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

DEPAR MENT OF COMMERCE

U OF THE Cm«sus

MISSOUR! STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Pritnary Registration District ND....&.O.&.[...._._

State File No.

Registrar’s No.

(a) County....._.,

(8) City or town..... 2
(lfonuide city or town lipg
(¢} Name of hospital or institution:

F rper e

{If not in hospita! or institution, writs street number or location)
(d} Length of stay:

FRAL"” and nafhe of toweship)

In hospital or institution........ o
(Specify whether

Jn this community.
years, months or days)

2. USUAL RESIDENCE OF QECEASEDI

J AR QL2 (b, Coumy...”.
L

(¢) Cityortown...

(d) Strect No../. / .2 am f'd

(e) Citizen of foreign country?

{a) State../t.

('Ihfrurl.l. zive location) T

cgeu or No}

1f yes, name country

3. (s) PRINT g EZ%
FULL NAME M

3. (8) If veteran, 3. (&} sdms-_-cumy
No o

name war.

6. (o) Single, widowed, married.

divoreed...._. M.)A

. s,z/mzf ) M
d%"{“;

r wife....
<

MEDICAL CERTIFICATION

20. DATE OF DEATH: Month day.
year. hour. minute M.
21. 1 hereby certify that I attended the deceased from.._. .3 B
19, to. # T
that [ last saw h_£A. alive on__ A 3 . 19.%
and that death occurred on the dgte and hour stated above. i
’ Duration

4

/ - ahve_. yem_ ,Immediate cause of death '
7. Birth date of deceased... 47 ............. M._ ﬂ@ J-.. Al AP el | £
(Day} {Yoiz) -

8. AGE: Years Months Days If less than one day Due to

ng 1 71 6

7 7 Due to
9. Birthplace..m . oirssrrmmmrmee e _..9

{City, town, or conniy)} (State or foreign country) X ‘ >
Other conditions.

10. Usual occupation. (Iuclnde pregoancy within 3 months of death) ’

11. Industry or business.._.
o
g 12. Name....@ " ot -
=
£ { 13. Birthplace

. town, o, ty) (State or [oreign coun
Eﬁ 14. Maiden name.. : o A L. ...
E 15. Birthplace "‘ﬁ
= . {City. town, ?ntyz (Suh’w foreign coontry)
16. {a} Informant

(b) Addre
11. {a)

_ldn-bu.l' W o

(b) Date thereof,
{Burial, crexation, or nmnval)

{c) Place: burial orcremation.
18.. (a).Signature of funeral director..

L1 PHYSICIAN
jor findings:
Wajor Endings: [e) 4
0 F-d Underline
the cause to
'which death
Of autopay. should be
ed 6ta-
tiatically.
22. If death was due to external causes, fill In the following:
(¢) Accident. suicide. or homicide (specify)
(¥ Date of occurrence.
{¢) Where did injury oceur?
(City or tawn) {County) {Stete)
(d) Did injury occur In or about home, on farm. in industrial place, in public place?

[{)] Addrm?ﬂ’ / 23, Z(M. D. or other) p
19 (0)(%1_“‘%'-&#]‘2&) i (ﬂe"nulr'nli-cmm' ) Add —— Date slgn -~ 2“
4

SOk

{Liconsed Embalmd/s Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

I hereby certil'y that the.body whose name is recorded on the reverse side of this certificate was embalmed by me, oF by......ccoovmmrecrecmrecaern

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

working under my personal supervision.

Licenséd Embalmer No..... . ... Lo

P. 0. Address.__..‘.....m

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

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




