-
~

MISSOURI STATE BOARD OF HEALTH -
BUREAU OF VITAL STATISTICS 3594»?«

OCT ds ]943 1 CERTIFICATE OF DEATH

Y

-

\

Exact statement of OCCUPATION is very important.

AGE should be stated EXACTLY. PHYSICIANS should state

WRITE PLAINLY, WITH UNFADING INK---THIS IS A PERMANENT RECORD

N. B.—Every item of information should be carefully supplied.
CAUSE OF DEATH in plain terms, so that it may be properly classified.

G 1 X18603

1. PLACE OF D P 3 3 / Do not use this space.
{a} County.., A S ol Regiatration District No.

: 7
) 'rownsth.......?ﬂ\ B el pum.qnemnunnnumcmo....%%.aﬂ.& Reglstered No.....Z 3
() Ciy.. ol uA vy (d) Street N? A

St
eath oceurred in Hoeapital or Institution, write ita name Instead of street and number)

(e) Length of residencein city or town where denth oceurred mos. ds. (f) Howlongin U. 8.,1f of foreign birth? yrs. mos. ds,
2. PRINT FULL NAMEﬁ4/€.;§{4’4 Jﬂ“—cﬁ/ (lﬁ‘i wHMB4S h/oa
{a) Regidence, Nou........... ;8 A e A {00 L8t | .......
(Uzunl p ace of abode. il no strect address, write county or city) (I nonresident, give city or towtt and State) I
PERSONAL AND STATISTICAL PARTICULARS MEDICAL CERTIFICATE OF DEATH
3. SEX 4. COLOR OR, RACE | 5. SINGLE, MARHIED, WIDOWED, OR
\7” A,Z(_ Z,é( DIvoRCED (wrae the word) 21. DATE OF DEATH (MONTH, DAY, AND YEAR) . /3 KT
22,

HEREB CERTIFY, ﬁh I attended deceased from

/= 9% 1925

SA. IF MARRIED, WIDOWED, OR DIVORCED
HUSBAND oF ﬂ

OR} WIFE OF -
(o8 I last sdw brkranntive on il . L 420 eath is said
6. DATE OF BIRTH (MONTH. DAY, AND YEAR) M /P53 to have oceurred on the date stated above, at.
7. AGE YEARS MONTHS Days l If LESS than 1 (] The prineipal eauge of death and related causes of 1mportanca wera u3 follows:
? / (s} /44 { onsel
? - : /) %‘;— 3
Z | 8. Trade, prolession, or particular kind of A
9|  workdone, sasawyer, bookkeeper,atc e | N W, < S SO
: 3. Industry or business in which work W b
a was dohe, as saw mill, bank, etc.. /L&l /.
3 | 10. Date deceased last worked at A\, Total time (years) || G
8 this sccupation (month end spent in this
year}t .. ompahon
12. BIRTHPLACE (CITY OR rowu)...........m,wfim i
(STATE OR COUNTRY) 7
i [ nwe Bo Ll Fandl U ood
Xz
& i E.
14. BIRTHPLACGE (CITY OR TOWN) ra) : _
& { STATE OR COUNTRY) A S /5" - 7| Name of opesation....... X, Date of.... T e
< . ‘What test confirmed diagnesis?.......... ;oo ‘Was there nh sutopsy?....mr==...
4
% 15. MAIDEN NAME 23, 1t death waa due to external causes (violence), fill in alzo the following:
B i eI o 1 7-0) § 12 7> S S L19.
6 | 16. BIRTHPLACE _ y ;f:iden:; dn;x::]de, or hor:icide? ..... Date of injury.....mm=
STATE OR COUNTRY ’ ere oceur
z ¢ ) - a@d/ al ury (Specify city or town, county, and State)

Specify whether injury occurred in Industry, in home, or in public place.

17. INFORMANT.... A
{ADDRESS) —
Manner of injury
18. BUR N, OR REMOVA Nat 1nj
ature of injury.....come e
Mm P2-/¥  &3B

24. Waa dhea.u or Infury I:(uny refated to octupation of deceased?,
19. FlthERAL )DIRECTOR {NAME) W 4’0\/"‘-&‘!‘4”/64‘7‘”«( . '
20. FILEM' /‘f ! 197‘3 f
Local Regtstrar,

) FEPFIEERE (Licensed Embalmer’s Stat t on Reverse Bide)




RE[’-EWED
District Health Office No. 2,

/35
District File Number /é./.é’.:.ﬁ.- Z
Dabe Fned__,_---__ééz'.z_-----_--

STATEMENT BY LICENSED EMBALMER

S

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

- \
.., Registered Apprentice No .
working under my personal supervision,

No::?;/é 7
P. 0. Address :

7
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING.
with the ebove constitutes grounds for revoeation of license,)

(Failure to comply
If this body is not embalmed, above space should be left blank.




