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

DEPARTMENT OF COMMERCE
BUREAU OF THE CENSUS

FILED FEB

Registration District No. g.gm 5

STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
i Primary chmtratlon District No.. )f&f‘?_

4624
State File No. TR
" Registrar's Na._/_é_________,__w“m.

1. PLACE OF DEATH:
{a} County.... Shelh hid

(4) City or town

Q}qn'] b-i-ng
, (I outsid® cily of towd limits, writs "IWURAL" tnd name of towaship)
()" Name of hospital or institution:

{II zot i kospital or Institution, write streat number or location) J
{d} Length of stay: In hospital ar [nstitution

60 years

{Specify whether

In this community....
yeara, months or days)

2. USUAL RESIDENCE OF DECEASED:

{a) State ... f KW s

{¢) Cityortown... ... A

{Tf outsids city or town limits, weits “RURAL")

(d) Street No

{If rural, give location)
{¢) Citizen of foreign country? 1 L t

if yes, name country.

(Yes or'No)

: g Ahslt
Ful% NAME. Amanda Laur

3. (&) If veteran, 3. (¢} Social Security

name war. : Ne

MEDICAL CERT!FICATIO;

20. DATE OF DEATH: Month /" /0 ady

? minute.......ﬁ............M.

21. I hereby certify that I attended the deceased from

YesT. hour,

\ 5. Coloror 6. (2) Single, widowed, martied. 19......., to y) 19,
4 Sex... X roce... T divorced FLL 307 . [l hat 1 Tast saw b€ alive on Au4 [ of 19%\2
6. (4) Name of hugband of Wifé—.oooeoooeneee. 6. () Age of husband or wife if || and that death occurred on the date and hu@' stated above. e

alive. oo —....years || Immcdiate cause of death....x uralion
7. Birth date of deceased.......J 1118 a7 TR854 ” AL Bt —WM ‘f;—-h——-'
“{Month) (Day) (Year) _‘L O l;ﬁ,.a V Py
8. AGE: Years Months Days If less than one day Duye to. 2 i.j
. g fn "f
8 9 6 17 SN |} QN o Lo} ! [ f [ s

Talmyra Mo Due to ; ; A

9, Birthptace. M . ,’ fm U
’ = (City. town, or county) {State or foreign conniry) || 77T B : ’ i
vif Qther conditions.
10. Usual cecupation honsewife (Include pregnancy within 3 manths of death)
11, Industry or business Riar ‘ﬁ v PHYSICIAN
ajor findings:
é 12, Name Levy Payne Of operations o
¥ i . . nderline

E 13. Birthplace Kentucke "7 H the cause to
- i (City, town, or cm.ml.r)_ (State or foreign country) Of autopsy ri?icgl‘flmbu:
& ( 14. Malden rame P tregig-— ;aaes—_w—_—mr charged sta
= tisti ¥y,
= | 15 Bisthplace 1o m") 22. If death was due to external causes, fill in the following:

ina M’n

16. (o) Informant ...
(&) Address
17. {a)

o

onth} (Day) (Year)
7.0

(Burin, cregutign.origmovsl)
(¢} Place: burial or cremation Shelhinn

b
18. (a) Signature of funeral director... 75
: 7,

5 A P U— —
19. (a} @i_ = &
(Date receivad locs trar)

|
{8 Date thcreoy!.‘..‘_‘.:_.._/ 2. 191y '

(6) Accident, suicide, or homicide (apecify)
(d) Date of occurrence
(¢) Where did injury oceur?.

(City or town} {County} (State)
(d) Did igjury occur in or about home, on farm. fn industrial place, In public place?

(Specify tw- of place)

While at work? t ﬂ?ﬂf Y e
i ﬂ ; (M D.

23. Signature o mur“z;'sz-:3

Address




[ L] LY 4

REBEWED IR
District Health Officer No. 10 : -
District Fila Nu?bar---.oz_“.gfzﬂa o ) . | - .
Dato Filed |

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name isrecorded on the reverse side of this certificate was embalmed by me, or by_..

.. Registered Apprentice No...

working under my personal supervision,

Signed........ (oo frormmm gl e T
" Licensed Frabalmer No.....2..Z...3 2
P. O. Address
Note: The above MUST BE SIGNED BY THE LICENSED ILM BALMEH in his OWN HANDWRITING. (Failure Lo comply with
the above constitutes grounds foF revocation of license.) . 7 . .. - .

If this body is not embalmed, fact should bLe so stated anhuve.




