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

DEPARTMENT OF COMMERCE
UREAU OF THE CENSUS

LA OCT™11

Registration District No....).%_..k:.__-

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH
Primary Reglstration District No._iz..ﬁmymp

31314
9.5

Siate Fils No

Registrar's No

1. PLACE OFé)EJ(\iTHz
edar
{a) County
® City or own. T2l , West Washington e

2. USUAL RESIDENCE OF DECEASED:
(o swte Missanri. .. e (8} County..... -—-C-@-d&I‘-—-—-- e 1

(?r‘gty ortewn. RUTAL West Washine

, LOWD, OF COULLY) _ {Stateor fareu:n wuuuy)

X

10. Usual occupation,

11. Industry or buasiness X

&/ 12 name.Dale _Roby

E{ 13. Binhplace. EOLK County ... . (SM%‘§£D£“m_"§M
E 14. Maiden name... ﬁ%:?g.u“emf‘ni 2. Atkl‘.ﬁa "——‘fn~6_
S{ 15. Birthplace.. EOLK Couni: Missoury .
| n or cou ‘iur.. or foreign conntry)

16. {a) Informant.

Wﬁux
) Address ockton

it @ _Burial 8 21 19

(b} Date thereof.

(L putside city or tows licils, write "RURAL" aod came of wwmhlp)f Y. S
{c) Name of hospital or institution: / / (l?;uu.d- ¢ity or tawn limits, w URAL") Y e
(a) swreetNo. We st Washineton
{If not in hoapital or inatitution, writa sirect number or location} {1{¥aral, give location) . 0
(d) Length of stay: In hospital or institution N
(Specify whether {e) Clitizen of forcign cottntry? Q {Yes or No)
in this community. X - X .
yoars, months or days) I yes, name couniry
' MEDICAL CERTIFICATION
3. PRINT
Foil. TaME_Mary._Jane. Roby
— e e 20. DATE OF DEATH: Month : day .. &
3. B I teran, . (3 urity
veteran X - year AL hour. KQ ...._____......minule....&._....._M-
name war. No -X
- 21. I hereby certify that I attended the d 401 TR, —,
F 5. Color or 6. (a) Single, widowed, married, 19.%7 to. . (2 ‘;g 2,2
4. Sex emale race. g'(t e divorced...... oo || (hat | 1ant saw b4 nlive on
6. () Name of husband or wife......... i ... 6. {&) Age of husband or wife if |} and that death occurred on the date and hour ftated a r‘"’e Duration
: .ﬂ.._._x_......yem Immedia use of death.
7. Birth date of deceased.......... AUS a..ivnesy 20 19471 | S F—
(Mooth) (Day} {Yoar) R Y,
~ & -
8. AGE: Vears Months | Daya If less than one day Due to..m. LT el A AD Ma/
X X y LA ST | e
Q.
9. mirbplace €AY County Miss n.

Otber conditions.
{Inclode pregrancy within 3 manthe of death)

i1
17
['LV

PHYSICIAN

Underline
thecause to
which death
should be
charged sta-
tistically-

Major findinga:
Of operations.

Of auntopsy.

22. if death way due to external causes, fill in the following:
(a) Accident, suicide, or homicide (specify)

'(b) Date of occurrence.

[j(c) Where did injury occur?,
{City or cown)

(Burial, cramation, or removal) {Montk) (Day) {Year)
{¢) Place: burial or mmat:on.«Rr..e.,S..th..,..C.E‘mhary ...............
18. (o) Signature of funeral director Wa G DaViS & Co.

(Comnty) {State)
{d) Did injury occur in or abogt home, on farm, in industrial place in public plane?

(Specify type of place}
M f

Whilc at work?_...___ _— iruu.ry____....___....__._ .....
® address.StOCKEON, MOa o . . A~ Qj
— &/ g a 23 Saznature.... : oroth:t)
19. (@) (b}, (AT E R S 2l
(D rocelved Tocal registrar} s #v~ _(Rogistrar’s sigratece) 1 Address clete... Date nizned.. ,

/ - (Licensed Embalmer’s Statement on Reverse Side)




RECEIVED
’ | ' _ ' Disi. .. *lwaith Officer No. 7,
. o Cistrice #iio i\um;‘nr,_,./.d..,:_.%lr_ /7.11_
Date Filnd oo ooom. [9.= €& =%/

- ) ' STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by

' —...s Registered Apprentice No

working under my personal supervisinn.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply

the above constitutes grounds for revocation of license.) \_ o ‘ R S [
: c L8 LAY . . .

If this body is not embalmed, fact should be so stated above.

- PR

Licensed Embalmer No.




