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

DEPARTMENT OF COMMERCE

MISSOUR! STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

State Pile NQ_E_L}_S_ﬁ_T_

Regiatration District No....

Primary Reglatration District Noé..(.g_.f’..__

Registrar's No, {‘"g’

1. PLACE OF DEATH: ! 2. USUAL RESIDENCE OF DECEASED: 0§
(s} County Stoddard P/ ‘
® City or town.._BOERAL eRtiEad B ANT_7 PR || @ stae MO ® oty Stoddard. O
(Ifovmde city or town limits, writa"RURAL™ and name of township)
{c) Name of hoapital or institution: (&) City or town P& rma., Mo. Bural
NOn e (If outside city or town limits, write "RURAL"™)
{If not in hospital or institation, write street number or location) . ‘0
(d)} Length of stay: In hospital! or institntion (d) Street No , : A
(Specify whether (If rural, give location)
In this community. Years .
yenrs, mooths or days) (e) Tf foreign born, how long in U. 8. A.? Vears.
MEDICAL CERTIFICATION
& fo R Deloice Johnson ;
20. DATE OF DEATH: Month __ AUZ. 4. 25th
3. (¥ If veteran, ——— 3. @ Souﬁg;c]uéity vear 1941 bour 10 13O alnte P. u
name war. -
21. I hereby certify that I attended the d d from. o=
g _ 5. Color or lﬁ (a) Single, widnweiil - 19... . to - ——
sl emale | re.COlored dvorce. chot I Inst o e i o ™ = e e
6. (#) Name of husband o wife._EN1 T8 | 6. () Age of husband or wife if || and that death occurred on the date and hour stated above. _
alive_____________vears|| Immediate cause of death S tran gulation rafion
7. Birth date of d&meimmﬁie.b.mumiﬁmnm.mlﬂﬁi e
{Month) {Day) (Year)
8. AGE: Years Months | Days If less than one day Due to..100ping Cough anmd
6 6 o1 .. ' Membraneous Croup.
- Due to.
9. Birthplace Be rn i‘e MQ‘._ 0 : ﬁ .
(City, town, or county} (State or foreign conntry) y“: j‘
10. Usua! occupation - - - - Other conditions.
. Usu (Include preguaney within 3 moaths of death)
11. Industry or business PHYSICIAN
g { 12. Name___Chas . Johnson Majer tndings: ' o
= 13, Birthplace. ———— M__l_g_s_isg_i_;{;li .“'h'lémel.r“::;
L {City, to oounty)} {State or foreign country) of wkl:khl?ie%th
é{ 14. Malden nam j_ﬁﬂe_r_.__.__._.......i.. atitopsy Is g lta'E
A l"k R tistically.
E 15. B1rthplam._...%%;-§'§" wn—;‘-ﬁ——-———-— tate or foedign tomntss) 22, I death was due to external causes, £ill in the following:
16. (o) Informant - Chas, Johnson (o) Accident, suicide, or homicide (specify)
(%) Address Parma, Mo. Route () Date of occurrence
17. (@) ...Burial () Date thereof 3=27 =41, . | (7 Where did injury occur? T Tpa— e
(Burial, cremation, or remaval) ] (Month) (Day) (Yea) 1] (1 Didinjory occurin or about home, on farm, in !nduutrL.l plaae in public place?
{¢) Place: burial or crematio: Brozd Wate i -
18. (o) Signature of funeral d!rector......D‘..J...nc n Funeral S i« While at worl (8pecity ‘?ﬁg‘:’g‘ T o I 1
(5) Add Bernle, Yo, 2 (Cgro;’ger#
19. (a) %(b}@@% - "”? AR
(Dats ived local reai 4 o 2 . (Registrara sl Y Add

r U 3

(Licensed Embalmer’s Statement on Reverss Side)




RECEWED
District Health Office No. 2,

| » . ' Dlstnct Fle Numbo- ?,f// L2585
Date Filed _____ 7L f/;/z_____..

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse sidp of this certificate was embalmed by me, or by
, Registered Apprentice No

working under my personal supervision,
Deceased was not Embalmed.

Signed

Licensed Embalmer No

- P. O. Address
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in lus OWN HANDWR]TING (Failure to comply

the abave constxtutes grounds for revocation of license.} -
If this body is not emhbalmed, fact should be go stated above.



