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

DEPARTMENT OF COMMERCE

BuRgaU OF THE CENSUS

HLED Jan

13 1943

Registration: District No f—

MISSCURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH sue rze 2. A AP E
. Primary Registration District Nu_%ﬂo_a_ L Registrar's No. 3 3 .2)

i. PLACE OF DEATH:

(a) County

L]

{b) City or town....

(IT outsida city or town Limits, write “RURAL" and name of township)
{¢) Name of hospital or institution:

{d} Length of stay:

In this community.

{If ootin bocmul o ity -l-'i Lrn; cttaher

In hospital & titution...J. K\,

(:‘;peciry whnt'h.

yeurs, monihs or duys)

1. USUAL RES]DENCE OF DECEASED,

@) Smtgwm (b) County....

{c) Cityortown. 2 ( ;5 5

Foitl WAME /dci«@&abvﬂ(/ .......... e

3. (b) If veteran,

name war

(/3. © Social Security

No.

v .0

5. Color ow 6. (e) Single, widowed. ?marﬂed.
race d.lvorcegg_.i

6. (b) Name of hu

shand or wife....

eeeeennemnnee @0 (€) Age of husband or wife If

(d) Street No.
{1 rura), glve Iouhnn)
{e) Citizen of foreign country? H a.. {Yes or No)
If yes, name country /j

MEDICAL CERTIFICATION

20. DATE OF DEATH: Monmm&M...____dar 2F

year. rd ; 2. hour \5— mlnute_zé....‘y_.._m.

21. I hereby certify that [ attended the deceased from..Z!f/yg‘ S—
19 to L2 /SRS |- S

that 1 1ast saw hutaent alive on LE BTS2 : 19_...;.';

and that death occurred on the date afd hour Stated above. .
Duration

?ve..... N . ..._.y;a.rl

7. Blrth date of deceased.... .2 20 @ng Fd 4 _—
{Mouth) / {Day} {Year)

8. AGE: Yearn Mouths Day» If less than one day

§7

I
-

. Name

. Industry or business..... FTmml.

pr——
& 8

. Birthplace.

%3 L!

15. Birthplace.

. Maiden name ...y %

{City. town, or county)

(Stats ot foreign osuntiy)

L1

&

MOTHER FATIER

e N
I

16. {a} Informant...

@ ,f
17. (a} M
(Burisl, cremstian, or remnaval)
(¢) Place: burial orcremation.

18. {c) Signature of
{¥) Addressy.

19. (& [

Dlur

}:‘J)Eﬂu

I rexintrar)

ym, o .,.e.,m_,;_ 41/

 __ {b) Date hhgml_%/

{Statd or foreign country)

Due to.

Otherconditiona ) 1/ ' . .

{Inclode pregoancy within 3 months of death) d e
o 2., PHYSICIAN
Major indings: (/ \ [»4
Of operations,
) ' AR N N . . Underline
the cause to
'which death
Of antopsy. should be
charged sta-
tigtically.

21 () Where did injury occur?

22. If death was due to external canses, fill in the following:
{a) Acddent, suicide, or bomicide {=pecify)

(b) Date of occurrence,

(City or tawn) (County) (State)
{d) Did injury occur in or about home, on fa.rm in inddstrial p!ace in pubhc place?

(8pecity type af place)
While at work?., e .. {€) Means of injury .

. mmtmm'z.&kz“'mv (Mm

7 O 77/ (Liconsed Eml{nlmer s Statement on Reverse Side)

222 N Date igoe 12280y,




RECEIVED :
District Healih Ofﬂcer No. 10
District Fil, NﬁA’ﬂ' B 73-5)

e

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

, Registered Apprentice No _—

working under my personal supervision.

Licensed Embalmer No.. ,(_?é ‘39\
P. O. Address. /1/ (%o o o

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

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




