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MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OE @w H

Primmary Registration District Now. oo

State File No -l—ﬁ 8 38
Registror's Now .. 4&56_

1. PLACE OF DEATH:
(s) County.

(3 City or town St TLinnig
{I{ ontaide city or town limits, write “RURAL" and nams of township)
(e} Name of hospital or iusutuﬁon
itnal é

b dnhng Iloen

{If not in hospital or m:th.m.in-, write atreet number or loeation)
(d) Length of stay: In hospital or {nstitution

(Spacify whether
In this community.

yonry, months or days)

2. USUAL RESIDENCE OF DECEASED:

@

)

(d)

()

@) Comnty__ob _LORis 9é

iliasonuri

State.

City or town Tirkwond % /") ﬁ/
(If outalde city or town limita, write “RURAL") 3

Street No.— 132 1. Kar¥wond Rongd,

{If rural, givo location) '

/£

If foreign botn, how longin U. 8. A.? years.

3. {a) PRINT

MEDICAL CERTIFICATION

FULLNAME. L harles 7T Parker 2=
20. DATE OF ?%TH: Mont £ 8 —-day.
3. (b) If veteran, mmemmmmwa 3 (c} Soclal Security year. 7 @ ainate oS £,
name war. No._ZZ7-7T 727 /
21, I hereby certify that I attended the deceased frpm
5. Color or 6. (a) Single, widowed, married, . 19 gz
11 éj 17 - e —F -
4. s tOle A/ neThite | divoroed?llﬂﬂ.‘...’.ﬁi._. that Ilast sawh_Josy aliveon ___ dN gopny 2. % A& ) 19__ “/
6. (b) Name of husband or wife_.. ... 6. {¢) Ageof husband or wife if || 20d that death occurred on the date and ‘hour Duration
alive..... _years || Immediate cause of death.. [ Lyl Zelotios o  OF N E LD I
7. Blrth date of deceased Ontolhar 17 _1R4R L2 L
(Month) (Day} {Yoar) / b " E
4 Fiaa
8. AGE: Years Months Days If less than one day | Due to. s L ﬁ
9 2 7 A hr. min, ¥ }g)o <
Due to ¥ii
9. Birthplace S+ Tnnie UTH o rd 4 Fi y
(City. town, or county} - (Stote or foreign country) * ) - L
Ret i .- Other conditions.. - WL{_&\
10. Usual occupation Retired v . (fnctode pr within 3 of foath)
11. Industry or b PHYSICIAN
i T s M - Major findings:
E 12. Name Hathanial ¥ Pa r'l« 3y, of oil;er:fgifmn U;li
o o
=113, Birtbplace / Xentucky the cause to
. {Clty, town, mn_F_vJ (State or foreign coontry) of ) o .. Wﬁ"“h death
§ (14, Malden name’ 24171 n_Besx BIODSY. oo . ihould be
. i N
'6{ 15. Birthplace Indiana stically
= 7 (State or foreign country) 22. If death was due to external causes, fill in the following:
i6. (a) I n.fo' b A . {a) Accident, sulcide, or homicde (apecify).
® Address_ TG KITneld” RA Hirkvinga )||d2) Date of occureace
17 @ . Blarial " ') Date thereof.__ D 2A 1047 (0 Where did Injury cocnr? e s e
(Burial, cremation, or removal) {(Month) (Day) (Yeas) (d) Did injury occur in or about home, on farm, in ind place, in public place?
{¢) Place: burlal or crematio
18. (a) Signature of funeral director. While at workh (Bpedity (':)”'3' place) Afiiry - “!. -
o) Addrm,!_.ﬁl..a!l 23 g t' / 14 o
. Signa ___ . or other,
19. (a . !
m&é Addresy Date s!lmed.i_j_z..’g




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name i; recorded on the reverse side of this certificate was embalmed by me, orby... oo

) Registered Apprentice No

Slgnpd %Wﬂ /<7 /é;a'/y .........
L:censed Emba/lpg
- P. 0. AddressZl.=

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hie OWN HANDWRITING. (Failure to comply wit
the above constitutes grounds for revecation of license.) .

- CIf t.hss body is not embalmed, fact should be so stated ahove.

working under my personal supervision.
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