DEPARTMENT OF COMMERCE THE STATE BOARD OF HEALTH OF MISSOURI l 5 6 2, 2

BUREAU OF THE anf.sus
FILED APR 28 1944 STANDARD CERTIFICATE OF DEATH Stete File No

Registration District No... /0 Primary Registration District No..o3 053 . Registrar's No, é /

1. PLACE OF DEATH: 2, USUAL RESIDENCE OF DECEASED,

(a) County___.... __..__.___dg_*_ _Mw @ State &0 ) . ®) County.. % @ E . g )

{b) City or toWn . ..ceereurccrnc. : l':n_ ; ; , ?
("onuidc nty o town ita, wnu numu and name of township R ?I
(¢) Name of hospital er institution: () City or towD——..cooo.

3 o (ll' ouulda cn.y or tuwn Limits, wnl.n RUI\AL )
"> V2 A > %l 5.
{If Dot in hospital nrwlnsuwtiou, wrils sireet nm"bﬂ or bocation) B {d) Street No 6‘4 & M d}MM 4 jﬁ’

(d) Length of stay: In hospital or institution
;Q, j_ . (Specify whether || (¢) Citizen of foreign country? {Yes or Noy
. gy ﬂ

(If rural, give location)

In this community.
years, months or days) If yes, name country. f.) L

3. {2 PRINT MEDICAL CERTIFICATION
FULL NAME __.

i - ——"""2"__ || 20. DATE OF DEATHy Monthgbf.eﬂ_é:f}.gz:...dny 37

3. (b If vet N 3. (¢} Social Sectrit
mme:‘: m :\Jn ¥ year / ? 6‘ “t'C hmlr LD minute_*_48. £~ M
21, I hereby certify that I attended d from

Ai‘s Color ar 6. (a) Single, widowed, married, oL on é r SQ—Z 6¢ LA }_[07 7/Jb
4. SexM mﬂﬁi divor C that I fast gaw h allve on
6. (b} Nameof husbandorwife._.______._.. 6. (<) Ageof husband or wifeif (| and that death occurred on the date and hour stated above.

alive oo Immediate cause of death
7. Birth date of decea::d..u..%%Ln:-..m_......,....3;.5__..._.._..... /8. 7(4
{Mont (Pay) (Year) :
8. AGE: Years Months Days If less than one day Due to.. L—/O £.0.0 2. ['_7 L et 5O D
67 | g | 4 R

WRITE

Due to.._ Seerm WA T

0. Binbpiace 5 OBy 4 boar rna. ) = M

{City, town, or nnu) {State or {oreign country) = N 5 + [/ h
Othermndihons.__._.?_& W @) @"- ‘-O/d e N B TN

10. Usual occupation .S Ay ’ ,2) : o ¥ within 3 months of death) — -
1. Industry or buﬁnmw_&}&-g_ sl . _@_‘_ PHYSIGIAN
-~ Major findings: ) . —_—

{ 12, Nme______ém_m._m;:.;ﬁ-=-“i-" Of operations...

R . /‘"‘) g Underline
: A o the cause to
t3. Birthplace ! [4 jwhich death
(City, tgyrn, or county) 2) gsuu ar foreign coun Of autopay should be
{ 14. Mhaiden name.

...... e ] I r-d |charged ata-

¥ | tistically
15. Birthplace e 5 &m) 22, If death was due to external causes, fill in the following:
16. (o) Informant. "'QA'-CA Bt . @' (a) Accident, suicide, or homicide (Bpec{f;/’_ p—

(b) Address....—Sh. (LB (&) Date of cocurrence

17, (@) @uu af () Date ghmf%& =194 6‘4‘ {e) Where did injury TR P Ty T v

n - Bta
(Besial, cromation, or rem“l) niby {Day) (Year) (d) Didinyaf¥ occur in or about home, on farm, in industrial place in public plaoe?

(c) Place: burial or crematio: @f‘gga# C’L-n) JQ M:iﬂo
18. (o) Signature of funeral directorod. X W?‘Jg«.&&, While at work?. .o GM’WH y____ o
e it g j WA/ r/z
- - Ledy Y2 ar = - N

-

» 80090, : v _ :
19. (a) 'i( /LY B e 2 fspdl o N | e T

(Datd I'Med local reristrar) ﬂ i

=

jsvp



-t

-

RECEIVED o -

District Health Officer- No, §, : 3 o
District File Number........_._.______ | |
a -+ Dute Filed __ AT 4F | o R

' . e

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

Registered Apprentice No......

...............

working under my personal supervision, )
' o ‘ Signed %‘szv CEMWM——

V' 94/

Licensed Embalmer Nn

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hls OWN HANDWR]'] ING. (Failure to comply wit

-

the above constitutes grounds for revocation of license.)
If this body is not embalmed, fact should be so stated above.




