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

FILED AUE

DEPARTMENT OF COMMERCE

UREAU OF THE CENSUS

Registration District No..........

oo WITAY

STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District Now=

24781
b7

State File No.

5347

Registrar's No...

i. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED: 30
(s) County D3 r'l?i la.s (@ State M ™~ ® County &Q Lt e 7
® Cityortown/C M y.a b DA SLLL /\_) =
{If outaide city or town limita, writs “RURAL" and name of townahip} {s) City or town t/ Y Y
(3] Name of hospital or institution: (lronnid- clty pr town limits, write “RURAL")
p £ a.
2
{If ot in hospita) or institution, writs street number or location) {d) Street No {If rural, give bocation)
Length of stay: In hospital or institufi
@ TR of stay: I hospital or Instiufon (Specily whether |{ (¢) Citizen of foreign country?, 2 {Ves or No)
In this community 3 Da ks
years, thonihs or days) If yes. name country.
MEDICAL CERTIFICATION
3. PRINT ¥
FULL NAME /‘jai—e‘n Ellex Barczay = S 2
T TN s 20, DATE OF DEATH: Month day
3. ' .
() 1f veteran (e} Social Security vear. L7 4 B hour. L minutea® ... Lo M.
name war. No.
21. I hereby certify that I attended the deceased from x
5. Color or 6. (a) Single, widowed, married, || March 19 943 w.Mar ch 922 94 3
4. Sex 7C. race.. kY divorced....38 ol || thae 1 last saw h.€.F.. aliveon March 22 1943_
6. (b) Name of husband or wife......oooeveeeeenees 6. (c) Age of husband or wife if || and t.hat death occ_urred on the date and hour stated above. Duration
alive........ vears Immediate cause of death
7. Bisth date of deceased = /o oy 3 Premature birth,
(Moath) (Day), (Year) Patent toramen ovale,
4. AGE: Years Montha Days Ii less than ore day Due to Mo fhe r.sv * {e re d wi + h <)
severe albuminuria
ml“
- 0 Due to
9. Birthplace......>= f 0 L/f C ........ /’/If /
((.u.y I.mm. counly) {3tate or ure:un counuy) '/ LY
10. Usual cccupation no2ae 0(Ehe'r ?m.ldmnm within 3 months of death) ? l
11. Industry orb SR FHYSICIAN
o ajor findings: -
B 12. Name. Oyt L‘C_ B [CLa Of operations...... Underline
B h
2 ss, minioiece X2B L b5 Ca. eedid 0. O ki deain
(Cipys town, or eounl.y . State or foreign country, Of autopsy hould be
E 14. Maidenname R Ba. L C"a-}fZ:e’-’" .;q,;,.fﬁ;m'
8| 15, Birthplace 7?9 £.F. C,d M" D > 22. Ii death was due to external causes, fill in the following:
= {City, wwn, or couoty) (Stala or fureign country)
1. (a) Info ,@ Yo', Lle /S Aaprtilis V¥V (g} Accident, suicide, or homicide {specify)
) Adds /:7 Loy n/ /L‘L (¥ Date of ocecurrence
17, (@) Y //Q. Al (5 Date thereof.._s3L.. o2 s % 31 (© Where did injury occur? g o o
" (Buris), cremation, oc removal) M“““’) (Day) (Yean) || (2} Did injury occur in or about home, on tarm, in industrial p!ax:e in publie place?
() Place: butfal or cremation ... 8.2, ... N4
Specif: 1 pl
18, (a)  Signature of f) 1 director....%.L. /B While at work2...../m... .a. (w” ‘(",')’q 'E\l:a.::’ of injury...
® Add (//‘2/: A £ O - D. 0
j 23. Signature. > S LA s L L . (M, D. or ather).
19. () ) —RRLALA it ) AL AN i : ;‘y
mc:vsd Ireginnr) /4 o o {(Registrar's sigosture) Address.___ * a ' o, Mi s sour ' Date mgned.q_?/,...._ yj
- {Licenised Embalmer's Statement ofi Reverse Side) 7 s
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RECEIveEp
Q:;t:‘ict Health. Officer No, 7

| Dr'stn'.cl‘: Filg Nurnfrer_- 7'—-{5"

" Date F“-ed e '----7;/
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STATEMENT BY LICENSED EMBALMER : ' B

- I'hereby certify that the bedy whose name is recorded on the reverse side of this certificate was embalmed by me, or by ........

e e Registered Apprentice No

working under my personal supervision.

Signed...

Licensed Embalmer No................._.

P. O. Address...

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN-HANDWRITING. (Failure to comply with
the above constitutes grounds for revocation of license.) . .

e

" this bod} is not.emhalmed, fact should be so stated above.




