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[ 1. PLACE OF DEATH;: 2. USUAL RESIDENCE OF DECEASED:
X
7 {a) County. M 4 i
(@) State Q 3) County Sk 4 "
(% City or town St Loui.s Mo (%) Coun Y‘.
{If cutside ¢ity or town limits, write “RURAL” and name of township) (e} City ot towr.. X v / /) Z .
{c} Name of hospital or institution: ( “(If outxida city of town limits, write “RURAL”, )
Mo Baptist Hosp ] @ swet o DBXtEr Mo
{I'f not in hospital or institution, writs strest pumber or locatjon) . (If rural, give location)
{f) Length of stay: In hospital or institution O /
{Specify wheiher {¢) Cltizen of forelgn country? l {Yes or No)
In this community....._. ' I
years, monihs or days) If yes, name country.
MEDICAL CERTIFICATION i
PRINT
Full rame._I1da V_Montgomery :
_ 20. DATE OF DEATH: Month @D aay T
3. (¥) If veteran, 3. {c) Social Security 45 3 M o
__1.9.. .. ..___h M o wly MRIALL i e ML
ame war No No . year, our.. L) minute. M
- 21, I herebyycertify that I attended the deceaszed from
5. Color or 6. () Single, widowed, married, || N~ _&4_ ____6_____ 1950 0 _T__ _g_,@. A 19)1 {4~
4. Scx_FQm-ale! racewh-ite_ / divomed.t_'garried‘- that 1 1ast saw h h__ aliveon ﬁ: Lg- e 100 ya.
6. () Name of husband or wife..... ..o ocerer 6. (c) Age of husband or wife if || 2nd that death occurred on the date and hour stnted above. Duration
_Elmer alive_. 8% .. years || 1mmediate cause of degthe
. Birth date of deceased...... dgrch @ 1884 |-, Am B, LW U7 WSRO R, SO
(Manih) (Uax) (Year)

8. AGE: Years Months ¥8 I less than one day ;‘“ZF% = )
v co | 10| 22 b - TS
O J Due )

- .M.ADe - - . Mo - & O o B s S,
9. Birthplace..... JECE,",BEJ:."“ e e QL e (9'—}—6? ‘ ]
f Cther conditio)

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

10. Usual occupation ..., 'Hollse-.w‘ Q-rk——--—---——--—---l—--—---—-—--—75—-;-}711 (Tnciude pregoancy within 3 months Bf denth)
pd
11. Industry or business. .. at Home 11 i7 4 — PHYSICIAN
jor findings: I
E 12. Name Mathew R id.d le } - Of operationa.. .. Underlt
g nderline
%l moone Kentueky i/ -|the cause to
O kr‘"' o °°"‘"’) (State oe foroign counizy) Of autopsy... .[should be
5 14. Maiden name... charg:]c} sta-
{ ) tistically.
§ 15. Birthplace. ity town In{f?o:}lt?_l cky (Btate o foceizn m“m{,) 22. If death was due to external causes, fill in the following:
16. (a) 1 nformant.,.,....E..J.-_m.Q_ r __M__o_n_t gomerv (s) Accident, suicide, or homicide {specify)
&) Address_ DEXEEr Mo (8 Date of occurrence y
@ . Burdal . @) Datetbereot_2__ 10 45 || @ Wheredidisjury occur? e Toverie =
" (Burial, cremation, or romoval) (Menth) (Day) (Year) {d) Did injury occur In or about home, on farm, in industrial place, in public place?
(c) Place: burial or mﬁuL_Smaet-mﬁLPark_ }/"

15. (a) Slgmature of funeral director KRTEGSHAUSER
® Addm____‘l_?_a_& I3,
19, (a) 2 —/2 "?‘/’— & Ng 7

{Deta received local r

(Specify Lype or place)
3 of injury. =

) . & AL A G .Mn D, orotbex)hg
(Reglatrar's signatore) T . ,?d ?W..____ Date sxgnedn?h
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STATEMENT. BY LICENSED EMBALMER <. “In otTo : .
T U _ o0

I hereby certify that the body whose name is recorded on the reverse sidle of this certificate.was c?nbalmed by me,.or-by
e

oy Registered Apprentlce No. ST Tt o

_working under my personal supervision. _ o
R K Licensed Embalmer No. -BA'Z ’75 ______
i § ) (L
<t L TUPO. Address::

Note: The above MUST BE SIGNED BY THE LICENSFD EMBALMER in his O\VN IlANDWRlTINC. (Fa.ilurc to comply with

the above constitutes grounds for revocation of license.)

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

.




