AGE should be stated EXACTLY. PHYSICIANS should state

N. B.-——Every item of information should be carefully supplied.

CAUSE OF DEATH in plsin terme, so that it may be properly classified. Exact statement of QCCUPATION is very important.

B bl

:

2. PRINT FULL NAME.
(a) Residence, No.

MISSOURI STATE BOARD OF HEALTH {

.

BUREAU OF VITAL STATISTICS 85660

R P4 %M
{a} Coanty.......
(b} Township. # L LeCollr
or
(e} City t/
{e) Length of residencein city or town where death occurred

{Usuzl [flace of 2hode, if no street &

CERTIFICATE OF DEATH

Do net nse this space.

Registrotion District No. 37,/ Py //:3

Primary Registration District No.

> Ay o Reglstered No. o

d) Street N
() Sirce c(. If death occurred in Hospital or Institution, write its name instead of street and numbcr)

long In U, 8., if of foreign birth? yro. mos. ds.

mos. ds. (N H

.................................. C LRt o, 7 c~7

ress, write county or city) (If nonreaident, give city or town and Sbg}fl’

PERSONAL AND STATISTICAL PARTICULARS

MEDICAL CERTIFICATE OF DEATH

4. COLOR OR RACE

Leriale FYVTacts

DIVORCED (twrite

5. SINGLE, MARRIED, WIDOWED, OR

YA o0t

21. DATE OF DEATH (MGNTH. DAY. AND YEAR) (LM ] ’2/ .19

SA. IF MARRIED. WIDOWED, OR DIVORCED

HUSBAND of
(OR) WIFE oF

I HEREBY CERTII‘F{)Y

A4
DATE OF BIRTM/p‘n'H DAY, AND YEAR)

:‘.:I‘.P,A‘J..H.lfentﬁln eaid

I attonded docensed from

et s . 19 19.l}lf

17, INFORMANT......»

& to have occurred on the tod above, at.. Jm )
7. AGE * MONYHS The principal enuse of death and related causes of ortance were fa follows:

7 ‘ ‘i Dato of onset
z a. 'i‘rade, profession, or particular kind of /
o work done, as sawyer, bookkeeper, etc. //
'; 9. Industry or business in which work
o was done, s Saw mill, bank, ete. ... e It Cdbiirm. ... ffosivirans ] e e B e e o B s WO BT E S s
2 10. Dnte deceased 1ast worked at
8 occupation {mooth and
[s] yw) TR I 5, Y W T /?/ .................... ASDTRTOTAT;
12. BIRTHPLACE (CITY OR 6. " | Other contributory causes of ’m"°‘8’5‘1"3L:I,Z'“TJ ARY

(STATE OR COUNTRY} o g oz ar oo
LIV ITTOT un., LUJ
b el T ok sl B R A
5 O O I |
E ) £ @TvoR m .................... ) s
iy o - TESPY S B o .
E ( STATEOR COUNTRY) ﬂ Namae-of operation....... L.l gl ¢ Date of...cociuinn
7 ‘What test canfirmed diagnosis?. Spd L/ I\ Was there an nutopsy?.. 1/)
é 15. MAIDEN NAME 23, If death was due to oxternal (vlolence), fill in alsc the Iollowif
) i suicids homicide?........ i@l ..... Date of injury...
'6 16, BIRTHPLACE {CITY OR TOWN)», 7 A ;‘:‘:dmd?d i o oF m: ¢
z (STATE OR CDUI:lTR‘I) / ere g {Specily city or town, eount;lf'.' ‘and State)
L]

Specify whether injury occurred In Industry, in home, or in publlc place.

(AooRESD) 2 L, X .
18, BURIAL, ATIC.)N. OR REMOVAL 4 / q'
PLA oare..{. L 4~ 1Y

“"Yocal 'Reﬂslrar.

Ma.nner of lajury /.\ .

 Wature of Injury...., ey

L)
24. Was d.iseuel r injury in eny way related to occupation of deceased?.. "o,

v 4

If 8o, specify.....
i
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/RN 7 (Licensed Embalmer’s Statement on Reverse Bide)




STATEMENT BY LICENSED EMBALMER

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

'Registered Apprentice No

working under my personal supervision.

Licensed Embalmer No

.

P. O. Addresa

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. ] (Failure to comg
with the above constitutes grounds far revocation of license.)

If this body is not embalmed, above space should be left blank. «

'



Jo. 2B
—5-43
T X36920

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

DEPARTMENT OF COMMERCE
BUREAU OF THE CERSUS

Registration District No.._.3_2._}f._....

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
Primary Registration District No.-__é_a_z %

Suate File No.

Retisirar's No.

1. PLACE OF DEATH:

P
.-_.....-.-H.. o e
u.wnu I\URAL [t of townahip)

{11 not in hospital or institution, writs street number or location)
{d) Length of stay: In hospital or institution

In this community.
years, moaths or days}

(a) Counnty___.

(&) Cit¥ or to £4
{1If outside city or to
() Name of hospital or institution

(Specify whether

2. USUAL RESIDENCE OF DECEASED:

(a) State (&) County

(¢} City or town

{If outside city or town limity, write "HURAL")
(£} Street No,

{Lf rarul, give locaticn)

(¢} Citizen of foreign country?

If ves, name country.

PRINT

H,_CMM,,L,

3. (5) Ii veteran, 3. (¢) Social Security (/

name war. No.
5. Color or 6. (o) Single, widn(_ec;;‘;niried.
[ T - S S " divoreed.._.._ T
6. (b) Nameof husbandorwife . ... 6. {¢) Age of husband or wifeif
[L 113" I .....
7. Birth date of deceased...... S0 D ... 2T ’
{Moalh) (n-,) ‘Ym) \
8. AGE: Years Montha 6) 83 ¢ \6&‘ &
N1 %A\&. _____
9. Birthp h ._
¥ o ¥) {Sate or I'uruxn country)
10. Usual occu

o

11. Industry ot busi

MEDICAL CERTIFI

20. DATEOF DEATH: Month._....

yard 1Y
21. T hereby certify t

Other conditions
({Inclnde pregoancy within 3 months of death)

E 12, Name
= { 13. Birthplace
{Clty, town, or coanty) {S1ate or foreign connlry)

é 14. Maiden name
5| 15 Birthpt
= {City, town, or county) {3iate or foreign country)
16. (o) Informant

(b) Address
17. (a) (b) Date thereof

(Burial, cremation, or removal) {Maonth) {Lay} (Year)

{¢) Place: burial or cremation

Of opemuom"..__..«-S{jPPEw “| Underline

1111'\r\ﬁ‘ A’T‘!f\ﬁ the cause to

ATDITIONAL /é;g’_/ PHYSICIAN
Major findings: A—B@; TsIa

twhich death
Of antopsy NEOT ., An should be
Lo A charged sta-

jtistically.

22. If death was due to external causes, fill in the following:
{a) Accident, snicide, or homicide (specily)
(b} Date of occurrence.
(¢) Where did injury occur?.

{City or town) tate)
(d) Did injury occur in or shout home, oa farm, in lndustrial plnce in p‘ubhc place?

) . {Spocify type of placs}
18. {a) Sigmature of foneral director., While at work? (‘;} ¥ of injury
by Address
@ 23. Signature {M.D.orcther)..——..
19. (a) {b) :
(Dats received kocal registrar) (Registrar’s signatore) Address .. Date signed
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