-2-43
17-3¢
35807

h—"

—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD -

DEPARTMENT OF COMMERCE
BURRAU oF 1HE CENSUS

FILED JUN 19 1949

Registration Distriet Nowooe... o ..

STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
_8 l 8 Primary Registration Distict No....., e 4 O O 3

State File No

Registrar's No..__.. S LY aeen

1. PLACE OF DEATH: .

St. ILouls, Mo,

lf ouuir.h city or town limits, writs “AURAL'" and name of township)
(¢) Name of hoapital or ingtitution:

Isolation Hospital

{1f not in hospital or instucﬂun writsatrest number or fogatian)

(d) Length of stay: Iz hospital or insmuuon.,s. _l_5. AJ.. E.-Zi-l..l,

(Specily whethar
h)-

\V

.(2) County
(4 City or town..

In this community
yoars, months or days)

2, USUAL RESIDENCE OF DECEASED: -

(@ state MISSOUTI & County
L4
(@ City or own.2 s LOlig o ﬁ
(If cutaide city or town |imits, writs “RURAL"™) ;— 4
(@ Street No..__ 2211 Carx S
{1 rurol, give location)
(e} Citizen of foreign country? {Yes or No)

If yes, name country.

Full RAME. Jessie Moore

MEDICAL CERTIFICATION

T e

116, (9)_ Informant H. Bucha nan -
d.1dL
) Addm,._._SS 0 Arsendl. . ..

12 {8) —.. _l‘ Al \__..._. @) Date the'reof_.._é_ -

Bz - 44
R {Porial, eumllic'n.u removal) {Month (Dny) {Year)
Place: buriai or cremation... l"’ L2 a1 4
Signature of funeral director..._E.lhb._ ..-Eu.ne.rﬂ.

- ‘:.(a)
18. {a)

Address F_&Q..___

{{¥ats received Iml'lrcll-!rl!aéf )

(®)
19. {a)

s 20, DATEOF DEATH: Month . 5 _day 25
3. (&) If veteran, 3. (¢ i ty J 9 ; ] Q
( — year. mla........._hour__... ....._.....minute....A.S......g.....M.
name war. NO it e re s e s scasssrvrns -
- 21. I hereby nertt!yrthat I attended the deceased Irom_.s_z. ':.11,1,,_
. \z 5. Color er 6. (a} Single, widowed, married, . 19uto_5m25mldy 9
4. Sex F : divorced. il f e — || that I1ast saw b £ T alive on 5 -2 5 - ,; L 19.,.......;
6. (3 Name of husband of Wif€..w———_  6.-(¢} Age of husband or wife if and that death occurred on the date and hour stated above. Desation
- a]h‘z.._...._............ﬂ.m}'m Immegdiat '.-. use of death, R
7. Birth date of deceased May altl (Bt | '-[- et X
. . {Month) {(Day} {Your)
8. AGE: Vears Months Dlyy Ii less than one day Due to...
3 O D 6»—-' hr. min
Due to
o. Birhpiace __PAATVEL - Ark | .
{City, town, or connty) {State or foreign nnnnu‘-)) f'y ™
4 ’ . ' Qther conditlons
10. Usual occupat!on.*.......ﬂ...ghﬂ.m est.c. {Include pregnancy withio 3 manths urdumf % t
11. Industry or business SR PHYSICIAN
o ajor findings: -
TP T ~ YT S S o7 L
= ©
= 13 Birthplace... .._..u_n K n_q_u.;a s T ( tﬁ" K ) the cause to
‘__- . Ciy w1, Of CuCoLy, iate or forelgn country, Of autopsy shonld be
=3 14 “ifalden name_m,. =Y. _____ﬁe.ﬂ ti S’_.._ oo omees charged sta-
E . tistically.
© | 15. Birthplace...._. u:ﬂ"J(" A 2 4 I ko || 22, If death was due to external causes, fill in the following:
= - {Ciry. tawa, or county) Sl.al.n ar !nnl(n nonntry)

Accident, sulcide, or homicide (specify)

Date of cccurrence.

(a)
b
(e}
(d)

Where did injury occur?.

{City & sawn) {County) (State)
Did injury occur in or about home, on farm, in industrial place, in public place?

(Specﬂ, 1ype of plare)
(el Meansof infurye el

- (’M. D.ctother)

rrorrrieWriireen, Drate gigned.... oo

(Licensed Embalmer’s Siafement on Reverse Sido}




A

'
STATEMENT BY LICENSED EMBALMER

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

Régistered Apprentice No

working under my personal supervision.

Licensed Embalrne
u{;&. BTN _-,,.
0 Addre

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER l.n hm OWN HANDWRI,TIN(J. ((Faﬂure to comply
the above constitutes giounds for revocation of license.)

If this body is not embalmed, fact ehounld be so stated above.

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

DEPARTMENT OF COMMERCE
BUREAU OF THE CENSUS

Registration District No.__s_‘._f__.

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
Primary Registration District No.___£.0..OnF

State File No...

._“_Eo__-g.g__-_

Registrar’s No..

1. PLACE OF DEATH:
(a) County

(&) City or town_.._%
(ar city or town hnuu. writs "RURAL" and name of township)

(¢} Name of hospital or institution:

{[f not in bospital or institution, write atreet number or location)

(d) Length of stay:

2. USUAL RESIDENCE OF DECEASED,

(a) State &) County.

@

City or town
(Il outside cily or town Limits, writs “RURAL")

(d) Street No.
{If roral, give kocntion)

In hospital or institution .
. {Specily whether (e) Citizen of forelgn country? (Yes or No}
In this community.
years, months or days) If yes, name country.
3. (&) PRINT MEDNCAL CERTIFICA'
FULL NAM e s’ C e, ‘ ' -
20, DATE OF DEATH:
3. (b) If veteran, U 3. (¢) Social Security
year, J_ & ——— M,
name war. No
- 21, T hereby certify t
2 5. Color or, 6. (@) Single, wi edy 19._
4. Sex .| TACEL 5 ....... 4 dIvorced. A 10
(W H
6. (4) Name of busband o Wife..—o.ecseres, 6. () Age of husband .
. Duration
7. Birth date of dnceased.._ﬂ S .. - otl: o
(Mont] 4 {Day)} {Y
8. AGE: Years Momhs Dayj less than
3 0 @ " . min,
AR ||
9. Birthplace..............
{State or forsign cocntry)
ﬂ Other conditions
10. Usual occupltiol U (foclude pregnancy within % months of death)
11, Industry m%ﬁ PHYSICIAN
o Mag:{ findings:
operationsg [
E 12. Name . Underline
£ 13, mirthplace _ ehich dean
{Clty, town, or connty) {State or foreign conntry) Of autopsy should be
g 14, Malden name charged sta- |
tistically.
E 15. Birthplace P s 3 TP P —" 22, if death was due to external causes, fill in the following:
16. (o) Informant {a) Accident, sulcide, or homidde (specify}
® Add (3) Date of oceurrenoe.
17. (@) (b) Date thereof {¢) Where did injury occur?. P —" e rrrer
- < or tawn,
(Burial, cremation, or romoval} (Manth) (Day} (Year) (d) Did injury occur in or about home, an ?arm. in industrial place, in public place?
(¢) Place: burial or cremation
. . (Specily type of place)
18. (a) Signature of funeral director, While at Work?——— | (&) Means of iury..— e
(b) Address. ___j___._ .
/ 23. Sigrature (M, D,orother) ..
19. (a) ﬁ,”" (R — AN
(Data received (Registrar’s sixnatare) Address Date signed____.___ S







