No. 2
-5-42
17-39

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

.

Bunkau oF THE CENSUS

DEPARTMENT OF COMMERCE

STATE BOARD OF HEALTH OF MISSOURI 2 012 5

STANDARD CERTIFICATE OF DEATH State File No

5 1949 -
LE z!ltratfon Dlsu'ict No... E_,._L L o Primary Reglstration District No........ ?_ (\ ( K Registrar's No................. -
1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED, Jddﬁ
(a) County . R
4) State.....Migsouri........ ¢ Count p)
) City or town....coou Dba LDLll.S Misszour nrd . ¢ ©- ) Coaty 0 //
(Il' oatside olty or town limits, Iril.l “KURAL” and oame of mwmhlp) (¢} City or town Stn LoﬂiS 1 0 F
() Name of hospital or institution: {if cutside city or town Iimits, write “RURALY)
Homer G. Phillips Hospital & @ Sueet No.. 42243 West Belle, e
(I oot in hospital or 1oatitation, write street oumbaer or bocstion) T (If rural, give location) 7
(d) Length of stay: In hospital or instituﬂon....l...mQ..o.....éw...da.‘ls..._.._._... 2
{Bpecify whother || (¢) Citizen of forelgn country?. (Yes or No)
In this community...... 25 years /,) s
years, months or daya) If yes, name country.

3.
FU

L Rame___ Mary faller

3. ()

If veteran,

natne war.

3. {¢) Social Security

6. {b) Nameof husband orwife ...

5, Color
race..

7. Birth date of deceased..., ... %

Mown)

6. (a} Single, widowed\ marted,

dworCM,{“/ -t

6. {¢) Age'of husband or wife if

/7&......... F

(Day) ur}

MEDICAL CERTIFICATION

20. DATE OF DEATH: Month....June. . _ dy 16,
year. 1943 hour. 6 minutgz.o Pa e ML
21. 1 hereby certify that 1 attended the deceased from_. MAY.
0, 19,43, June 16, 19.4.3;
that Ilasteaw h eralivc on June 16 19-‘-'!3:
and that death occurred on the date and hour stated above, J
— Duration
Imymediat: use of death,
njfé 1’. ’em:l.plegla 8 _mas.

(: ./ V4

8. AGE: Years Montha

Jo \ 7

Days

ST' if less than one day
ﬁ ! hr. min.

9. Birthpl.

§
§{ 13,
<1
=
-]

14,
15,

Due to Wy m
Due to.. ¥ ({/

[ hd /
(City, tuwn, or cn.l. (Snm or I'ur;.xél;.c.nunuy) o d
. /Zj Other conditions. (\r el 77 o
10. Usual occupation # v {Include pr within 3 monthe of death) /)r’ &{F o Mo
11. Industry or business {r =2 '} PHYSICIAN
Major findings: R —_—
Name............. 2~ 4 Of operations Underiine
the cause to
Birthplace-.... which death
Of autopsy........ should be
Maiden name. cm sta-
ically.

E Birthplace..........(... 22. If death way due to external causes, 1] in the following:
16. {a) Informant. < il = lodAll...... & e 2. {8} Accident, sulcide, or homicide {(specify)
® Aadm,,_.,,.,?e: 17( ~ Mlead f8eliB... (%) Date of oceurrence
17. (@) @/ ' () Date thereot, - ' B|[ @ Where did injury occur? TITEpPr— R ror s
(B'“'”' crematios, bul "‘"""') ““) y4 (d) Digd injury occur in or about home, on iarm. In industrial place, In public plaoe?
(¢c) Place: burial or c:emation....... oo Mmoo o A o .
Specifly ¢ 1 ol
18. {a) Signature °f'm'“ml diregtor... While at werk?........_...._...‘........(...'..:.ﬂ..v A h:::’ of injury....... ...[...Z RO
y 9
® Addrm_..j-:#._
M ; . Slgnature..... {M. D, orother).........
19. (@) JUN 15 1944 _ o y
{ Data raceived local reglstrar) Date d
T, {(Licensed Embalmer's Statement on Reverse Side)



, e

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by :

, Registered Apprenticeé Noo e

working under my personal supervision.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply witl

the above constitutes grounds for revocation of license.)

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




5. No. 2B
M—5-43
I X390

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

DEPARTMENT OF COMMERCE
BureAv oF THE CENSUS

Registration District No._—..sJ__.S__

THE STATE BCARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registration Distret No.__£.0_ & F

State File No £ O/Oz/\.r
A

Regisirar's No.

1. PLACE OF DEATH:
(a) County o

() City or town_.._.. -_-__5% M "
(If outxide city or town Limits, writa “RUJRAL" nnd name ol’ m-rndup)
{¢) Name of hospital or institution:

{if not in hospital or instituilon, write street number or location)

(d)} Length of stay: In hospital or institution

(Bpecify whather

In this community
years, monihs or dayn)

2. USUAL RESIDENCE OF DECEASED;
(a)} State

{c} City or town

(3) County

(If outgide city or town limits, write “RURAL")

(d) Street No

{If rura), give location)

{¢) Citizen of foreign country? (Yes or No}

If yes, name country.

15. Birthplace

MEDICAL (8
Fuld Aame._ JYLEAAA Jlon
FULL NAME wa é
L A S — 20. DATE OF DEATH,
3. (b) If veteran, q 3. (¢) Social Security
yenr._._z.. o RO . 1
name war. Na.
21, T hereby certify th; 2 q Reciacth i
5. Color orG 6. (o) Single, widayed, ied, P « Y\ T L 19........ :
4. Sex 3-— | race. divorced .. WM. that h) “ ot ” 19....¢
6. {b) Name of husbandorwife_ ... 6. {¢) Age of husband or wife if thph dgath . .
Duretion
edijth caugdofedeéath
7. Birth date of deceased
™ (12
7 4
8., AGE: Yea: Momhs Due to
Due to
9. Birthplace. ...
1y, tor {Stats or foreign country) v
Usual ﬂ E\ Other conditions
10. Usual occu (includs pr within 3 montha of death)
11. Industry or wSi PHYSICIAN
o Majgfr findinga:
ot'v-r'nlnnu
E 12. Name Underline
&\ 13, PBirthplace ;hégglés:a:g
(City, town, or county) (State or foreign country) Of autopsy should be
14, Maiden name charged sta-
tistically.
=)
=

e,

{City, town, ar connty)} {Stals or foreign cocnlry)

16, (g} Informant
(8) Address

17. (@)

(4) Date thereof.
(Manth) (Day) (Year)

{Burial, cremation, or removal)

{c) Place: burial or cremation

i8. (a) Signature of funeral director

(®) Address ...

19. {a) T:ﬂ'.fﬁ

{Registrar’'s cignatore)

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

(2) Aeccident, stuicide, or homidde (gpecify)

(§) Date of cocurrence

(¢} Where did injury occur?
{City or town) (Connty’
(d) Did injury cecur in or about home, on farm, in industrial place in pubhc pl:me?

(Specify type of glace) -

While at wor (e} M of Injury___#£.°3

/ !:r 28, 2 [
231 Signature.. &f e (ML D, oro
Address._ A A _______ Date mgned







