. No. 2
~4-13-40
5-17-39
[ 23159

7
2
6

DEPARTMENT OF COMMERCE
BURRAU oF THE CENSUS

RILED NOV- 12/

liexiuti'ation District No.__5

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

- —— = Primary Registration District No.._.._g.g_o..p___'_:

e

3721
’74&&*_

Slate File No.

Registrar’'s No.

1. PLACE OoF DEATH:

(8) County.
Sn rnan F 12 l r‘l
(H‘ouuifn city oF town limits, write “RURAL" and neme of township)

(¢) Name of hosﬁal orlgt:tudon ""!d B"p"lot !"'Ocpll:al
(If not in hospital or imutution. writs street number or location)
{d) Length of stay: In hospital or Institntion

APTYrRTTy
AT IS,

(b) City or town

2. USUAL RESIDENCE OF DECEASED: ‘
(a) State Pecadacane s Couty_

{¢) Cityortown.... ==

“(Ifoutsids city

(d) Street No. )TM.A e 2’ 2

(1f rurat, give location)

21. I hereby cbrtify that I attended the deceased from....

(Specily whether /l/
In this community. /
yoars, months or days) {e) Ii foreign born, how long in U. 8. A.? Jears.
. % RO //4 [ A ; # /f MEDICAL CERTIFICATION
e AL 20. DPATE OF DEATH: Month @ ef - day / b
3. (B) If et . 3 @ ear...d. l&:........_..._..huur..‘........;«,*..,................_ uute.....g .A'_ M.
name war. No...kdua?

0 5. Color or 6. (g) Single, widowed, married,
/ l& divor ‘?.d‘:c.'&l./—-
6. {¢} Ageo or wife if
Vs (-2r

(Meonth) (Duy) ("W)

- 19))., to. (P)@f mJ,_Cj./‘
Ilast eaw h.én... aliveon [-Oa]- ) (D ; :9.£L‘k“'

! t death occurred on the date and hour stated above,
"éif“#“ éiﬁﬂﬁizzz::

15

Duration

Montha If less than one day

min

hr.

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

)

10, Usual nmunminn”

. Industry or bosi . .
4
{ . I:Iame........ 7
13. Birthplace ..
14

{s

. Malden name......

;@.

18,

(#) Address,

(0) -/ . s )

{ Dute received local registrar) .

19,

Due ml/a»&{)'b{/&*ﬂc %‘\MO-—\_)
6f 12 s wto. 1 R0

Due to

Other conditions.
{Include pregnancy within 3 monthy of death)

A
Major findings

1 -
Of operations. M

Of)utopuy
b

'22. If death was due to external causes, fill in the following:
(o) Accident, suldde, or homicdde (specify}
(¥ Date of occurrence

(¢} Where did injury occur?.

¥ ¥ or town)} ( (State)
{d} Did injury occur in or about hnme. on l'arm. in {ndustrial phce in public place?

PHYSICIAN

Underline
the cause to
which death
should be
charged sta-
tistically.

(Specity trpo af place)
M of i lmu.ry £/,

W (M. D or |
\ Date dmy J.%‘-F)/




- 1
STATEMENT BY LICENSED -EMBALMER

I hereby certify that the body whose name is reoorded on the reverse side of thxs oertlﬁcate was embalmed by me, or by ... : e
R TR - .

, Regist

working under my personal supervision. ) ' ,

+

the above constltutes grounds for revoeation of license.)
If tlns body is not embalmed, fact should be so stated above.




