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-STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
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State File No.

24
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1. PLACE OF DEATH:

(2) County........w==
{#} City or town..

{¢) Name of hospital or institution?

{[f outside city or tné‘ﬁniu, write “HKURAL" and name of township)

{d) Length of stay:

In this community...
yaora, months or d.nyl)

(If not in hospital ur jnetitation, write stréet number ar lecation)

In hospital or institution

90:}7/;4

{Specify whether

2. USUAL HESIDENCE OF DECEASED:

g -

(a) State {¥) County
(¢} City or town.,......... % 0 g8 N b
{IT outaide city or imits, -m.n ‘HUIAL™) / C‘ﬂ.
() Street Now.ooo......, -
([f rurel, give Iocnl.mn) 2"
- Jlo s
(e) Citizen of foreign country? (Ves or No)
If yes, name country, = L) £

3. (a} PRINT
FULL NAME

3. {& If veteran,

3. (¢} Social Security

natne wat. s No ——
' 5. Color or 6. (a) Single, widowed, r=ied.
4 Sex.ﬁ ....... .Z. ...... race.z/f/ divorced... @.—./
A - Nt
6. (¥} Name of husband or wife........... .. 6. {¢) Age of husband or wife if

.S : - P alive.........;;.—.....years
7. Birti dute of deceased..., L ok D /527
-t - (Month) * S (Day) (Year)

8. "AGE! - Years +* .‘:l;l_omhl .| “Days [+  If less than one day

20

hr. min

9. Birthplace. ...

10. Usual ecctipaton

11

pt

By 12
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5Y 15
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i6. (o)
®)

17. (a)
(e),
18. (a)

{b ddress_..
19. &2“ b
@ :‘A’Iuc rés% ®

. Industry or business

. Birthplace............
. Maiden name..

. Birthplace.

Jo /L/ L

" {City, towd

20,

MEDICAL CERT]F[CAT]ON

w27

mmu:e,

DATE OF DEATH: Mon o A
year...... /? ‘64 ho 4{?‘
that I attended the deceased from..

T hereby certil y
E;{, ' IOM S too
=

/
thae I last saw h2b4, aliveon......

1.

Duration

z‘“ ;;j' R (Sul.eor I'ormgn munu,)f

L L4
S

-’;’—j"‘. E““""E“—f"z- (Sul.o O:Z:i'h OD.E'-I'!)
(Sum or foreun eounl.ry)

S n

f

, town, or county)

K o ymn:

8) Date thereof 1. L7%
}féﬂe M)(’%J(Dn,) (‘I’qar)?

Place: burial or crematiof........ ...}

(Buml erematlon, or rcmnul)

Other conditions. f .
Toclude pr within 3 months of desth) /} L4 ﬂ
k5 j PHYSICIAN
Maijor findinga:
: fopﬁmfﬁnn k’ fd'
Lore e, P " h-v '|' Underline
the cause to
) U which death
Of autopsy........ should be
) T charged sta-
tistically.

({Date / ( { eﬂsu’nr ' |unllm)

22. If death was due to external causes, fill in the following:

{a} -Accident; suicide, or homicide (specify)

{8) Date of occurrence.

{£} Where did injury occur?
(City or town) (County) {State)
(d) Did injury occur in or about home, on farm, in industrial place, in publlc place?

(Spec!l'r type of place}
. (¢} Means of injury....
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District Health Officer No. 10.

25/
' R = ¢ Filo 'Numbet. 6.2 55 225
. . .. - U i . District File —i 5 1944
e - RSN ) Date Filed - _.._--_-_...--....-..-....

P ) ‘STATEMENT BY LICENSED EMBALMER

e 1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by 977-2

. Registered'Apprent.ice No

" working under my personal supervision.

Licensed Embalmer No?/j/ ........................
. P, O, Address.. /‘—9
Note:

The above MUST BE SIGNED BY THE LI(‘ENSED EMBALMER in his OWN HANDWRITING. (Failur
the above constitutes grounds for revocation of license,) -

If this body is not embalmed, fact shouid be so stated abave.




