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

CEED APR 28 1948
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MISSOUR! STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH
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1. PLACE OF DEATH:
(a) County IJMY\-GL! s

o p _ s
(8) City or town. q : A;M Wd/h—ﬂv'-a%
{1t outside city or town limita, write “RURAL" and name of towonhip)

{c}) Name of hospital! or institution: /

{If oot in hoapits] or Institution, wrils stroet number or locatiun)
{d) Length of stay: In hospital or institution

. {Spacily whether
In this community. 7W
yaary, modths or days)
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2. USUAL RESIDENCE OF DECEASED: o
| (a) Stats_ M MW/W e {B) County /gM 7
{¢) City ot town.. mﬂé /?M 0

(It sutside city or town limita, write "RURAL")

{d) Street No.

(£ rural, give location)

(e) Citizen of forelgn country? (Yes or No)

If yea, name country.
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3. (b) If veternn, 3. () Social Security

name war No.
5. Color or 6. (a) Single, widowed, married,
4 Sexj.""’.k‘?::‘@'..... / mu.&g‘.:'.& divorced. m%ﬂ&

MEDICAL CERTIFICATION

20, DATE OF DEATH: Month...., AT} 2‘

vear LEHD . bourl....... £

I hereby certify that T attended the d

19 to.
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21,

that Ilast saw hwS¥=.., alive on

6, j’) Name of husbandor wife_____............... 6. (¢} Age of husband or wife if || and that death occurred on the date anfl hour stated above.
‘At MM nllve...«...z Fermemenn¥ars || Irnmedi
7. Birth date of deceased...... 220 & -3 V3 ix
(Moat) (Day) (Year)
8. AGE: Years Months Daya If less than one day Due to.
2 /0 | 2¢ b, min. || =
. Due to.. ¥
9, Birthplace /tq/bww&‘f & P me a ,_ﬂ
_ (City, town, or oduaty) {State or foreign comntry) - /
10, Usual o(x:m:vatim:n....?Z{éﬂ"lVl&fk%ﬁ Other conditiona ﬂz’ !,’
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12, Name
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(Include pregnancy within 3 months of death)

(Reghurar's sirmstare)

PHYSICIAN
Ma}gft ('indinzli H
operations,
Underline
the cause to
- hich death
Of autopay should be
charged ata-
tistically.
22. If death was due to external causes, 6l in the following:

Accident, suicide, or homicide (specify)
Date of occurrence
Where did Injury oceur?.

{City or tawn) (County) (State)
Did injury occur in or about home, on farm, in industrial pla::e in public place?

(a)
[}
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(4}

ily type of place)
¢) WMeans of in;ury S
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Q... Date sgm :?7

(Dats received local registrar)
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, the above constitutes gmunds for revocation of license.} .'

1 hereby certily that the body whose name is recorded on the revcrse side of this certlﬁcate was embalmed by me, opbr ......... emraenss

~ . ) "
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S'I'ATEMENT BY LICENSED ]:.MBALMER
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Reglstered Apprentlce Nn -

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMERK in his OWN HA WRITING (Failure to comply wit

If this body is not embalimed, fact should be 50 stated above



