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DEPAR‘I‘M—EVT OF, COMMERCE

fOCT 15" 1947
Registration District No!b??..w

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registration District No,

State File No 3 2 U 0 9 -
Regisirar's No‘?g ;

1. PLACE OF DEATH:

{¢) County.......... N\ Aﬁ!d ﬂ-"j;:

(&) City or town... /YA[ / 3 A L 'Z M 0 K ecreecsrearesemanensseeen

(llouundu c’hy or towan limnu, -rh,u I'IUIIAL 2od name of towoship)
{¢) Name of hospital or institution:

LEVERING - HOS PITA)
{If notiu bospital or institution, write -lrwtﬁ location)

{d) Length of stay: - P
r 0 {Spocify whether

In hospital or institution

[n this community.
¥years, months or dnyu)

2. USUAL RESIDENCE OF DE‘CFASED: 02
(a) Stace AYLLS. SO LK. i (5) County ﬁ A L LS 7

{¢) Cityortown... Pfﬂﬁy ol /yl,SS OU/?/

ﬁtfuumdauu or town Ligits, write "RGRAL")
£ MISSOuTE/
(e} Citizen of [oreign country?

G

{¢) Street No.

{11 rural, give location)

N O

(Yes or No)

If yes .name country

3. (a) PRINT
FULL NAME

C HAS - EDWARD-NICHOLSON..

3L (& If veteran, 3. {c) Social Security

nan'{e War. No /YO NE .
0 5. Color or , 5. {a) Singte, widowed. married.
4, Sex MAL E ramw#lm divorced.m&ﬂ/.:é:ﬂ.

6. ‘(c) Age of husband or wife if

MEDICAL CERTIFICATION

20. DATE OF DEATH: Mont!

day.
year. / 7 9‘ / hnnr_____,.__,,,,.,LQ [ ute, A’.JM
21. I hereby certify that I attended the decea: - -

AT

that I last saw ns M alive un..........&

iy

6. ‘(5) Name of husband or, wife... and that death occurred on the date and our stated above, Durat
ARAN ~N] cﬂdl S Q A/ alive_. 2 - vears || Immgdiate canse of death 4 o
7. Birth date of deceased..23 PP/’" - s /Q?é f ----------------------- ) W' - 2%"
{Maonth) Day) (Yeur) Fy
8. AGE: Years Months Days If lesa than coe day Due to
7 3 5 92 02; hr. min, l '''''
; Due to.
9. Bin.hplace..{k,&ﬁ.{-_é._ﬁ ‘ LLbsNoLS l I = -
{City, town, or county) (State ar foreign country) = : ’ 2 5 5} p
. Oth dith W__ PRl

10. Usual occuvat:un_f/ﬂi/?mf F . ) ([u:lt:;:t;r:;:fm, ithia S mamiie of de {r.h) Q

11. Industry or business. . JbA /? M / PHYSICIAN
-} Major findings: N
g { Nome, L0 ZERT. = AYLCHQ LS8N || "6 cperons \}( v —
= - m— . i . .. , nderline
21 13, Birnotace AT L_I—MP ............. ; - ; ‘\ \\ A the cause to

it unty, EnLQuotry, S o A L .

s {14. Maiden name.. __43’27}" W/gﬁw FPET || on witoed - should be
o tistically.
E ’ 22, 1f death was due to external causes, fill in the following:

16 T, {a) Accident, suicide, or bomicide (specify)

¥ f— domes 8 (b} Date of occurrence.
iy s Lal i 2 iy
17 %) = /)4 O A L () Date thereo! ..__HG_ZZ.J () Where did injuty occur? {City o owa) {Cannte) Gt

« {Burial, cremation, of rotmoval)

th) (Day) (o)
% x{e) Place: burial orcremation.g-.. )
18. (a) Signatiu'e director..
ddrepa

19,

() Did injury occur in or about home, on farm, in industriat place, in public place?

=7 <

{Specify typa of place} '
() Means of injury.. ...... P e eeeoenze
A e M. D.or ahh.,@

L. Date gigned..ooeee -

(Lleonltd Embalm‘r‘ Suitement on Reverse Side)
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STATEMENT BY LICENSED El\imLMEn .
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her y certify that the body whose name is recorded on the reverse side of this ccrtlﬁcate was emb:lmed by me, ar—by—

........... b‘)UaA“' " LN SR ','-Regtstered*Apprentxce.Nn

.+

workmg undgr my personal supemsnon

u),uu_p.ql

1

P 0. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMEI{ in l:us OWN H.ANDWRITING. (

the above constitutes grounds for revocation of license.) .

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