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

-

DEPARTMENT OF COMMERCE

Nk BUREA‘U‘ off JHE ﬁw

ezistratlou District N'o..,_ w i

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District Nur,‘_*gs

<8904
State File No
Registrar's No. 3 q .

1. PLACE OF DEATH;:

{a) County qc Q TT
()" City or town.... EORN FELT-

{If outside city or tawn limits, write “AURAL" and name of township)
{¢) Name of hospxtal or institution:. /

{1f not in hoapital or institution, writs street number or location)
(d) Length of stay: In hospital or institution

{Spacify whether

In this community.
years, months or days)

2. USUAL RESIDENCE OF DECEASED:
Mo,

City or town

/.
SCoT.T

o

(a) State _ 2‘

()

(b) County.

FORN.FELT

(r outaide city or town limita, write “KURAL" ]

{d) Street No

{If rural, give location}

Citizen of foreign country?.

(e)

(Yes ar No)

If yes, name country.

PRINT
F‘UL NAME. .

3. (&) If veteran,

JOHN FRED @ ENT

3. (c) Social Security

NONE

(a) Smgle. widowed, married,
oz.d.womed_WID GWED

6. (¢) Age of husband icn' wife if

alive e

name war.

. Color or,
4, Sex. MA L.E drace WHT[—A
6. (b) Name of husband or wife.

RGRE T@Eﬂ"f

20.

MEDICAL TIFICATION

DATE OF DEATH: Month...

o LT
21, I hmw /6

day.

.| Duration

. Birthplace

(Cnl.y mwn or county} |

'Info;mant B -B. NEEL.Y
address. FORNFELT.  _MQ- .
BURIAL . ) Daie thereot.... 7 S Y44

{Burial, cremation, or remaval) Maonth) {Day) (Yeur)

s st ot et bl G HT NER CEMETARY
Signature of funeral EWQMEJ‘S?U“&HO F.F ﬂ(f ﬁBAﬂp

Address L 0 i

bt 20 Y o) 2P K

(Duta receited local registrar) (It nstrar L] ngmtm) X

V(Slau or rore-xn euunu'.v)

@
(e}
(b}

19, (a)

18.

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

7. Birth date of deceased AU 1/ f&'d
(Monl.h) {Day) (Year)
8. AGE: Months Days If less than one day
57 [ ey ad
9. Birthplace BOLI:[MG-E R Co A ! j B v
{City, wwn, or nmmty) o = (State or Iozengn country) o A
10. Usual occupation RMER. . Otber conditons. e e i ..b :
11. Industry or business N R ﬂ PHYSICIAN
E 12, Name_. J O H N- ézE NT. ' Sfopr:’r:;?:&q u Underlize
£\ 55, Bithotace.. ~C;—Eﬁ’ MANY 4 thecauseto
(Cll town. or %EI.KN o W (Stata or foreign chuatry) Of autopsy o s}!ll:r:lga&e
é - Maiden name.. . (? : |tistically.
=

{2)” Aécident, smiicide, or homicidé (apecify).—

() Date of occurrence.

{¢) Where did injury occur?

{City or lnwn) {County) te)
(d) Did injury occur in or about home, on farm, in industrial place, in pubhc place?

e 2 ¥ (M. D or othgr). ﬁ.a
i DALE mgnm%

=Y

(Licensed Embalmer’s Statement on Rever-c Side) V
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‘ STATEMENT BY LICENSED EMBALMER
[ hereby certlfy that the body whose name is recorded on the reverse side of this certxﬁcate was emba]med by me, or'by L
.............. . Reg1stered Apprentlce No... : ey

the above constltutes grounds for revocation of hcense )

If this body is not embalmed, fact shou]d be 5o stated ‘above.

~ - - - . R




