. In
. No. 2 DEPARTMENT OF COMMERCE THE STATE BOARD OF HEALTH OF MISSOURI i 22 3‘86

P ”"“j‘ﬁ’i‘“ %”“5"5 STANDARD CERTIFICATE OF DEATH State File Na
;e @%on District No..... __é. Primary Registration District No.&{___ﬁf_____ffj - Registrar's No l 7

2. USUAL RESIDENCE OF DECEASED:

{a) State W (&) County..

1. PLACE OF DEATH:

(a) County,........

(d) City or town.. Y
] ar outside ¢ uty or town Limits, write “RURAL" and pame of township) (¢} City or town,..__.z Al W °2 l
D (¢) Name of hospital or institution: I {If outaide city or town limits, write “RURAL") ’0'
O (Ef not in bospital or jnstitution, write street number or kocation) (@) Street No. (I rural, give locatian) 17}
(d) Length of stay: In hospital or institution . .2 A
(Specity whether (£) Citizen of foreign country?_........ N L1 (Yes or No)
In this community........kw.
yoars, months or daye) if yes, name country. -'"\'w ¥
3 {2 PRINT L L D MEDICAL CERTIFICATION
boll S Wt ( VAE Lo 7F
20, DATE OF DEATH: Month day
3. (®) If veteran, 3. (c) Social Security
° year. ‘.* d hour. 4 minute.. ™" F M.
name war........,\f.\.ﬂ No.. Y& { ! .
21. I hereby certify that I attended the d d from
5. Color or . 6. (o) Single, widowed, married, 1
4. . race. LA BT dk e that Ilast saw h alive, 19,....... ;

6. () Nameof husbandorwife .. _ ...

and that death occurred o the date and hour stated above. P
/ Duration

Immediate cause of dmth‘/CM/

. Birth date of deceased /D
{Month) {Day) (Year)
8, AGE: Years Months Daya If less than one day Due to....
b 7 g b ! hr, min
. Due to
o. Binhptace S R0flGen Lo - . W O
ty or uounty) . tate ar foreign country)
J . Other conditions.

10. Usual cccupation...... : : (loctude pregnency within 3 montha of death)

1. Industl’.‘,r or busmﬂﬂ PHYSICIAN
. Major findings: L Y —_—
26ae. W"— W W - Of operations.... M)'DI'IIPNL - : i
12. Mo LEMENTBB" Underline
. - SUPP the cause to
i { 13. Birthplace : ORMATION which death
((,‘.ny, town, or county)’ (State or foreign country) Of autopsy.. ]'_‘ﬂF should be
E 14, Maiden name ____#. ¢ £ €. REQT‘)T‘QT =1 charged 6ta-
gile - tigtically,
= [
- H|e { 18. Birthplace L. % £ & ‘I\ 22. If death was due to external causes, fill in the following'

{State or foreign cuunll:y)
. »

{a} Acc:dent. aumde, or jomicide (specify)..

W {# Date of occurrence.. M‘—(——-——- /- 5/ / /‘? ,Z’/ j _____

: (b) Date thereof. .lﬂ = M 7, {e) Where §id injury (C.n. town) (Co t
o y or town unty)
{Barial, crematios, of Femaoval) .. _{Momb} (Day) Oeen) (4} Did injury occur in or about home, on farm, in indugyrial place, in pubhc place?

(@ Place: burial or cremsition /Y ZAPLAALECLL e || 29D R Abrrrir e 2] S

" (Specify typf g1 plave)
18. {(a) Signature of funeral dir for—f el S— While at work?. " P T (’ eana of injurye. o

@ s fonesl 1% 4 § Si_mm“ el Q(%’_‘) s&&m)
19. {a) -ézéy %....... & A)'j_ | L2 T T ,
{Datd received local reristrar)

Address. tﬂl_ o 777@ _____ Date mg‘nedé “‘lz ',"“4/

16.. {a) _Informant..
(b} Address.;..._._..

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

, ‘}\ l‘ﬁ (Licensed Embalmer's Smtement on—ievun Side)




w7

]
'
N
- u ¥ -
STATEMENT BY LICENSED EMBALMER
[ hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by..... m'c* S X —
- ‘-i' . U‘\

, Registered Appreatice No g 4 ,

Vs . . [N
QU Gotoe -
Signed el ool '
. Licensed Embalmer No.. &R 2.2+

P, O, Address....

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

working under my personal supervision.

If thffbedy is not embalmed, fact shoild bé so stated above.
hd
TGN AN




o I X38930

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

DEPARTMENT OF COMMERCE

Bureau of THE CENSUS

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH State File No.......

-
Registration District No.._aR, . §. 4. Primary Registration District No.._.'f_._.'l_;?___‘!_ Registrar's No
1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED:
(s) County. ' (a) State (¥ County.
{¥) City or town o i
(!I’ cutside city or town H it ¢) City or town
(¢} Name of hospital or institution: @ (If cutside city or towa limits, write “"HURAL"}
(U pot in hospital or instilution, wrile street nember or location) (d) Street No {11 caral, give location)
(d) Length of stay: In hospital or institution .
(3pecify whether |1 (¢) Citizen of foreign country? (Yes or No)
In this community
years, months or days) If yes, name country.
3. (c) PR[NT 29 Q MEDICAL CERTIFICAT)]
p ) — J("’) "'l SEC'"'"“'“ =~ 20. DATE OF DEATH: Month.._... a AP S
3. B 1 teran, 3. {c) Socia urity
@) Hfveceran yenl'u..."...l...i.._‘f..... N . TR T W 13 2 — M.
name war. No
21. I hereby certify t the ¢

4. Sex...........ﬂm.........

5. Color or

6. {a) Single, widoyed, married
mczw_ | i {1‘/

divorced

6. (b) Name of husband or wife......cccooeveeceee. 6. (¢) Age of husband or wifeif
7. Birth date of deceased O'U‘J N l I\- /l;f ﬁ
(Month) (Day) (an)\\
8. AGE: Years Months
b ‘1 1)
9. Birthplace........._. — & i a ;
Ly, Lo tats or foreign country
10. Usual m,,J“ﬁ,.} C:ther condltlon:_... T TS A
11. Industry or bumm U : } Q DDITIONAHI ; ] .| FHYSICIAN
By o o Major badings.  PLEERRARD. ) [ L™ | —
- . o i JATIOR ; 41\ U thgg;;];?:
= | 13. Birthplace p b r’ u  hich death
{City, town, or cocnty) (State or forelgn country) Of autopsy. — I'ED should be
E 14. Maiden name [ |charged sta-
f tistically.
& | 15. Birthplace N ing:
= Gty town, ot comnty) iate o Torsinn comatry) 22, If death was due to external causes, 11 in the following
. - N
16. (o) TInformant (a) Accident, suicide, or homicide (spedify
(b) Address (4) Date of ococurrence
Where did § ?
17 @ (5) Date thereof () Where did njury occuz T prr T e poe
(Burial, cremation, or remaval) {Manth} (Day) (Year) {d) Did injury oceur in or about home, on farm. in industrial place, in public place?
(<) Plare: burial or cremaiion
pecily f pla
18. (o) Signature of funeral director. While at work?..._.. ..._.............‘.S__._... "ém ?M:a::of INJUFY e e eemecem e fler .
(8) Address F /G g
19. {a) [t3] T ”

{Date roceived local reristrar)

(Roxi Ol M

S LYW A g_.};agz . Daté. mgned 7//4(4,?







