2 [terminal exhaustion.:
{Month} {Day) 7 {Year) :
8. AGE: Years Montha Days If less than one day Due to. Bilateral massive lower lobar
Y 5/ preumonia (terminal) 1 day
78 hr, min

I(), e to Carcinoma left lower lip nknown

9. Birthplace Unknovm _Mlﬁﬁﬁm.é)_ . hronl ¢ nenhrlgl s, Hypertensiv
: (City, town, or eounty) (Stote or foreign country) Ert‘envsci‘erom%——— —
‘ . Other conditipns.

0. Usual occupation NORL@ H ~ (toclade preguancy within 3 montha of desth)

-

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

i1. Industry or business.. - . : / n PHYSICIAN
E{ T eme— || P e d U7 ) —
- - - - o
2 15 Birehplace..... UOKIIOWD q thecanseto -
: {City, town, or county, {Stata or foreign country) NO :VI}IJIChIddEE;h
| o i4. Maiden nme—lIaI&aIE:E__B]JIgES -~ Of eutopsy - - - y ou “;_
57 15. Birthplace Unknown ({ , tistieally.
= {Cisy, town, or conoty) (State or farcigo country) 22. If death was due to external canses, £l in the following:
16, (a) Informant__ State Hogpital No. l, Records (@) Accident, suicide, or hs ’\]’6 (specify}.
@ Address__ Farmington, Missonys () Date of occurreace )

did 1 7
17 @ Burial. ... @) Date thereol__f= %zfl_ (©) Where did Injury cocar reTeper— G o)
{Borial, cremation, or removal) } f=h [ Mo ay) (Year) Did iniurzrur inor a;loat home, on farm, in industrial p!aoe. in publie place?

{c) Place: burial or cremation e
18. (o) Signature of funeral dimctgr Déxon iuneral Go
redericktown,, Mo
(&) Address -
19. (a) W 22-%/ w ﬁu% //
({Data Feceived keal regiatrar) [Raz-tnr ‘s sigatare)
{Licensed Embalmer's Statement on‘ﬁevmo Side)




- -~ 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

" et Registered Apprentice No

working under my personal supervision. ' . s
(.0
¢ e

[
[ P. O. Address.. \/ 4

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING . (Failure to comply wit
the n.bove consututes grounds for revocauon of l.lcense.) -

’ If thl.s body is not embalmed, fuct should be so stated above.




