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WRITE PLAINLY=-USE UNFADING BLACK INK—MAKE A PERMANENT RECORD
N. B.—Every item of information should be earefully supplied. AGE should be stated EXACTLY. PHYSICIANS should state
CAUSE OF DEATH in plain terms, so that it may be properly classified. Exact statement of OCCUPATION is very important.
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MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH e oo 133

FILED MAR 14 184 Primary Reglstration Distict Mo 2.0 0 " tsrars o L L

Reglatration Distriet No

1. PLACE OF DEATH:

(ﬂ)]County "
(b), City or town..._._......._._ @M R

(If outalde city or town limlts, write “RURAL" and name of townakip)
(e}ZNlma of hoxpital or institution:

Inthiscommunlty.

(If not io hoapita] er fnstitutios, write street cumber or location)
{d) Length of stay: In hospital or instituticn

(Specifly whether

yoars, months or days)

%. USUAL RESIDENCE OF DECEABED;

/
(@ suu_ZZZECZj Q .._.....f..:.....__ﬂ

(¢) City or town__ &0 e !
(1 ontslde city or towa limit, write “RURAL*)
(d) Streat No. . /
(#1 rural, glve loontion) . U
(e) II forelgn born, howlongin . 8. A.? — T N

3. (a) PRINT
FULL NAME

CasiAM . Barksr

8. (b) I veternn,

name war,

8. (¢) Socia! Becurity
No..

e Su._?i__i)

8. (») me of hus%or wl.fo_...__.__.___ 6. (c) Age of husband or wife if

5. Color or 6. (a) Blngle, widowed roarried,

MEDICAL’ CERTIFICATION

20. DATE OF DEATH: Montnm.my

year. / ? d' V ‘lotn' _._..M
21. I hereby cortlly that I attended the d fro
19411_ to 19&&

that I last saw heltumplive on
and that death cecurred on the date a.nd hau.r stated abova

Duration

16. Birthplace... Baw s 5*%—— 4 i/

L éi _yeam [} Immediate causg of death - -
" 7. Birth dato of deeﬁal’ed___w_%_/gwu_lﬁz.._g N
. (Month) (Day} (Yeur) .
8. AGE: Yeoars Months Pays II less than cne day Due :o_c&ma«-_r'f[p,‘, - -_’&AA?
/ ' iy 22
7 7 7 (' | hr. min, D
N ue to.
5. Bl.rthp!aca../ -“w M Mj 4
sCil’. town, or county) (Siate or forsign country)
10. Usua| occupation. 2 OEP“- J nan within 3 hs of death) | —
11. Industry or business PHYSICIAN
Major findings: _—
E{m. Name-—_—-.%w Vn Of operations l’{q ﬂ Underline
i
2 \ 18, Birthplace -4::‘"‘ e . / ; (e Lg:fﬂ:&';ﬂ::ﬁ
ty. town, or to of | nrdznmntn mhould be
E 14. Malden mme_M—' M: O autopey charged ata-
s —— ‘|tisticaily

16. () Informant’s

Date recelved

(City, town, or (Staps or foreign rmlntrr)
(-/ "L"

ey, -

4

22. If death wan dus to external causes, fill in the following:
(a} Accldent, suicide, or homicide (specily)

(b) Date of occurrence.
(e) Where did injury cecur?
(City or town {County} (State)
(d) Did injury occur in or about homs, on farm, {n Industrizl place, In public place?

{Specity 1ype of place}

While at work? Cam ) Munso!l ury s
' (447 e
28, Signature " ) ol g /B bl M. D). vr other,
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RECEIVED . .
District Health Officer No. 10

———————

STATEMENT BY LICENSED EMBALMER

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

, Registered Apprentice No...... . ,

working under my personal supervision,

. ~ Licensed Embalmer No / / 44 G B
. PR 0. Address . P2l

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

If this body is not embalmed, above space should: be left blank,




