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WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PU

RMANENT RECORD

3
DEPA%TMENT OF %OMMERCE STATE BOARD OF HEALTH OF MISSOURI 6 4 4
UREAU OF THE CENStS
JLED Fe * STANDARD CERTIFICATE OF. DEATH State File No
Regxstrauongmmﬁ 94@ ...... 8 l 8 ,.».?_I:ima{y.Rgsiggr_a_ﬁion,l?jsujct__yo...._...... 110,,03 Registrar's No......... ﬂ—ﬂ o R_ _
1. PLACE OF DEATH e *12, USUAL RESIDENCE OF DECEAS y
(a) Count . Misgourl - oo 2.~
a) Cotnty...... el ey sta ! g :
(&) City or town...... ..st .. L0u1 =] 1 ‘ e i &) County f/ ’? J}
{1f cutalde cil: or town limits, write “RURAL" and name of towaship} {c) City or town St - LOU.i S Q
{¢) Name of hospital or institution: & = (If outsids city or town limits, write "RURAL™")
e ddtheran Hoapltal . e || @y Surest o 5047 Waterman Ave.
{if oot in hospital or institution, write atrest suwber or location) . (I ruzal, give location)
d f In h 1 institution .
. “@ ;Leum of stay: In hospital or i (Specify whather || (¢) Citizen of foreign country?, no (Yes or No)
in this community._...... . . ;
yoars, months or daye) If yea, name country, _/’
MEDICAL CERTIFICATION
g} PRINT
ohn William McBurne¥a....... :
m(;‘ I:AME”“ o iillam. MC’: = — A - ! 20. DATE OF DEATH: Month... 811e day.....01.8%
3. (&) veteran, c al Security
é&am sh-American War.,, 7(2- 01T Vi vear. LOG& . pow 4310 e e
21. I hereby certify that I attended the decensed from
Color or 6. () Single, widowed, married, || 1{? 19.5%% 1o Rty
” — 2 tes ol ket o, 1906 , 10.e.. At il T A, . 1950
4, sediale face te qajivorcedwj-dowed 1last saw h adifl.. allve on........ ——— 19!.4.%
6. (b} Name of husband or wife and that death occurred on the defg/and hour stgigd above. T
AdaMcBurngy ] alive.. . vears || Tmmediate f death.. Duration
7. Birth date of d d Jung 22 18%73. MW J%J
(Month} {Day) (Year) _...._%.Q_.m L
8. AGE: Yenrs Months Days If less than one day Due to .
J 70 . 7 - 9 . hr. min // }1" ”"F
ﬂ-ﬂ Due to i l“?
5. Birthptace. 35 Louls, .. ~-Missouri J4. U’ «
(Cizv. town. or rounty; (Btluutfwei;n ccnnt.r:) f 2
10. Usual occupation T AV E1 NG .. Freight Agent.... °‘::,f ?';3,’;,‘,‘:2; ‘_}?mmn,d“m .
11. Iodustry or business. Union. Pacific R. Bevrsn e PHYSICIAN
E( 12. Name. William McBurney . ! “{Sfommf;m ________
= % it . . B a Underline
;': 13. Binhnhﬂ- S.C\.Q tland.n . lhﬁgg’c :g
" I g (Stave or foreign couvntey) Of autopsy...... :vhouldabc
= { 14. Maiden name.. -aml LY. a;Ler . charged sia-
E { . A 1_' j. M JO— tistically.
g1 15 Birthplac e %f‘-‘ Efw.f;?;};};ii;i"' 22. If death was due to external causes, fill in the following: :
16. (&) Informant. M08 Francig H.. .7V Vlelandy- ceven || (@) Aceident, suicide, or homleide (apecify)
® Addrens. 1113 Lanford Aveé..,. () Date of occurrence
17 @ Buriale. ... (%) Date thereof... || Where did tnjury occur? e s o
"{Burial, crematian, ar removal) [Medth) (Dax} (Year) { (@ Did injury oceur in or about hame, on fnﬂn. 1 industrial place. in puble place?
{6) Place: burialor cremation. Bellefontaine Cem.. .
18. (s} Sigoature O';EE% dchmimC R Lugton & SOHS While at v.ork’ (sfi‘r‘, r.(::)n ‘i:!pe:; of lnjury..g... ...........................
(4} Address. ... L. Ama. h'4 ' f .
o ¢ o @a} 2, smmu_ﬁ e'éstaw (M. D. oreretrery.__
" ) (e rocabrad lnellruktru) ¥ {iReghstrara dgnatere) ; Address - L Lo
(Licensoed Embulmer’s Statement on Reverse Side)
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STATEMENT BY L]CENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by._.c..ooerorrreac e

. Registered Apprentice No X S
wor.king under my personal‘suheryfsion. .

Licehsed Embalmer No... % & £

“P.O. Address ,# dﬁﬁw ...... M &

Note: The above I\IUST BE SIGNED BY THE LICENSED EMBALMER in h.l.B OWN HANDWRITII\G (Fallure to comply wit
the above constitutes grounds for revocatlon of license.) .

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




