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Registration District No...

MISSOURI STATE BOARD OF HEALTH

- STANDARD CERTIFICATE OOF :gEATH

State Fils No

8784

Registrar's No 2191

Primary Registfifion. District No.. B 3 M0 %

1. PLACE OF DEATH: -

(s} County. 72 o)

(d) City or town A’j M

(:réﬁ’&du mty&'
{¢) Name of hospital or institu 2

{tf notin hoapital ar institution

{d) Length of stay: In hospital or institution

in this community.

rite atreat numbqr or lncluon)-—_o——-{—_"

wn limits, write "RURAL" cod name of township)

{Spocify whether

ycra, montha or days)

2. USUAL RESIDENCE OF DECEASED:

(a) State..... gf.o ...

{c) Cityortown_ A

(d} Street No / ,q Z

. (¥) Cpunty.. /

' Z;Njgiu:ﬁy ts “RURAL")
. /f ,E - i

S

T {If raral, gis location}
ey S

(¢} Citizen of loreign country?

———

{Yen or No)

A7)

If yes, tame cotntty

sarenr Fyped F. J'uttonf

3. (b) If veteran,

Tniame war. m

. (e)

U 5. Color or
4. Sex.. M’ race...m...........

6. (o) Single, widowed, ma.rrieg.

I di‘mr“d“"WM(‘.hat Tlastsawh alive on
- b {¢) Age of husband or wife if

alive.......

8. AGE: Years L] Montha

Days If less than one day
_9 '.2 7 / 3 hr. min.
9. Birthplace )/
(Stath of forefim coantry)

10, Usnal ocenpation........ <kt

—
™

. Industry or busin

. Name.._ ...

N
=

13. Birthplace,

v

15. Birthplace

MOTHER FATHER

{ 14, Maiden name.

16. (o) Informant . _f .}
(b Address ...

17. (a}
(Burin}, cremation. or removal

{¢) Place: burial or cremation...

18. (a) Sigrature of funeral director,

A L/ p
oo AR 475 ‘ém

(Dsate received local registrer)

MEDICAL CERTIFICATION

jal Secu 20. DATE OF DEATH:, Month. YAl
0.5/~ - 7244 resr. /.. 72

BOUT e

day R

21. I hereby certify that I attended the deceased from

_min:ej_.. -

19..., to.

19_ .

and that death occurred on the date and hour stated above.

1 J—

Duration

lmmed[ate%e of death,

Due to

Qther conditions

(Inclnde pregnancy within 3 months of dedih) . /‘l
!
s PHYSICIAN
Maior findinga: 1 / i B 2 —
Of operad qo T Underline
. b
Of autopay. Vy f 1;Vhouldmbe
3 sta-
tistically.

. If death was due to external causes, fill in the following:
Accident, suicide. or homicide (specify)

Date of occurreng
Where did [njury occur?

(d} Did injury occur in or abont home. on farm, in ind

(City or tawn) {Cou

ustrial plnce in publSc place?

While at work?._....

(Bp-d!r (l-:;w af Dl-n)

N

of Injury i inil e

v N (M.D.orother)_..__..

..—. Date eign

slealy,




STATEMENT BY LICENSED EMBALMER

Lt F—

. N _., - Al 2 " .
I hereby certify that the body whose name ia recorded on the reverse side of this certificate was embalmed by me, or by

, Registered Apprentice No
#

7 B

Licensed Embalmer Nojg_s—q:;

- working under my personal supervision:
T - . Py .

P. O. Address.

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

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