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

CILED APR 7

DEPARTMENT OF COMMERCE
BUREAU OF THE CENSUS

1943J,

Registration District No...

STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District No..........

9897

357

State File No.

So/[.

Registrar's No.

1, PLACE OF DEATH:

{e) County
{&) City or town..

(lfuul.ndl clty of town limits, write “RURAL" and name of towoship)
{¢) Name of hosmtnl or institution;

ettt O

(o nul. ia Imqpnl.nl or annll.uf.lnn. wrile street number or lucation)
(@) Length of stay: Zar il

2. USUAL RESIDENCE OF DECEASED:

m“ ®) c°umy._.Q/2/Ld“5(- L

(a) State. 2%

(& City or town.... ALY e rCeEIm/ 2

-------- {If outside city or town lmits, write “RURAL"™

(D) Street Nowoonoo..... bl A2F 00

(If rural, give locuuog')mm- s o AT

In hospital or institption... ( T epor @ Citi { forei ) v Noy
Specily whether £ itizen ol toreign country. eq of No
In this community... Z?In-(f . /é‘ ...............
yoars. months or doys) If yes. name country.
MEDICAL CERTIFICATION
3. (a) PRINT I
FULL NAME.Z7£.5.. EM}IA [RieE. i g
20. DATE OF DEATH: Monlhh"‘w day. i' C’
3. (¥ If veteran, 3, (¢) Social Security 3
year. [?# hour, minute. M.

naine war. No

6. (g} Single, widowed, matried,

O.deurced ....... / ......... £ J

Calor or
4, Sd; /mce.w

21, I hereby certify that I attended the deceased from.. /.2. ......... 7 ........ ¥ v

32l 19}f.3
2= 24 19£3%

that 1 last saw h=€=~. alive on -
and that death occurred on the date and hour stated above.

6. {b) Name of hushband or wife........cccccceecoeeee. 6. (&) Age of husbang or wife if D .
" uration
yd‘ﬂ_-mi o ative. s, . years Immediaﬁ cauge of death ‘/
7. Birth date of deceased 2, 2. /3‘7 ------------ oeforBoerte o -
(Month} (1ay) {Year) Z{‘ o ﬂ D o 2
8. AGE: Yeara Montha Days If less than one day Due to [
- A/
7; 7 az 6 hr. min - u< ‘o
Due to 7}
9. Birthplace. 7%6 . 0 Py ‘
L - {Civy, LWwn, of county) (Stute or foreign country) - - > v
i M.‘ o/ ,4_/ Other conditions
10. Usual occupation 4. /_'J - & (Taclude pregnuncy witbin 3 months of death)
11. Industry or business PHYSICIAN
E . Q . ;4 * Ma;)o{ findings: —_
WNar ! . S : -Of operations..........
= 12, \Name y AR / /“ pe VN T Underline
& L 13. Birthplace . e e
{Civy, town, ormunl? o (8tate or foreign covatry) Of autopay should be
£ [ 14, Maiden name. 22l . P |eharged sta-
E tistically.
© | 15. Birthplace.... e S b BS99 1 death was due to external causes, fill in the following:
= (Cl Y. uwn or munly) (State or foreign country)

lnformnta ﬂ( ‘ec.—- :

16. {a)

(8) Address....

17. {(a) Miﬂ-‘.@- (%) Date thereof.. rg_ ‘ZJ' ya

(Burial, cremution, or remgval)

~ {(Month} (Day) (Year)
(c) Place: burial or crem.auon.,..ga_/ Aﬁ.&(
18. (8) Signature of funeral director. 2L il - »7 M&L

o dod T I7a3 2z

19. (a) .
Dato received local re]ntnr)

Accident, suicide, or homicide (specify)

{a,
(5) Date of occurrence.

L=1

(¢) Where did injury oceur?.

(City or town) {Coonty) {Siate)
(d) Did injury occur in or about home, on farm, in industrial plac:. in public Dlﬂ“?

(Specll’y type af place)
While at work?.... (#) Means of iInjUrY iieriniirarns

23, SignatM,I}/lJu g M
Address.... e T B e o 22 - W

o
(M D or other).

. Date gigned. ,47/

o

/W"' !

(Licensed Embnln'lcr'- Statement on Raverse Side)

7




.

. ‘working under my personal supervision.

RECEIVED"
Cisiriot Health Officer No. 8,
District Fi'e Mumber .. ____ ____.__._

Dato Fired -_.____ ¥ ~& =3

]

=
STATEMENT BY Ll(;ENSED EMBALMER il

e PN . | B

L

P. Q. Address 4 Wt
Note: The above MUST BE SIGNED BY THE LICENSILD EMBALMER in his OWN HANDWRITING. (Failure to comply with

the nbove constitutes grounds for revocation of license. )

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




