4-13-40 DEPARTMENT OF COMMERCE MISSOURI STATE BOARD OF HEALTH

i || FLEIDEC 10702 - STANDARD CERTIFICATE OF DEATH  sweracna] 1780

Registration District No.. \3 ﬂ_z___ Primary Registration District No._é_aﬂm Registrar's No , 3

72 —

1. PLACE OF DEATH: ~ il 2. USUAL RESIDENCE OF DECEASED:

(@) County....... 0o CHAL1ES
®) City or town Rural P . County._.g_____.._

(If sutxlda eity or town Umite, write “RURAL™ and name of township)

Qo

=]
-]
o
o
E (¢} Name of hospital or Instivution: / {) Cityortown____ .
{1 ontaide clty or town Hmita, writs - “RURAL")
E {If not in boapitnl or [nstitntion, write atreet number or locotion)
. i ¢ [nstitution Street No.
% (d) Length of stay: In hospital or fastituti (Specify whethor D Stree {If rural, give location)
- In this community. . —— Q
= yoars, months or days) (¢) If foreign born, how long in UL 8. A2, 8.
[~}
& || 5. @ pRINT N - MEDICAL CERTIFICATION
&~ FULLNAME._ 3arah  KXaane S! ,
< ar - 20, DATE OF DEATH: Mont! . day 3
& 3 f;;:‘::j- no 3. ;;’n Socigh ity vear L2 H 2  wow L2 minve.8.8. QM.
- 21. T hereby certlfy that I attended the deceased from_..... ohaym it . £ 37
% 7 5. Color gt 6 (@) Simi [idomedy magea | [ 8 I 2" o0 vey (33 L4
e & Bt i TR e that I last saw hf-y,  alive on a“’"’"’ /0 = : 192‘1
[ 6. (b) Name of husband or wife....o._ 6. (¢) Age of husband or wife If || and that death occurred on the date and hour stated above. Duration \
v Sam C Keana alive 74 years|| Immediate cause of death A}
& ; -
7. Birth date of deceased. 38 H__L]'z____lsl?_.__
E te o {(Md¥eh Day) Year) v i anlnidl, -
% 8. AGE: Years Months Days If less than one day Dute to.... LA BlA . ... St BRI Ao | LB e OO0
E 64 2 2 hr, min
- Due to
E 9. Birthplace. WB S(gi A‘lton ; '(s MO é ; .
. ty, town, or county) tate or foreign country
10. Usual cccupation Housework Other conditions ez’
% - Usual occupatio: (Inclode pregrancy witkln 3 months of death) 01 —
= || 11. Indastry or business. Own Home PHYSIGIAN
< Major findings: Ll —
. : { v neme_Henry Pexkinson . |PCEGEEL i o
‘nderline
187 nmpnmﬂast_ﬁlimn __M.o____d__ the cause to
- Tv. tovs; o ot = he) {State or forsian coantry) which death
j 14. Maiden nam Of autopsy. houldmbae_
A { 15. Blrthphaee. @8t Alton Mo ﬂ il : umg;l_
E b1 ' (City, town, of couaty) (Stata or fareign s cntry) 22. If death waa due to external causes, fill in the following:
4 [ A 1eld A
E 16. {z) Infunnant_} .l. (6) Accident, » or le {apecify)
B (6) Address. ! est _Alton Mo, {5 Date of occurrence
1. @ __Burialk ® Date thereof_LL/I /42 il (0 Where did tojury occurt Gty o vown) St
(Borial, cremation, or removal) (Month) (Day) (Year) (d) Did injury occur In or about home, on fann. in Indust phce. In public place?
(¢) Place: burial or crematio: Pe rk cemeta
18. {s) Signature of funeral director. - While at w (Sm lm v pm) .
% Addres 1tol/ 1118 : d I/
19. ( 21 {M 5 / 13. Signpiere ol o A“ (M. D, m)--———-—-
) a) Dharacetred iocat cacintrad) + © ¢ (Rogisirar's siguaturs) Address—t O3 ALO0L A WPy Date_signed f I

i ‘6 *  (Licensed Embalmer’s Statement on Reverse ide) ”UU‘. 13- /?y{




Teled

RECEIVED 7 2/ #—~« 2 ‘ |
[ ‘rict Health Officer No. 9,

Losvadlk ~ila Number camemedoccec e

Date Filed : ) 7

-

'STATEMENT BY LICENSED EMBALMER =~ - - - - =% -

' I hereby certify that the bady whose name is&rded‘ on I1:ge reverse ?ide of this certificate was embalmed by me, or by
: . MH_ oot ST / Reglstered Apprentxce Nowwoororo

- "working under my persona.ﬂ(pervision.

P.0. Addras e

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply wi
the above constitutes ground.a for revocation of license.) .

If_ thls body is not embalmed, fact should be so stated above.




