‘?/‘ "}FL?
V. S. No. 2 DEPARTMENT OF COMMERCE STATE BOARD OF HEALTH OF MISSOURI SREFP

Joors—2-43 O ED Bl STANDARD CERTIFICATE OF DEATH State Bl
: o1 xs3097 Relf LhuagmitENpo_% %_,‘ C { J:éé,_g_ _ Resistrar's Mo -3 é

Primary Reglstration District No.....!
1. PMCE OF DEATH:

2. USUAL RESIDENCE OF DECEASED:

(o) Coumty_.._____ .
(») City or town....
(118

) State 'f(b) County,

6

Wz

i+ -
210 city of towa e R d n¥me.2? ta i) A City or town_ . A A ¥
O {¢) Name of hospital or institution: hAA ,‘f {1 outeidu olty or ten limits, weite "RUBAL~) : ‘
. [
0 (T ot in boapital or Iostitotion, writs strest number or Jocation) () Street No Tif raral. give ooy £
{d) Length of stay: [n hosplital or inatitution .
(Specifty whether || (£} Cltizen of foreign country? (Yes or No)
In this communjty 4‘ m._.__._...__ e (/
yours, months or days) Il yes, name cottntry.
MEDICAL CERTIFICATION
(a) PRIN
Full mma_ﬁﬂz‘[_\; N B_&Qﬂ.‘ﬂ
20. DATE OF DEATH:
3. () If veteran, 3. (¢} Social Secutity
— FEATeeo .
name war. No. =
21, I hereby certify that I attended the d d from
I 5. Calor or 6. (o) Single, widowed, married, l ;_@r%__&._—--———- o % E ST (7
4. Scx..._._.._L ma —— U d.lvorced._[. mt that Tlast saw hflag . aliveon. . | M
6. () Name of husband of Wi, ... mmmrrmamsrcrse. 6. {c) Age of husband or wife if {{ 20d that death occurred on the date and hour mted Duation
/—_ i — [ catse of death,
/ fhvc......_.___.__.run mme% b “. Z Y - 8
. Birth date of deceased__ 4# e - - —&Jb
(Monlh) (Day] (Your)
8, AGE: Yeara Months Days If less than one day Due to

% 61 / L . in
9. Bhthphc;_ﬂéﬂd-gm . 0“0 (/] puete

. (Clity. town, or mnlr'j. ......m---: (Stata or forelen country} R E { \, [Il

10. Usual patlon. — ot Other conditiona. .
. occu ot {Inelude preguancy within 3 monihs of dosth) L IRV

11. Industry or business...w. " = . PHYSICIAN
o Major findings: v _—
E 12. Name__.__.__ operations
e Underline
=] q3 the cause to
P N 'which death
o Of autopesy shovld be
@ 14. . charged st~
E tistically.
g 15. 22. If death was due to external causes, fill in the following:

{a) Accident, suicide, or homicide (specify)
(b) Date of oectirrence.
{c} Where did injury oocur?
{City or town) (County} (Atate)
{d) Did Injury occur In or about home, on farm, in industrial place, In publlc place?

16, (a)
()]
17. (a)

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

(¢)
18. (o)
®
19, (c)

. {Specily typs of place) e
While at work? (e} 4 Means of 1 C:"g“

/aM

ta received heesl mhtnr)

\-{ L {Licensed Emhatmer's Statemeni on Reverse Side)




RECEIVED

T T o District Health Offlcer No. .. friceeuon

- . . ' 2 L
e e T . District File Nugber .. T Y. ¥ 3=
o ' - ' - - 28-M%
' ” ' Date Filed. _coccceuns SR gy pop. AP |

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded an the reverse side of this certificate was embalmed by me, or by

. Registered Apprentice No

working under my personal supervision.

P. O. Address... .= o LT

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

If this body is not embalmed, fact should be o stated above.




