PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

WRITE

£

DEPARTMENT OF COMMERCE
Burgau or THE CENSUS

FILED JuN 11

Registration District No..... L. ¥ ..

STATE BOARD COF HEALTH OF MISSQURI

STANDARD CERTIFICATE, OF DEATH

Primary Registration District No...._.

State File No
Registrar's No. 3/......

362/

1. PLACE OF DEATH:

{a) County
{¥) City ortown

Jefferson
DeSoio

{If outside eity or town limits, write "HURAL" and poms of townahip)
(¢) Name of hospital or institution: /

619 Flucom Reoad
{If not in huspita) or institution, write street number or incation)

(d) Length of stay: Mone
{Specify whether

In hospital or institution

60 _Years

In this community
years, moathbe or days)

2. USUAL RESIDENCE OF DECEASED:
Missouri
DeSata

{!f outaide city or town limits, write “RURAL")

£19 Flucom. Road

{I¢ rural, glve location)

S
=<
Z

¢

Jefferson

(o) Stiate (b) County.

(¢} City or town.._...

(@) Streat No..........

Mo

(¢} Citizen of foreign country?

(V:sodr"Nu)

I yes, name country.

3. PRINT
Full NAME.... O . SAMUEL.KOERIS
3. (b) If veteran, - 3. (¢} Social yﬁty
name war. No No.
5, Color or 16. (a) Single, widowed, married,
. sex.Male ce. Witd AaveceaMarried.

MEDICAY, CERTIFICATION

20. DATE OF DEATIL: Month_... MAY day 10
Yyear. 1943 hour. 4 ginute.. ... .M.
21, I hereby certify that I attended the deceased from..... “ot Uyt P A /_ -
1993 to.. /19
that I last saw h-& alive on.. 19...2. ..153

¥o, 67

foreign country)

. Birthplace .

———
-
in

\'}

(Stal

—
o
-
B
—
—
o
=%
=

. ® Addrmbﬂeﬁ

18. (a) _Signature of funeral dm:ctorllﬁ.g ..... Mothershead ..
(%) Address ' DeSotos Mo,

_____ -k mzﬂﬁa 8 T nnal Yo e
(Dnte received local reglalrar) (Registrars mn-tu") e

r.

17. ) . BJ.AI‘,lB.lw T e May. 19 94
Burial, cremation, or removal) (Moath (Day) (Year}
(9 Place: burial or cremation.... D2S.0t0.,. Mo, . Ci ty A

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

6. (b) Name of husband of Wife.....eree 6. {¢) Age of husband or wife if || and that death occurred OW Dwum
Juiia Poopr alive.... ). .....years || Immediate cause of death. 2 M I
= . -
7. Birth date of deceased June 19, 147t
{Month) {Day) (Year)
8. AGE: Yeara Months Days Ii less than one day Duae to....
d Due to
9. Birl.hplat.e.......Rlc.hWO ads Mo .
{CilLy, town, or county) {Stole or fureign country) B o
N Other conditions,
10. Usual oecupation S t one MQ s50n A (Taclude preguancy within $ months of desth)
N . . i oL 79 pregnancy
11, Industry or busi SR PHYSICIAN
&= v ajor findinga: —_—
« f ti
g [ 12 Nome Jerrv horris : 7 -Of operations....... F P A Undesline
t t
&1 2. Binhplace { (State K?y_ try) wl?ej Eﬁjﬁgg
Iawn oF. nty) . or foreign couniry. of autopay shou e
E': . Maiden name.. %B e Ivl l,l - - charged sta-
E tistically.
=

{8) Accdent, suicide, or homicide (specify)

{4} Date of occurrence
Where did i occur?.
3:) ere njury o TP— e o
{d) Did Injury occur {n o about home, on farm, in industrial place. in public place?
N .

(‘ipu:il’y typep! place)
{ Meam of injury.......

@,

‘i . (MBer olher)

Address.... . Date signed.. -

Ar#B



. \ < "
IO < . .

STATEMENT BY LICENSED EMBALMER

) I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed byme, orby.. ...l .. e
l : . . . Reglstered Apprenttce L ——
working under my personal supervision
— - . . ’ . Llcensed Embalmer No % b ’6

a e, e = . ) [

. P. 0. Address...... 2. J%—UDCQ .......................

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWI“T]NG (Failuré to comply wit

the above constitutes grounds for revocation of license.) .', .

If this'body is not embalmed, fact should be so slated'above.




. No. 2B
vi—5-43
I X38930

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

DEPARTMENT OF COMMERCE
BurEAU OF THE CENSUS

Registration District No._..&.....e.?..m

THE STATE BOARD OF HEALTH OF MISSOUR!

STANDARD CERTIFICATE OF DEATH
Primary Registration District No..._.._.qg_(L_s_ /

State File No

™~

Registrar's No. ‘_?

1. PLACE OF DEATH:

(g) County__.._.

b) City or town {] 2 VP
@ ¥ {1 outside cikgor towa limits, wrils “RURAL" and name of towaship)
(¢) Name of hospital or institution: -

-

(If not in hoapital or inatitution, writs streot number or location)
(d) Length of stay: In hespital or institution

2. USUAL RESIDENCE OF DECEASED:

(a) State (b) County.

{c} City or town

{If outside city or town limits, writs *RURAL"™)

{d) Street No,

(If rural, give location)

{Specify whether || {¢} Citizen of forelgn country? (Ves or No)

In this community.

years, months or days) I{ yes, name country. P

% PRINT ﬂ (; 9 . MEDICAL CERTIFI \y

ST ot . il - ;‘"( e I.Set— " — 20. DATE OF DEATH: Mgnth.... — ......Q_

N veteran, . {£) Soda urity

L year_/ig\.j ..... h nute. oo M
name war No.

2i. I hereby certify thag I Mte

6. (a) Single, widowed, married,

-

W‘l 5. Coler o‘w
Sex. L 1 race.

(8) Name of hushandorwife______._..._ .. 6. (£) Age of husband or wife if

o/

19...f
S [ -

7. Bitth date of Qo NAMA, ¥ PR RNy S AL M N AAA e D L
Gigdh By \\ e
\ &
8. AGE: Months ess than Due to
al £y
( ( (__.__ d ———_min. b

h ue to

9. Birthplace.......... %E____..w 2 ,?72 -
¥} (State or foreign country)

16, Usual occu Other conditions. v

{Ioctluds pregnoney within 3 months of death)

11. Industry or busin AY ( f\ PHYSICIAN
Mag;- findings: \ f—y _
perations
E{ 12, Name o * hUnderIinc
. the cause to
#= 1 13. Birthplace ; which death
{City, town, or county} (Siats or foreign covnley) Of autopay shouid be
a 14, Maiden name lcharged sta-
g tistically.
& | 15. Birthplace. B g
= Gty town, o0& covaty) Biats o forsiin eonmies) 22. If death waa due to external causes, fill in the following
. . - Y
16. (s} Informant (¢) Accident, suicide, or homicide (specify
*{¥) Address (b) Date of occurrence.
¢} Where did injury occur?
117' @ T Z {8) Date thereof 4 hury {City or town) {County) (3ta
(Burial, eremation, or remeval) {Month) (Day) {(Year) (d} Did injury occur in or about home, on farm, in industrial place, in public plact?
{¢) Place: burial or cremation
s N pecify t; f pt.
18. (¢) Sigmature of funeral director. While at work?n.m..m.ﬂ._._i_ (‘;‘)’u nMa;;)of Injury e
) Address
& 23. Sipnature (M. D. or other}........—
19. (a) &) .
{Date received bocal rexistrar) (R 's xignature) Address oo .. Date signied







