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DEPARTMENT OF COMMERCE MISSOURI STATE BOARD OF HEALTH

LD, AR 1

W- : STANDARD CERTIFICATE OF DEATH State File No

Rez!strétlon District No..... /£ / ........ - Primary Registration District No..... %ydé Registrar's No.

(.

1. PLACE 'OF Ij‘g? Ce - -
(a) Conaty. R &ﬁd—

(&) City or town..

(lfou- of “;n hmn.s. write "RURAL™ an we of tawnship)
(¢} Name of hospital ofA

Er tution /

{If oot in hospitel or inslitution, writs streat number or locatian}
(d} Length of stay: In hospital or institution

J@/f \(Spocll'y whether
L

Tn this cornr'nunity..“... o o e,
years, manths or days)

{a) Stat%ﬂdw ....... (b) County......

2. USUAL RESIDENCE OF DECEASED:

(¢) City or town...

(d) Street No.

(11 outside city or town limits, wriy’ﬁURAL") /s

(If rural, glve location)

(]

(¢) Citlzen of foreign country?.

If 'yes, name country

(Yes or No)

3. {a) PRINT

FULL NAME {2 e’ - W N

3. (b If veteran, 3. Yo} Social Security |
name war. /Vﬂ' No. e

6. (a} Single, widowed, married,

5. Color or
4. Ser—?‘ ! Tace 'W ﬁdworce $

6. (b} Name of husband or wife.....cccoeceeeve . 6. (€) Axe of husband or wife if
. alive ... ..yearg
V4
7. Birth date of deceased. A2 _ £~ / 845
(Moaph} (Day) (Year)
4. AGE: Years Maonths Days If lesa than one day

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

9' 3 ,.‘3 - //- hr. min
el 0 .

9, Birthplace.
(Gtata or forsign country)

19, Usual cccupation.... £

11, Iadustry or husi

o

g 12, Name. " 4

[>]

2| 13. Birthplace N s ¢ -
.. (Stave or loreigo country)

E 14. Maiden name.. &

= 3

S 15. Birthplace

=

Ay zvies

Dayy (Year)

(b3 Address........

19‘ (c) L ; %é’_l(é‘lrug% (—-b——

lEDlCAL CERT]FICAT[ON
e
20. DATE OF DEATH: Month .

07 107 Wiy ey o

21. 1 hereby certify that I attended the deceased from

- A 2 19mw EIrtan.

:u.m XA,

that I last sawh plive on
and that death occurred on the date and hour stated above.

e 19}

Duration

V4

Due to...... M%M// /

Other conditions, &

(1nclude pregoancy within 3 months of death) “

PHYSICIAN

Major findings: 0N h
Of .operations

Underline
the cause to

Of autopay.

'which death
should be

charged sta-
tistically.

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

(). Accident, suicide, or homicide (specify)

(’3 Date of occurrence.

{c) Where did injury oceut?
(City or town}

(Caunty} ate)
(d) Did Injury oceur in or about home. on farm, in indnstrial plac: in public p]ace?

(Swlfy type of place)
M

(e eans of injury.__ ..

- (M.D. orother)%

/Zﬁ O I * (Licensod Embalmer’s Statement on Rérerdt Side) / %

Date signed.. M "-r



te
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RECEIVED -
District Health Officer No. 7, |
District File Number__ %~ ¥ 2 - -17 2

———— e e

Dote Filed ._ K ~ & ~ & 2

STATEMENT BY LICENSED EMBALMER

.

I hereby certify that the body whase name is recorded on the reverse side of this certificate was embalmed by me, or by.
: : , Registered Apprentice No.

working under my personal supervision.

Sighe ;‘._.‘.', e MY - £ o :
. ‘ ' .Licensed Embaltmer No....‘_?e5 o \5 ’ ?

(A<

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. {Failure to comi)ly with

~ P. 0. Address

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




