i, PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

WRI

DEPARTMENT OF COMMERCE

BUREAY OF THE CENSUS

‘ﬂ!?rgtgn B’M Nag_@L__

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registration District No..&_m:ﬂ.

2

State File No.

281

Regisirar's No_g.z._..____..w

1. PLACE OF DEATI:
* {a) County. GRF.D L

{a) State Minnesota

2. USUAL RESIDENCE OF DECFASED:

(b) County. St. Louis

79

...... [~ 2
(&) City of tOWH.c0ymommeea. Md
{If outaide cnlpof ite “RAURAL" and nome of townahip} - (¢} City or town Ma.r kham L
{r) Name of hospital or institution: (1! outaide clty or town Limits, write "RURAL") o/
0'Reilly General Hospital A (d) Street No.. BUEs
{If not in hospital or institution, write stroet nuimber Iscualg a. @ T{If rural, give location)
(@) Length of stay: In hospital or institution No
1 6 da {8pecily whatber || (¢} Citizen of foreign country?. (Yes or No}
In this community. 43 =
years, months or days) It yes, name country
;;';U(f{ P\[]iAthl.g mIL E. RANTA MEDICAL CERTIFICATION
- 20. DATE OF DEATH: Mon, danuary ... 10
3. (b) I veteran, ﬁ 3. (d E SecZy ’ 5 115 A
N year. hour. minute. M.
name war.._.d_J L ¥) oo No. Mot o’
t 21. I hereby certify that I attended the deceased from
Male . dc‘ﬂ“ or 6 g Siogle, widowed, marid, December 26, 10lBio..._January 10, ... 1w U3
4 Sex LN race divoreed TETT2CC M ot fiastsaw b 1M aliveon . JanUArY 9, 19:03;

6. ﬁb‘) Name of husband or wife..oevoes 6, () Age of hueb: ar wife it || and fhat death occurred on the date and hour stated above. 74 K
Lillian Ranta ative £t A2 T ediate cause of deathVGEIRE 4 post-operative,{ uration
7. Birth date of deceased... APTil 10, 1908 llof cerebellum \2 days
{Month) (Day) {Year)
8. AGE: Years Months Days If lzss than one day Due to Hydrocephalus 3 chuiI'Ed )
: internal ?
J 3’4 9 0 hr. min Ar : d t 9
Due to_Arachnoiditis ?
9. Birthplace_ MArKham Minnesota /
(ﬁl:t',-r;.fn- or county) (Stats or foreign country) P
f inin Oth diti Ead
10. Usual occupation g ('in:lru‘\:;::;:r:::nz:y within 3 months of death) N /
11. Industry or busi . . PHYSICIAN
£ {12 Name. Hemming Ranta _(esoosed) e | /4
2113, Rirthplace. MATKDAM Minnesota / : 3 oUndedie
" Ti town, or omml.y) (State or foreign country) Of autopsy Confirmat ion Of above :’ﬁ:ﬁ?ﬂfabtt
& r14. Malden name. A ina aﬂga5 charged sta.
2! ﬁy Hiagnoses, tistically
57 15. Birthplace Wasa. Finland :
= : (City, tawn, or couniy) (Stato or foreien country) 22, If death was due to external causes, fill in the following:
16. (a) Informant Hayno Ranta ( brot.her) (a) Accident, guicide, or homicide (apecify)
(%) Address Rte. 1, Box 80, AIJI‘OI‘Q_,__M inn. (8) Date of occurrence
1. (@ Removal (0} Date thereor_J8N_ 11, 1QU3| @ Where did injury occur? TS p—— prom——) )

{Burial, cramation, or removal}

{c) Place: burial or cremation._.

18. {a) Signature of funeral dir

v1_

inxa

(&) Ad ]rem
19. (a} . / / -

(Dar.e received I-ocll TeRH rar

{Mnm.h) {Day) {Year)
esota

’

1

{d) Did injury occur in or about home, on farm, in industrial place, in public place?

(Smdfv tm of place

\While at work?.

of injury.

23. Siguatur'e'.J.
. ~

Add:

// 2
/' r L 7. (1\{13 orother)ﬂ‘/.)
Jodo-2p e

o ate Blgn
* "

.(M?Vi




gcT 2

i . N
“* STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recdrdeci on 'tZile reverse side ‘of this certificate was embalmed by me, or byl LI

SO, et ieennenn , Registered Apprentice NO. e

working under my personal supervision.

Signed. ... L. £

+ .

P 0. Address..

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN IIANITWRITING, (Failure to comply wi
the above constitutes grounds for mvocation of license.) ) %

If this body is not embalmed, fact ghou.ld be so0 stated above.
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WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RE

DEPARTMENT OF COMMERCE
Bureavu oF THE CENSUS

Registration District No..._.._z_t?g..ﬁ._._

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primiary Registration District No...ao. O O_C)

Stale File No

225/

a4

Repisirar's No.

1. FPLACE OF DEATH;
{a) County......

&gl

7

()] Clty OT LOWTL oo

“(a) State

2. USUAL RESIDENCE OF DECEASED:

{&) County.

{If outside city or
{c) Name of hospital or instituti

“RAURAL"

Bnd neme of tow nship)

(¢} City ortown, -

{If not in hmniui or inatitution, write street number or location)

(d) Length of stay: In hospital or institution

(d) Street No

(1f outaide city or Lown limity, wrile "HURAL")

LN

in this community.

{Specify whather

yoars, montks or days)

(¢} Citizen of foreign cotintry?

If yes, name country.

» (1f rarat, give Jocation)

(Yes or No}

3. (o) PRINT ﬁ
FULL NAML_iM LA {1_,_

amdy

3. (b) If veteran, 3. {€) Socinl Security
name war. No
6, {g) Single, widgwed, ied,
’rf\ 5. Colar or W W
4 Sex ... .| race. K divorced......... L.
6. (b) Name of husband or wife......ceeeeimieeccecnees 6. (¢} Age of husband or wife if

7. Birth date of deceased.......

MEDICAL CERTIFI
Im -
19}

19 =™

Duration

e

8. AGE: Years
9. Birthphace. e oggnn _~2W_'_ e
s . ity, (State o forelgn country) v U
Othe_r conditiona
10, Usual ocordlation {1 y within 3 b3 of doath) D /
11. Industry or busi \—/ SR PHYSICIAN
ajor findings:
2 { 12. Name Of opemtiona.....ﬁmxﬁb:l..... ALDS, TN e dertin
. . nderline
g irthol a = C&M‘LJ AR fthe cause to
; 13. Birthplace. . rwhich death
{City. town, or county) (Btate or foreign conntry) Of autopsy. M should be
14. Maiden name sﬁ b '-:all“a-
S'"L"'—' r tisti Y.

-]
g{
)
=

15, Birthplace.
- (City, town, or county)

(State ot foreign cotintry)
(a) Accident, suicide, or

16. {a) Informant

(b} Address

(b} Date of occurrence.

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

homicide (specify)

17. (@

{Burial, cremation, or removal)

(&) Date thereof.

(Month) (Day) (Year)

{£) Place: burial or cremation

{¢) Where did injury occur?.

¥ or w'n)

{Ci {County} {State)
(&) Did injury occur in or about home, on farm in industriat place fn public place?

18. (a) Signature of funeral director.

(&)} Address

at work?......

19. (a) (3}

{Specity l.m of place)
8 of lujury........ S—

£

{M. D, orother}:_4

(Date received local registrar)

(nu‘iulr-r'- aixn-lnre}

Whil .
23. ignature...../
S -

Address,

Date signed .-/ Y7







