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

DEPARTMENT OF COMMERCE
BureAu ok THE CENSUS

FILED MAY

Registration District No.......M™ ..

31

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Printary Registration Disttiet No..........

State File No. 1 3 ?:S ?
zm Registrar's No é-#/ '?

1. PLACE OF DEATH:
(o) County..BUChANNAN

(&) City or town...
{¢£) Name of hospital or Institution:

1606
(d) Length of stay:
In this community_sa013L 25 ¥ra

years, mooths or daya)

Saint.Josenh

( { outside city or town limitsf write “RURAL" and name of township)

/éh"ept

number or location)

oneg

So..61h

tfnot in hoxpital or mlul.ulwn writa st

In hospital or institution
(Specify whether

~puls

2. USUAL RESIDENCE OF DECEASED; //

(a) State.._.. Missouri . (2] Cuunty.......B.u.Qhﬂma.n...m.,..{
{¢) City or town St JOSGDh ;

1 outaide city or town limits, write “RURAL" )
(&) Street No.... LBOA /

=~ 80..61h.S. t.reet

(If rural, give Inuuon

NO,

{Yes or No}

i

i e

{¢) Citizen of foreign country?

If yes, name country.

MEDICAL CERTIFICATION

3. (a) PRINT _
FULL NAME..............EYizabeth--LalKar .
FULL Elizabeth e 20. DATE OF DEATH: Month. APKLL __aay...3
. veteran, . (c ri
' T q 4 Z O T minuy L .
name w:I‘z:TGne No. T\IQ"‘ G- year hour - ‘BQG?-AN
21. I hereby certify that I attended the deceased from
5. Color or 6. (a) Single, widowed, married, _‘__Ea.rch 28 43 ‘o, A.Pril 3 1943'
4, ale. _Bmce.........ﬁ;egro oAdivorced. . WA.A W || that Trast saw b €T alive on Aprll a4 10,43
6. (b} _Name of husbard or wife....N.Qne."....... 6. {¢} Age of hushand or wife if || #nd that death occurred on the date and hour stated above. .
eseasad alive .years || Immediate cause of death Myoearditis | Darasion
7. Birth date of deceased......March o I187I ... nknown | Unknon 4
(Manth) (Day) (Year) e/ h |
8. AGE;: Years Months Days 1f less than one day Due to. C;’ 0") l}/
7-8‘ I I hr. min [
Due to.
9. Birthplace.._ V1. Cksbu ........ N’ 156 y
{City, town, or {State or foreign country} pemioious Anemia U
Other conditicns. ... nhlo
10. Usnal nccupauon_.HQ_us.elfork eeemmememmemebmcsbeertestsrsasasnson (In:I:de pregnancy within § mantha of death) I ——— Vnt
M. Industry o business.... LONG R, PHYSICIAN
- ) ajor findings:
g 12, Name Unkl"l Qun o Of operations. -
&= 91 hUnderhne
=1 13. Birthplace Unkno‘vn ;ﬁgﬁlés:am
o ‘ (Cilytjgw , Or county) (State or foreign country) Of autopsy should be
E{ 14. Maiden name. n oun 4:1'1;:.1'213;!l sta-
& i Unknown tistically.
15. Birthpl - —
% irthplace (i e ot o By ey 22. If death was due to external causes, fill in the {ollowing:
16. {a) In.formantsa..mp n.Parker g t:) Accident, suicide, or homicide (specify)
© adgress L6OBS/Z_So.. 6Lk Street. ) Date of occurence
. Wh did P
17, () . (&muil'.‘lﬂ.l —_— . (8) Date thereof...... 7&,?);" &1) [_{ () Where did injury oceur Frirp— (Comnis) FETRN]
al, cremation, or removal) {d) Did ipjury occur in or about home, on farm, in Industrial place, in public place?
{c) Place: burial or cremation...._...}.4,. Ol’ive.:b.‘{‘,
Specif f pl
18, {a) Signature of ]f:ugglgr?mr Ramsey While at work ( Pt '(3"&;25?& AT oo
b} Add J
. : : i EGS %f . Sigmature (M. D or other)...
9. (g el e Dess

(Registrar's sightaturefe’

(D reoe:ved lnc;l ;egu;;ar)

Address. J% SQ- /{ﬁ th %@ Date signed.. g- ‘-#5

/A S S

(Licensed Embalmer’s Statement on Reverse Side)

/R
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'STATEMENT BY LICENSED EMBALMER
1 hereby certifv that the body whose name is recorded or the reverse side of this certificate was embaimed by me, or“b'\ .........
' : .
..... verreras - : , Registered Apprentice No
working under my personal supervision. .
. s . . . A /-—"4 - . .
' i Signed.. e Bl LA NS e A
o S 7Y, S VS
v c ~ Licdnsed Embalmer No.l,- .................................................
] P! O..Address
Nolc The abmc MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fadure to comply with
the above constitutes grounds for revocation of license.)
li" thls_body is not embalmed, fact should be so stated above.




