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

X29484

DEPARTMENT OF COMMERCE
BUREAU OF TBE CENSUS

JILED IAN 3 3304,

MISSOUR] STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registration Distriet No.... &7 X 0 =

43538
Stote File No
Registrer’s No..2 E éJ

6023

1. PLACE OF DEATH:

(a) Cotnty. e

&) City or town......
{I l’ouu!dl city or !.o!rn iumu write "RURAL" and name of lo'nllnp‘l

(¢} Name of hospital ar institution: I
(-EAAA..«\‘Q-&?'

(If not in hospital or insti lution, wrile street number or locaotion)

{d) Length of stay:

In hoapital or institution

(Specify whether
In this community.
years, months or doyn)

E‘v e
((7§treet Ne. Ly

2. USUAL RESIDENCE OF DECEASED:

{a) State........ m' .
£7

(0) County.,.{. Jaler Nl

(¢) Cityor town...............

T t-.;ido city o.r town limits, write “RURAL")
i )

,(I!' r‘ml, giva location)

o

{e} Citizen of forcign country? {Yes or No)

~

If yes, name country.

3. (a} PRINT
FULL NAME.,

[ 4

7

3. (& Ii veteran,

3. (£) Social S:w

name War. No

6. (a) Single, widowed, married,

Kﬂworcedw

6. (c) Age of husband or wife if

5. Color or

%&) NEIEG of husbgnd or ffc

alive..... ¥ foee I

Lt
20. DATE OF DEATH: Month.... [

MEDICAL CERTIFICATION

274

mmute

ur.._...lf.. .‘g._.....hour..
21. I hereby certify tiat [ attended the d
4 ?‘ - / .2 i 14& to.
that Tlast 52w beass... alive on.... L2 /A=
and that death occurred on the date gnd hoyr‘ a}_ed above,

7/&

d from

L=l

A

lqﬁ.
104,

Duration

Immediate cause of death.... M

7. Birth date of deceased 7’&1/7 V4 /y\f‘?
(Month) (Day) (Year)
8. AGE: Years Months Days If less than cne day

/9 br

{City, town, or wunty)

9. Birthplace __ f

1¢. Usual occupation......... Ao

.
(State or loreign country)

11, Industry or busipess

. Name,...... 2 (/e

.
. Birthplace

(City, town, or county)
§ { 14. Maiden name..,.mMma._.._..... - 4

15, Birthplace

= {Clty, tawn, or coun

16. (a} Informant;ﬂ W:Wﬂ&;

7 (») Date LhereofW fk?
} nth) (Day, éar)
2t Wore

(Sta or"f.c‘;r-:l;n e;;mtr.;).

.| PHYSICIAN
Underline
the cause to
'which death
should be
charged sta-
itistically.
22, If death was due to external causes, fill in the following:
(a) Accident, suicide, or homicide {specify)
(#) Date of occurrence. bl
5(:) Where did injury occur?,
{City or town) (County) (State)

Did Injury occir in of about home, on farm, in industrial place, ia public place?

(Sp-cll'v type of place)
reeenee (€} Meana of ln!ury

While at wark?. e

(M. Do)

. %ﬂ. ...... Date signedd’™




STATEMENT BY LICENSED EMBALMER

, I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalimed by me,-endzy.

¥ ' Registered Apprentice No '

working under my personal supervision.

Signed..

Note: le above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING.

the above conslitutes grounds for revocation of license.)

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




