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

DEPARTMENT OF COMMERCE

HEEFEEE 187042  STANDARD CERTIFICATE OF DEATH  © :'éuieeus v

MISSOUR] STATE BOARD OF HEALTH

e

Registration Diatrct Nu.._‘_._...qv__LL__ Primary Reglstratlon District No._&.g_ﬂ:;\ " Repistrar's No.

1. PLACE OF DEATH: -
(8) County. JaSDer

(¥ City or town JOD]- in M.v}

(lfout:lde cil.ﬁ or town limits, write *“RUBAL"™ -nd name of township)

{¢)* Name of hospitgher ins on:

(It not in hoepita) o institation, writs atroet or Yocation) -

{d) Length of stay: In hospital or Institution

2. USUAL RESIDENCE OF DECEASED:

(@) State Miss ouri @ County. ] 88DAL b

(c) Clty or town JODl in Mo:

(It ontaide le or town limits, write "RURAL")

@ steetNo._o18_Penn, Ave;

10. Usnal oecupation_£&1inter and decnrstor

11. Industry or b
Foe

{:z. Name Charles Parrisb'

a o7 e

= L1s. Binbplace (Ohio o S -
14, Malden name CEPPIS Worrig S rimenn

2{ 15. Birthptace WeS t Va, zE / B

(State or fordign country)

-
= 10f.autopey.

her conditiona

(Specify whather (3£ rural, give location)
In this community. 50 years NO 0
yoars, months of days) (¢} 1If forelgn born, how long in U, 8. A.?. VEars.
MEDICAL CERTIFICATION
3. (a) PRINT
FULLNAME. . BOY P i oh e
J- i 2. DATE OF DEATH: Month_J 810a 25 glay 42,
3. (b) If veteran, N 3. (e) Social Security year. T, hour. _5..___0_?41“" 0 bate . e M,
name war. Q No. “:ﬁ 3 - V
- 21. I hereby certify that I attended the deceased fro i, 2 1
5. Color or 6. (o) Single, widowed, married, 5 to. 724 j(,( o
nale white \3 ;”Dj‘g[grg;gd ) o T e
4. Sex = race divareed that I last saw h.lasw.. nlive o LAs 1972
6. () Name of husband or fo . 6. {¢} Age of husband or wife if || and that death occurred on th te and hour stated above, .
Duration
— Nﬂ‘@ raco allve years || Immediate cause of death, .. N
7 Birth daté of deccased NOV. 15,..41882
(Month} (Day} (Year}
8. AGE: Yeara Months Daya If less than one day
59 e T 2 10
e hr. min,
LR / e to.
9. Birthpla N . I T
&ki l., town, or county) (Stats or forelgn evuntry)

+ (Include pregnancy within 3 months of desth)

THYSICIAN

M Atz

Undertine
the cause to

fwhich death
should be

charged sta-
tistically.

17. {a) Bur i 8,1 (%) Date thnme B.n . 28 Z+
- (Burial, crevmtionror Tetiy 5 (Month) {Day) (Yur)

() Place: burlal orereemtion___LOY@8 1, Park Cemetedly

18. (a) Signature of funeral director. Hublbut Und ] Co; i1

() Address_____ . 1ix Mo
19. (o) _l_"_.?.z:r_‘f:)—.(b)
{Da 1 Joca] regh: ) J

3() Where did Injury occur?

22. If death was due to external causes, fill in the following:

(2) Accident, saldde, or homicide (specify)
(3) Date of occurrence.

(d) Didinjury occurin or about home. ou farm, ndu.ru‘in.l phu:e, in pubuc phce?

) 3 [ placa)}
While at work? ¢ n-dfr(:)'m ¢

e/ D

S (Licensed Embalmer’s Statement on Reverse Side)}

Means of injury




“wr

AR B

J/;’ g

\Z

STATEMENT BY LICENSED EMBALMER -

) —'v‘b_'orking' under my persoual sl}p

. Reglstered Apprentxce No.

m‘/m

I hereby certlfy that the body whose name is recorded on the reverse side of th:s certlﬁcate was embaimed by me, or by

ﬂzoﬁw}ig

ot [ R - Licensed Embalmer No. 2 6 b/é

o ) P. 0. Addfess.......

Note: The abové MUST BE SIGNED BY THE LICENSED EMBALMER in lns OWN HAN
the above constitutes grounds for revocation of hcense.) . i

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

. (Failure to comply with



