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STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
Primary Registration District No... BQ q_

Stats File ;agaggﬁ
98

Rtsislmr'.l No.

DEPARTMENT OF COMMERCE
- PLACE OF DEATH:
{¢) County. Saline

(» Cityor town....:Ma'_t Shall ) o, ¥

{If outside city or town Limits, write "RURAL' and name of towmhlp)
(¢} Name of hospital or institution: .

Fitzgibbon

(If oot in hospdtal or Institation, write satreet number or location)
{d) Length of stay: In hospital or institution

I1I 4 Hours

{Specify whether

1n this community.
yeors, months or days)

2. USUAL RESIDENCE OF DECEASED:
sae Migsourl

77

(@ ® Connty_...s.al.i.n.e.._.................‘.r._jf.‘
_(t) City or town Iﬁar Bhall .
(If outside city or town Hmits, write “RURAL™) ¥ N
(d) Street No. Rural
(I raral, give locatloo)
(¢) Cittzen of forelgn country?__..... N 0.e

(Ves y’vo)

If yes, name country.

3. (¢) PRINT

FuLL nami.... Infant Hamer

3. (b If veteran, 3. {¢) Sodal Sccuritly‘

uame war. No.
. 5. Color or 6. (a) Single, widowed, married,
4 sexMale Umce..,mt. ddlvorced..lnia.nt

MEDICAL TIFICATION

A=

20. DATE OF DEATH: Month,,. ws)

yeﬂr--(g Fl; SO 1.1 1 4 minute M.

21. eby lﬁ?hat 1 attended the dm
L s 105

that l Iast raw h.Z!_":_ alive on.. A lo.g;

. Bh'l.hplace—.._._._.He.lﬁo.n_..........._.............. 10 .

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

6. (b) Name of husband or Wife..ceererereree 6. {¢) Age of htisband or wife if || #nd that death occurred on the date and hour stnted above. Durati
allve . .. iale cause of;:lmth . o Lurclion
7. Birthdate of decessed_.__QCtOber JO 194 9 B T A W N
{Maonrh) {Day) 5
8. AGE: Years Months Days If less than one day Due to W -
- - - o~
I_Ii...hr [ min, \ %-/ >
d Due to
9. Birthplace... Mﬁrﬂmj-l o, .
{City, town, or county) {State or fureign country) oy
Other conditions a e
10. Usaal occupation.. 211fANY e T P Sy 0
11. Industry or busi 1 : TR T | PHYSICIAN
-] ajor findings:
@ ( 12, Neme_..BLOWN Hamer Of operatiops........ i] N U_d .
£ . . . nderline
2|13 Buthpnee MAYshall - Ho..... - the cause to
Iy, tmln county, Siate or foreign country Of aut bould
=) . Maliden name f .)Bnm...____.._.____..____- autopsy eparg atbne-
- tiarieall Y
3 /) y
=

(City, town., or county) (State or forelgn country)

Informant....... BLOWN. Hamer
adaress__ Marshalls Mo.
M

(Durial, cremation, of removal)

Place: barial or cremation.... 4.

(5} _Ad
19, {

(b) Date thereof. 7. Ag,{// L3 )f |

s 23.

. L& .
(Hu'hlrnr s sipnature)

)
R rogistrat)

{Date r o o

{a}
®

l’(r)

4)

Accident, suicide, or homicide (specify)

Date of occurrence

Where did infury occur?
N {City or town) {Conoty} {State)
Did injury occur inoﬁt Yome. on farm, in Industrial place, in p'ublll: phce?

gily type of place)
() Means of injury.. . _

A/

(Licensed Embalmer's Statement on Reverse Side)



< SEWED 8 '
..mot Health Officer No. & : : R

s o N o

Date Fllﬁd .

" SFTATEMENT BY LICENSED EMBALMER .

. . R . . L
I hereby certify that the body whose name is recorded on the reverse side of this certificatc was embalmed by me, or by e

, Registered Apprentice No

working under my personal supervision. .

=
Licensed Embalmer No..f. 225 &

P.O. Address.__W.;.. ).

Note: The above MUST BE SIGNED BY THE LICENSED EMBALI\IER in his OWN HANDWRITING. (Failure to {mnply wit

the above constitutes grounds for revocation of license.)

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




