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

DEPARTMENT OF COMMERCE

Y RUE ™G 4 944

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

State File No.

Fen sQES

{(a) County.....
(8) City or town

Registration District Noweeooce e, Vi Primary Registration District No._ ... /_Q.QL— . Registrar's No. 3053
1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED: P
-Iggks-g‘n-m aas Bity (a) Stae...Missourd .. @ Couwnty..___ _. Jackson 7.
(Tf outaids city or town limits, write “RURAL" and name of townahip) (&) City or town K&nBaB C ity %’
(¢} MName of hospital or institution: ‘0 . {If ontside city or town limits, write ““RURAL"") J
General .Hos_p ital No.2 _ @) Street No 2453 Traey
{If ot in hospital or institution, write street number or location) (LL raral, give bosation)
(d) Length of stay: In hospital or insﬁtuﬂon.&?_gﬁzﬂ.zz.-_.aaﬂ .......
(Specity whetber || (¢} Citizen of foreign country? No (Yes or No)

In this community 28 _yeara
years, months or days) If yes, name country.
a) PRINT MEDICAL CERTIFICATTON

NAME ... JULLA FATRODS 20. DATE OF DEATH: Month_JUlY day.. . E8
3. (b) Ii veteran, year 194_4 Tour ll : 05 minute

Tme T 21. 1 hereby certify that I attended the deceased from_ APELR

5. Color or 6. (o) Single, widowed, marrfed, 24 1944, 1o JULY. B2 . ... .. 19.

4 sex_ Fomale” | e _Nagr.ﬂ d.ivorced__gj:.g:gﬂ.% that Ilast gaw b OT alive on_____luly__a‘ 1944
6. 6. () Age of husband or wife if || 8nd that death occurred on the date and hour stated above. Duration

allve e e years |} 1

cause of d h___.____s__e.p_t.igﬁm%a._.r..........m._. S

g oo

7 £
7. Birth date of deceased..... D QLQRET v B LT[ )
{Month) (Day) {Year)
8. AGE: Years Months Days If less than one day Due to Gaﬂg!‘ene of lower third of
- left leg :
7 Due to_Gemeralized Arterio.Sclerosis |
9. Birthplace TXAVAS G0, Taxas ! —
{City, town, or county) (State or foreign country)
PR Othy dition
10. Usual occupation. . c...... Unemployed ‘(lmerfu‘l:f ::run‘:n:v within 3 montha of death)
. Ind b o Aypeegh PHYSICIAN
11. Industry or Mamfr Bndings: Q q 7 E - ]
g 12. Name_ g Of operations....... "i L hUuderlIne
t t
&2 { 13. Birthplace # which doath
Of autopsy should be
é 14, Mazaliden name. ., charged sta-
J tistically.
§{ 15, Birthplace....... Ty e —— - e cemdy || 22 1f death was due to external cauges, fill in the following:
16. (a) Informant. Record .Clerk ' -+« t- = || Accdent, suicide, or homicide (specify)
: ‘ TICE.
) Addr Gepaml Hoapital Ho - S )C)L'“ () Date of occurre
occtr?,
- B 7 = ‘z G (e} ‘Where did injury {City or l.own) {County)

17. (@ ...t

{Burhl. cremalion, or remnvnl) (Munlh] {Day} {(Year)

{¢) Place: burial or crematio
18. (a)
(&

19. (o)

Signature of funeral director. g
Address

Z-24 I/f/

(Date received bocal eefritrar

[{.) [ S

(Rens&rlr e sirpatare)

(d)

te}
Did injury oocur in or about home, on farm, in indusirial place, in pubhc pl:me?

{Licensed Embplmer's Statement o“ Reversa Side)




- 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

Regtstered Apprentlcc No

ﬂ/ﬁ/uJL

f”

oL Licensed Embalmer No 17/7/ ﬂ
.  P.O. Address ( Wdf

Note' The above MUST BE SIGNED BY THE LICENSED EMBALMER inhis OWN HAI\DWR ITING. (leurc[ to comply with
the above constitutes grounds for revoeation of license.) .

working under my personal supervision.

*

—

If this l)ody is not. embalmed fact should be 56 stated above.




