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

DEPARTMENT OF COMME%

FIED RN 13"

Registration District No. __C? .............

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH ~
Primary Reglstration District Noﬂé_:‘g,

S

State File No 'ﬁi’g @*72

Registrar's No. /Cg—_?

1. PLACE OF DEATH;

,.2. USUAL RESIDENCE OF DECEASED;

(z) County Lawrence s Migsouri St,Clair ? 3
(8) City or town Mount VBI‘ncn )ﬂM {a) State (¥} County
{If outside ity or town limits, write “RURAL" and name of township} (c) City or tuwn..A..nl Dret 0
(¢) Name of hospital or institution: . (f outaida city or town Limita, write “RURAL") ‘,;
¥ issouri State Sanatorium (@) Street No L
{If not in hospital or institution, write street nugpber, (Kt raral, give location) ;
(d) Length of stay: In hospital or institution
1712 days (Specify whother || () Citizen of foreign country? {Yes or No)
In this community. ¥
years, months or days) If yes, name country.
3. (a) PRINT Rﬁy Medearis MEDICAL CERTIFICATION
FULL NAME - 20. DATE OF DEATH: Month December day. 1
3. () If veteran, 3. () Social Security 19 7 05 A
Year. iy minute .
no Unknown h i B
nAMme War. No. 2 . March
1. T hercby certify that I attended the deceased from
Yal "’0 5. Coloror | 6, (a) Single, widowed, married, 26 1030, Dec, 1 0 34
a <
4 Sex € "1 race ite| divarcedDiVOTCOd that 11ast saw bk T giveon_ DeCember 1 19.._%.4;
6. (b} Name of husband or wife.. ... 6. {¢) Age of husband or wife if || 2nd that death occurred on the date and hour stated above. Duration
alive ... Immediate cause of death
7. Birth date of deceased___ S ALY 14 1913
. Momih) (Day) (Year) Pulmonary tuberculosis Over
8. AGE: Years | Months | Days 1£ less than one day Due to.... { 8 24
31 4 17 Tuberculous empyema R 3 Yedrs
B kr. min !]
.M ias uri ,4, Due to : T R
9. Birthplace . URkNOWN 1380 Brain abscess 1 Ay mo.,
- {City, town, ar county) (3tate or [oreign couniry) /
10. Usual occupation Cook OrEhc-r fondmom. within & ha of death}
11. Industry or business _ : _ . PHYSICIAN
8 (12 Nome.......J0@ Medearis r || BB Autopsy s Brain abscess, ri,
.. T ~ Underli
‘2{ ; Unknown Uhknown ™! frontal lobe:; Tbc, empyema, rt., | Underline
& | 13. Birthplace. T — -(Sum“ P pepom— of amyl oidOS is o wtl:ich&eabm
é 14, Maiden name T8Bk " R&ITor X AHOPY e . 7 [oharged ata:
& . Unknown Unknown &) k - |tistically.
g 15. Birthplace. P ympep— i Tvicr s [1 22 1f death was due to external cauges, fill in the followlng:
16. (a) Informant._.. B _McMichael, Record Clerk {a) Accident, suicide, or homicide {specify)
() Address Mo, State San, Mount Vernon, Mol [l ® Date of cccurrence
z
17. (g} (5) Date thmf&_-_’_.__[.ggg (¢} Where did injury occur {City or tawn) (County) Srate)

"—(ﬁ;g&em'&n.o}'}:;;i}"' (Masth) (Day) (Year)
(¢} Place: burial or mmtion%&(.&\ﬂ\._fﬂ %{
. k - .

Did injury occur in or about home, on farm, in industrdal place, in public place?

o

)

(Specifly t:rm of place)

18. (a) Signature of funeral director... =, S While at ?:7 i weermmmseee (€) Means of injury......
b Add.r :f,?—p ' M
@ ® 23, Slgn:nurf M*‘F—M"‘#———- (M. D. w!)..._._
19. (a P 2 .
“ms receive, locul fewiatrar) Aeeistrar's sizoatgeé] Vi Addresa Mm-d'yu Yhao. Date signed /. /- f)‘

e3y 7

{Licensed tm.bnlmc;’l Statement on Reverso Side) .
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, : ‘ ' STATEMENT BY LICENSED EMBALMER ’ '
e - . ¢ -

I hvreb%y that the body&?se name yded on the reverse '51de of this certificate was embalmed by me, or by %‘_ <

ﬁ L@ / ? (7/ % Registered Apprentice No
working under my personal supervmo R

= . iy | Slgnr.d M

-~
i

-y

‘- Licensed Embalmer No. / 0

S * i y;
- ’ P. O. Address é/?ééc,ﬁ < Q«_Ky /7
DY

Note. *The above l\iUST BE SIGNED BY THE LICENSED EMBALIHER in his OWN HANDWRITING (F.'ulure to comply with
the above.t const:tutes grouxuls for revocatron of license.) a .

... If thig body is not cmbalmed faet-dhould be so stated above.
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