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

r

DEPARTMENT OF COMMERCE
BURrEAU OF TEB CENSUS

nnmrﬂklnm:ﬁu;.im

STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
Primary Registration District No... S 0/ 0

24571
231,

Stats Fils No.

Registrar's No

1, PLACE OF DEATH:

@ c°umy____Qa89 ﬁirardeau

(b} City or town ape Gir&rﬁ_@ aun
(If outside city or town limita, write “RURAL" end paize of townahip}

(e} Name of hospital or institution:

—-StaFrancis Hospltal £/ . s

{If oot in hospital or writs street by
{d) Length of stay: In hospital or insmm.ion__l_Q. Le)
(8pocify whetber

6 moa 28 days

In this community......
yenrd, months or dayw)

{a) &
()

(@

()

USUAL RESIDENCE OF DECEASED:

/&
we Missourd ®» coumtyG8DE_Glrardesgu
Barsl

(Il outside city or town limits, weite “RURAL")

Cape R.F.D, # 2

{if cural, give location}

City or town

[
Street No.

Citizen of foreign country? Ylo.... (Yesor No)

£

If yes, name country.

{a) PRINT

Full Name_derry Lee Allden . ...

3. {¢) Social Security

3. (&) If veteran,

natne war. No
5. _Color or 6. (o) Singte, widowed, married,
. see_Male & race.. 1 LG ﬂd:vnrced.Singlﬁ N

20.

21,

MEDICAL CERTIFICATION

DATE OF DEATH: Month__ MLY a4y JOER
year.__l.g_&.a_._..m.hour l 1 minute 50 A M.
I hereby certify that I attended the deceased from.. ... :Iuly

9th

that Tlastsaw h 1m alive on JUlV IOth

bR JUly. 10 . wh3

45

6. (8 @ of husband of Wife...—..... 6. (¢} Age of husband or wile If || and tbat death occurred on the date and hour stated above, ion
AlVE s, Immediate cause of death COl 1 t 1 B we:ys
7. Birth date of deceaaednhmpecgmb.er. ..,.........._12..... ...... 19 42
(Month) {Year) -
8. AGE: Years Months Daya If less than one day Due to : lf
0 6 28 . PR« B
i min Due to l / L¢ a/
o. Bimnce CBDE_Girardesw  Missouri. 777
(City. town. or county) (State or fureigo conntry)
Oth ditlons.
10. Usual Dccnpaﬁon___._._._._.._I.nant (lncelll-::fzrel:mm: within 3 months of death)
11, Industry or business Maieremi PRYSICIAN
ai : _
g { 12. Name. Rchard Allen ... Of operations...... 1Q..QPeratlons | —
= & : nderline
g the cause to
P WE nmhpm_‘{iagne_ J.mi'.y____ Miﬂmuz:i__.__ thecause to
. = (State oc Lornign caunisy) of No autopsy
5 14. Maiden nadeQiaIﬁ QBQ ............. a_ autopsy g!t%ﬁ:ss&e.
E tistically,
g 15. Birthplace. _S_Q d&&gﬂa&%glllﬁ M{'Ef&ﬁ%m;)‘" 22. If death was due to external causes, fill in the following:
16. {m) Informant_.....mr Ba G’.Q_ld.i_e All@n. R —— (a) Accident, sulcide, or homicide (specify)
® adtress____Cape Glrardeau,Mo,. = ||® Dateof occurrence
17. (g) ..Bllr,i al.............._ ) Date thereof L™ "'1943. (€} Where did injury occur? (Fity or town) (Coapty) (Rtate)
(Burial, cremation, or remaval) {(Moni) (Day) (Year) () Did injury occur in or about home, on farm, in industrial place, In public place?
(6) Place: bural or cremadonHQb.b.ﬂ..._Chap.el....g.ﬂm.t.. _______
18. (0) Signature of funeral director__Lia Lo HAMARN Whils at work? (Specily typs of plocs) of injury..... 732 .
® Ad?:a.mgﬁm.ﬁirand&a — 74 o W )
19, (@ __,2 _ (b; : 23. Signature... £ {* o ,d. oA 4 .D.grother) ...
) (DdLe received loca! rexistrar) T rf‘!r'u-;;nr » nignatnre) T Addrrss_.calpe _..G_lr&rd.e.ﬂu $o-. M.Q YO Date «igned ’Z 15 41

/{J / ‘f_ {Licensed Embalmer’s Siatement on Reverse Side)




= | N SLCUIVED

District Health Officer No._-.LZT.-.__-

Vot RN DisHrict Pile Number f.ff.@--_:g:.snél.?-
. Date Filed ... _,_K__--.Q___JE.B.._
] . - ' : .. T .' *
e L - o

STATEMENT BY LICENSED EMBALMER |

. - e .

« + I hereby certify that the body whose name is recorded on the reverse s1de of this certificate was embalmed by me, or by

;‘,\ .- Reglstered Apprent:ce No '
) : \
working under my personal supervision. . A e CeT S
™~
Signed N ) ' -
- . . . [y . .
v "7 =% Licensed Embalmer No........ |
* - PO Address.. e
Note: The ahove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWR]TING. (Fal]ure to comply wlth
the above constitutes grounda for revocation of license.) "\. S \ . .

" If this body is not embalmed, fact should be so stated nbow;. i T ’ o




