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i_ﬁ;-_fs DEPARTMENT gggg&ﬂmcg STATE BOARD OF HEALTH OF Mlssdum
243 m 81 gSTANDARD CERTIFICATE OF _j)EATH Stete Pl Mo -
1 oxasen Rmuﬁon Di(&ﬁ ,%_ ______ Primar7 Registration Dftrict No—oor.’ o, Registrar's No 9807
1. PLACE OF DEATH: ) 2. USUAL RESIDENCE OF DECEASED: ) 3 /
(@) County... @ sute_ MiB8OUTL 4 couny. P_h€lDS 2

S

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

___&h-.._)

(B City or town,,._S. ke Loui

{1 gutajde city or town Ig ta, write "RURAL" qnd par
{¢) Name of houspital or institution: : uls

Max C, Starkloff Memorn.al

lmll

l.mnuhi

ospl%aﬁ o

Roll A

(1f outalde city or town Hmite, write “RURAL") N K

City or town

11 Industry or business. Wabash.. Bailrﬁa.d...._._._.._......
{12 Name_.____._Daniel GhOuld--...-..,......._;........I.........A........i...
. i Unayallable . Kansag |
14. Maiden name_....._._.__ ael. Bameti:..m.,w.
P P TR

16. (a} Informnt_.._Al_in.e__G.h.ould
@ Address...BQI1A._ Migsgourd
17. (2 'Rlll'in1 () Date thereof .. bl ==B=—23
Burlal. cramation, or remaoval) (Month) (Day} (Year}
() Place: burial or cremation . R011l 8, Misgouri
18, (g} Signature of funeral director.............. HOpp&--Fun.--Home
® Address___ 4700 VWa % Blvde

rxintrar's sienatnre)

I o

{FT oot in hospital or lastitaiion, write street number or bocation) (&) Street No aF Tt
(d} Length of stay: In hospital or Institution. . MS et
(Spectly whather |[ (e} Citizen of forelgn country? {Yes or No)
In this community. I
yoars, manths or duys) If yes, name country.
MEDICAL CERTIFICATION
told FRINT  Earl Owens Gould
20. DATE OF DEATH: Mon. NOVembe 64
3. (&) If veteran, 3. {¢) Social Security _'L9 . '8‘0 Fe
ane war...... NoODE No.eg.szlazslzf. seu P L M- "
21. Ihereby certify that I attended the deceased from. . OGE0ObOI
Maleo 5. Cﬂl"% ite 6. (a) Single, Wiil ﬁrr 25 1943, . November 6, k3
4. Sex. race divorced... Ll ot || than 11ase saw b AX0_ alive on November 6..'2/ w3,
6. ) Ni of hus or wi . 6. (c) Age of hushand or wife if and that death occurred on the date and hour stated above. . .
A Ti E (j:_d ahve_n_..;?_.... —..years [mmuse of deathp e St fA 2 | Duration
v
7. Birth date of deceased_.......... Decﬂmb e.I...._....,_ 8.... T %’.8)94 .’W /&h ; /"i
eBT, }
8, AGE: Years Months Days If less than one day I
10 2 6 hr. min
9. Birthplace. _.__L'Lnaval able__ ___K rerteens
(City, town, or cogntyy {State or loreign country} l ) 4
10. Unuai oecupation Firemen Other conditions

{loclode pregnancy within 3 months of death)

PHYSICIAN
Ma]or findings: —
Of operations. .._OU V M
Underline
the cause to
fwhich death
PRy 2. ] should be
W St e
& tistically.
22. 1f death was due to external causes, fill in the following:
(a) Acxident, suicide, or homicide (specify)
(b) Date of vexurtence
{r) Where did injury occur?.
(Clty or town) {County) (State)
(d) Did injury occur in or about horme, on farm, in industrial place, in publln: place?

(Licsnsed Embalmer's Statement on Reverse Side}




2086

2086

ocT 171858 %

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

STATEMENT BY LICENSED EMBALMER

working under my personal supervision.

.. Registercd Apprentice No

P. Q. Address

Note: The above MUST BE SIGNED BY THE LICENSED Fl\iBAI:.I\‘lER in his OWN HANDWRITING. (leure to comply with
the above constitutes grounds for revocation of license.} .

_If this body is not embalmed, fact should be s0 stated above.




