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DEPARTMENT OF COMMERCE

BumEAU OF THE CENSUS

FILED DEC

1194

THE STATE BOARD OF HEALTH OF MISSCQURI

STANDARD CERTIFICATE OF DEATH
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10. Usual oocupatiom...._fﬂ.[? M EIC

Other conditiona
{Includs pregnancy within 3 months of death)

Registratlon District No..._.4 Registrar’s No.
1, PLACE OF DEATH: 2., USUAL RESIDENCE OF DECEASED; 69
(a}) County p./\//i'dé (@ State MIJJ i () County /\’(d NI 4
(¢} City or town CRAL. = (b A TIAITED ¢ &
(If outsida city or town limits, writs “RURAL" and nama of township) {¢) City or town < T }?L .
(c) Name of hoapltal or institution: ,? (1f outslde ci nr town limits, wrlu "RUBAL™) b
(O o0 1Y o lzrs & SutNo.. 2O 20 N, £ Tog RIS
{Lf not in hospita! or institution, write streot number or locatlon) , {If rural, give locatlon)
{d) Length of stay: In hospital or institution . f\/ﬂ
Z / r[f J {Specily whather {¢) Citizen of forelign cotunéry?. {Yes or No}
In this community. .- iy
years, months or days) * If yes, name country / /}
{a) PRINT (’ )/\( MEDICAL cmrmcumn
Fui? NAMEH/TT/'/“&’ MARLLES col,. / Loy, 2 5
b) If 3. (c) Social Securit 70- DATEOF m‘% t;’mh -
3. t . 3. urity /7) —
name Wwar. o
21. I hereby certify that I attended the deceased from Nogam s Z ¥
0XM 5. Color or 6. (a) Single, widowed, married, ly_-___%, to y‘\,r-v A ] lo‘:’.plf
- 3 ‘ i ~—
4. Sext... ..ﬂ( C.‘ — mc&m”fé- d.Won:chﬂﬁj_é-p that I jeet zaw h. A .alive on M_("-—f.. J__ 9‘ ‘ 197, t
6. () Nameof husban d ot wife.... o 6. (c) Age of husband __gr wife if || and that death occurred on the date and hour stated above, Duration
IR DE L, lroi. alive N2\ o Immediate cause of death...z5 :
r
7., Birth date of deceased......... L f; A0 .....4..2.,,7 e f T A 148 pare
-w (Monl.h) (Year)
8 AGE: 2 iYears Months | Days If less than one day Due to..
- - - [ H
) { 0 g ’ oZ h : “ f ‘n -
r. min
: | Gt
9. Birthplace /l/’ﬂﬁfﬁ’pf-' (b-. M 2. i} ’ [
{City, town, ar county) 4 (Siatle or foreign conntry} ¥ -

11. Industty or business PHYSICIAN
Major findings: —_
2. Nome A4S, D, YMeoo ajor Sodings:
' - T Underline
: 13. Birthpl Mﬂ/‘//(/f- (.& /'4&- "j 31;1355;:;
ity, town, or counly) (Sl.nu or foreign cozotry) Of antopsy '\ A g R e e
E}: 14, Malden na A YLD E el T _Z'd Lo ope LR 4o cha:rgeﬂ sta-
M tistically.
S 15. Birthplnce.......____::_ p'L{KgE (b' M ﬂ.' V:l! 22, If death was due to external causes, fill in the following:
= (City n, ofconnty) (State or ign country) \
16, (a) jnfomnﬂﬁw M WH (a) Accident, sulcide, or homicide (specify)
3 bl A e ram e mnnmn s
() Add Sees BM/H 2, (3) Date of occurrence ’\\
17. (9} LT AL (8) Date H'm-mf Sl “'/f () Where did injury occur? ity o tows) {Couaty}
{Burial, eremation, or romoval) ‘Mcm'h, (Day) (Yeasd {d) Didinjury oocur in or abont home, on farm. in industrial place, in pubhc phcc?
{¢) Place: burial or cremation.. _ﬁfr'{_i
" . (spar.ir L £ place)
18. {o) Signature of funeral direct N A While at wm_” ________________________ Y (3;9" iim of Ry )
() Address Paris, Missquri,, ; / ] 1_(,;[! -
23. Signature ) LY
19. @ L= 30~ &+ oo M /.._7g.
{Date received Joca] rexistrar) (Repistrar’s signature) Address....._.... R F - A Date s:gned[_ ___________ f

’I )_‘ \'ﬁ {Licensed Embalmicr’s Statement on Reverse Side)
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STATEMENT BY LICENSED EMBALMER' ™ -~ ™'

- T hereby certify that the body whose name is recorded on the reverse side of thls certlﬁcate was embalmed by me, oetry..

s - AR .

- ch:stcred Apprenuce No ) : o

working under my personal supervision,

T D s

: Towe’ PO, Address... Baris, Iilssourt,

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.)

..~ .If this body i% not embalmed, fact should be so stated above.




