1
o ] DEPARTMENT OF COMMERCE

- STATE BOARD OF HEALTH OF MISSOURI 3 [ 7 q
2o\ FILED FEB 14.1 STANDARD CERTIFICATE OF DEATH Stae File o A
:"‘9’ Registration District No. 42?44 e Primary Rexistratlon District No_ss,?,é.f__ Registrar's No i

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

1. PLACE OF ATH)

@) Count grcer CoO.
Y Lindley Toewn s8AID

(d) City or town
{If outafde city or towan limits, write "RURAL" and name of tawnship}
(¢) Name of hospital or institution:
n /

{1 not fu hosplia) or inatitution, write street nambaer or loostion)
('j) Length of stay: In hospital or lpstitution

In this cnmmumty ..... all-his-life

youre, months or deys)

11V (3pacify whether

2. USUAL RESIDENCE OF DECEASED;

{a) State.

{e) Clty or towd_cocrenns

-ilf rusal, tive i;aunuon)

_......_MT....‘.. ............. (Yes or No)
Z

(e} Citizen of forelgn countryl. .......

If yes, name country.

3,00 FIST ¥91laim M. LaFollett
3. (&) If veterun, 3. (¢) Social Security
naAmE War. no No._gp__________.._..__.
5. Color or 6. {a} Si_nzle. witowed, wmarried,
¢ Sapgle ! Chompipe-! Sivrsing rrted-
6. {4 Nameof husbandorwife. ... . ... 6. (¢) Age of husband or wife If
Ellte-LaFellett————  Wrepp..yan
. Birth date of d d .. .1 - e e e e e
7. Birth date of decease mAm&, ot-3 5 18%&) o
8. AGEa Years Moanths Daya If tess thap one day
76 4 6 hr. min
6. Birthpiace yndianmma [/

{City. town, or county) {Btate or foreign country}

20, DATE OF DEATH: Mont

. year.
21. I hereby certify that I attended the

CRheee BT 1940 19613,
that I last saw h alive on V4 19......;
and that death occurred on the date and hour stated above.

Duration

Tt diate cause of death

; A
Due to‘@kﬂ&lf"—h_.._mm,_.m.mm

10. Usnal oectipation arx mer {inctude A

11. Industry or busi Siater fdl a PHYSICIAN

e ajor fiindings:

= [ 12, Name John La.FO].le tt of opermlons_._..........L_................7(.ﬁ........ e (R T

= . nderiine

e bl unknown ? : the cause to

& 1 13. Birthplace - / [ which death

- Maid {City. town, or connty) (Stats or forstgn coantry) Of antopey should be

o 14 aiden name . _ " charged sta-

E{ unknown [ttty
15, Birthplact i s irrmsm s, .

5 rrTen w'n."mm --*ﬁﬂl{-n ‘n ot Toraips conotr) 22. Ii death was due to external causes, fill in the following:

. (a) Informant. lgll LaFollett

—
o

® adress.. P 1le884on, Iowa
. @ burlal () Date thereot. J.2NA 1944

{Barial, cremstion, or runmml)_ (Month) {Day) (Year)

{e) Flace: burial or cremation._..iaineeé.em_.._ _____
13. (a) —
"_‘&-

Signatyses! fune.ral dlrecr.or.....
19. {a)

{Duata receivad locsl n:lstnr)

(3} Accident, sulcide, or homicide (specify)
{8) Date of occurrence.
(¢} Where did injury eccur?.
(City or tawn) (County) (Srate)
(dy Did injury occur In or about home, on farm, in industrial place, in pnbl.{c place?

ne of pisce)
Means of lnlury......f"&. R,

‘ f . - (M.D,or othﬁw'
=

£ ... Datesigned o Som.

f?>167




STATEMENT BY LICENSED EMBALMER

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

Reglstered Apprentice No -

working under my personal supervision. C
s % g\’w

b ) .. L:censed Embalmer No....

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HA RITING. (Failure to con_aply w

the above constitutes grounds for revosation of license.)

If this body is not embalmed, fact should be go stated above,
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WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

DEPARTMENT OF COMMERCE
BurEAU oF THE CENSUS

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Siale File No. M

Registration District No..ooocoocceccsscenaren Primary Registration Distriet Noo.. Registrar's No.
1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED,
)
(e} County. (@) State () County.
® City or mwn?t" f outslde ci Limi HURAL™ aad of townabip)
fo ty ot tawn Limits, write “ rame of to ) City or town
{c}) Name of hospital or institution: @ {IT octeida cily or town Yimits, writs “RURAL")
{1f not in hoapital or {nytitution, writs steeat number or location) {d) Street No. (If rural, give location)
{d) Length of stay: In hospital or institution.
(Specify whather || (¢) Citizen of forelgn country? {Yea or No)
In this community
years, months or days) ; If yes, name country.
MEDICAL
FRET Ko Fulllo it S
s B A/m . I a?
20, DATE OF I,
3. ) I veternn, 3. /(n:) Social Security [A?
year. ... J...
name war. Neo. ;
21. I hereby certify ¢
5. Color or 6. (o} Single, widowed, magied,
WAl ud". 53 N
4. Sex race. divorced ... 2T L | that T b 19 ;
6. (¥ Name of husband or wife...cerireimeeeee—n. 6. {¢) Age of h :md or wife if t! h occtyyed on @date and hour stated above, Duration
ve____ edial [ death
7. Birth date of deceased . = L7~ S 1 p I
[ j,gr) J (Xeas)
VL.
8. AGE: Munths D ess than Due to.
74 \ el —- f .——__guin.
V » Due to
9. Birth, .
¥ Lo or ] ts or {oreign country)
Other conditions.
10. Usual i It
OCCURIO R~ AN i within 3 manths of death)
11. Industry or busin PHYSICIAN
Mnié)r findings: ——
perations.
E 12. Name oF hUnderline
g 13. Birthplace. :’ hﬁ?t:: :g
{City. town, ar counly) {Stats or foreign country) Of autopsy should be
5 14. Malden name charged ata-
tigtically.
& | 15. Birthpl 22. If death was due Lo external causes, fill in the following: :
= (City, tows, or comty} {State or foreign country) o ' ng:
. H ici i{y)
16. (o) Informant (2) Accdent, suicide, or homicide (specify|
(&) Address (&) Date of occurrence
17. {a) . . (b) Date thereof. © tere did Injory occur? (it o tawn) Gta
(Burial, crematicn, of Femaval) {Manth) (Day) (Year) (&) Did injury ocrur in or about home, on fan'n in mdusuial placc in publie place?
(¢) Place: burial or cremation
13 f place;
13. (s) Signature of funeral director. While at work? Gpecily (?)u oy )Of injury
%) Address - VA
@ /_ /s - q '7( R 23. Signature (M.D.orother)
19. () ® it V] ZQZZM\,___._ )
{Datz received local reristrar) {Registrar’s si ) Addresy —— Date signed
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