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

]

'fﬁl;ARmENT oF COMMERCE MISSOURI STATE BOARD OF HEALTH

M“ﬁ&i" “’fﬁ STANDARD CERTIFICATE OF DEATH
Registration District Nn...%.m Primary Registration District No._ﬁg.g.,d._f:_

D3k

Registrar's No / a

State Filte No

t. PLACE OF DEATIL?
{a} County. [ l‘(ﬁ"_
(b) City or town Bowlini. = KEEN

{1t outaids tity or town limfls, write “RUAL" 2nd name of townskip)
(¢) Name of hospital or institution: /

{If not in hoapital or institution, write street number or lucotion)
(d)} Length of stay: In hoapital or institution

{Specify whether

In this community.
yoars, months or days)

(5)1 State... _ﬂf LSS Q Lok ... 3]

2. USUAL RESIDENCE OF DECEASED:

County. ﬁ AL; ?(7

{¢) Cltyortown ?ﬂn— . L 0

(If outaide city o
(d) Street No

r town Hmite, write “RURAL"™) O

(e} Citizen of foreign country?

([{ rural, give location)

(Yes or No}

If yes, name country

s s Francis. Alvin Siyre

3. (&) If veteran, /_ 3. (¢} Social Security

THAME WAT. No.

5 Color EJ 6. {2) St widowed, romesied,
{J .li' d.i\-eveu!'_'_".'.'_..j.__.'._...._.....
A

IFICATION

MEDICAL CER}
20, DATE OF DEATH: Month. ; -&ér‘ day,.._‘z‘f[ % ...................
~
year.... / .g _____ L .....___huur........._.,.......é -.minute, : 0 R.... M.

I hereby certify,that I attended ge dece 4&
'd_ ............ . 1 - .._%

— 19&

{Buria), cremation, or remova

{c} Place: burial or crematiun.__)?_%..

19. (a) M&Q LE%2

) 4 that I las hd‘“z(!glwen
6. —_—r . 00 (£) Ageoof bushapd op wifedit || and that death oce on the date and hour stated above.
N Duration
: alive oo mytare | [ te cause :?.f death Pl T}
&1 Birth date of deceased... Zﬁﬁ!nﬂx r .__.__.._._Z:_W_..u.._...»./ﬂé_‘f . A AAALT |
{Month) {Day) . {Year) - N .
8. AGE: " Years Months Days If less than one day Due to.. !
7 g i, 2 2' hr nmin
. gt
? ; || Dueto :
0. Bistholaee.... o ENTER 2 Missouri. -
(City, towy, or county) {State or foreign eouatry) - v 2
"\ & Other coandition: I T— [T
10. Usual 0ccupatioteesessene LR R {include pregnancy within 3 months of d
;l. Industry or busin Telor o PHYSIGIAN
2, : —
8 { 12, Name.... «Q...A._m._._._ {E. Of operations. ———= A\
B ( a_\ W Underline
& { 13. Birthplace........_... - g ﬂ;:'ccggn::g
ity, town, orgcpunty) rp——— fwhi eq
é{ 14. Maiden name....scﬂ. 2 ﬁv Of mutopsy :{l'}x‘n.?::ﬁag?
- tistically.
[g 15. Birthplace. 22, If death was due to external causes, fill in the following:
(a) Accident, suicide, or homicide (specify)
16. {a) Informantl "7V D ) —y
®) Adggids....... L‘ ) Date of sccurreuce s
" () Where did iojury occur?
17. (a) {City or town) {County) (3tote)

(d) Didinjury cecur in or about home, on farm, in industria!l place, in public place?
Y—————

Dato received local regtstrar)
7%

(Specify type of place)
( ‘) M




o

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

working under my personal supervision.

the above constitutes grounds for revocation of license.)
If this body is not embalmed, fact should be so stated above.




