S. No. 2
M—5-43
v. 5-17-39

2L

~,,

KE A PERMANENT RECORD

QWI{'ITE PLAINLY—USE UNFADING BLACK INK—MA

1 X3esn

-

DEPARTMENT OF COMMERCE
BuREAU oF THE CENSUS

q 1
FLER N, 98, o

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF

Prlma.ry Registration District No.____.._.._‘:- ________ T8

- 18733

State File No .
4 o
Registrar's Noonooeo ..DD

H

i. PLACE, OF DEATH:

2. USUAL RESIDENCE OF DECEASED;

18. {(a) Signature of funeral director._ A,lbe.l't Ji; ODp e,., ..........

{5 Address 700 dsehington. . Blvde ...

1% (a) Date re;e%ﬂlmu-ﬂ M’S#-ﬁ-

(I‘luu:r.—u [) s:mmrr)

- Y7Xu/
{¢) County : (a) State }dl esouri () County.. e
{#) City or town S9%t. Loulr : v
{IT outside ¢ity or tawn limits, write "RURAL" nad name of township) (&) . City or town......._. 81‘ . L ouls FLoA
{c) Name of hospital or msututiunc . (; (1F outside city or town limits, write “RURAL")[ \/
¥nroute to City Hpspital @& st No. 5014 Catee Auen \
(If not in hoapital or institution, write street number or location) - (If rural, give location)
(d) Length of stay: In hospital or institution 0
, {Specify whether {e) Citizen of foreign country? {Yes or No}
In this community,
years, months or days) If yes, name country,
- . MEDICAL CERTIFICATION
il may _Rachael Voodward
- YT 20. DATE OF DEATH: Month....... May. day....8
3. (b) If veteran, . (e cia urity
® Nil o nknown 01948 v 12208 miofCAe..
War.
name 21, T hereby certify that I attended the deceased from
4 5. Color or 6. (a) Single, w:dowed married, 19 to 19,
4. SeL_F.e].nﬂl race.. ..!fhi..t e deorced.....J.:.IL le that 1last saw h alive on Nt . 10,3
6. (b) Name of hushand or wife..oeeoeeoeeeeo.. 6. {6} Age of hushand or wile if [| and that death occurred on the date and hour stated above. Duration
AliVe s YEATE Immedw“e of death
7. Birth date of d .. April ? 1918 / _________________
(Month) {Day) {Year) / e
B, AGE; Vears Montha Days I less than one day .
y
87 1 ? _hro .min.
Due to
9. Birhplace...CA1HOLIN Qlil.}’ %qhi&a;mpl J - .
{CiLy, town, or count. State or foreign nuuntry)( ,
s h diti .
10. Usuat occupation... oW itch Rosrd. . .Q.p erator . D(En:;:‘i‘: ;rexrn‘:::c‘v within 3 months of !1})9 -
11. Industry or business RPPCY T !w, PHYSICIAN -
.. jor findings: . S . —_—
E 12, Name__.: Erne St E a E‘IOO dWBI‘d ) 4[|« Of operations.....7.x i! LM i en, oL -lfnderline
=1 15, Biwptace.. DEL IR Mississippi / e e
{City, or county) {5tate or foreign country) Of aut. should be
5 14, Maiden name “‘1 D e nC exr l iatad : vy : Voo ch%rgeﬂ o
Ve : ~.ltistically.
§ 15. 2 Birthptace. S 2_ EE‘!D“SET 1 ?9‘8 Mi(SEuE 3; 3532}2:; 22. 1f death was due to cxternal causes, fill in the following:
Y607 Thtormant.._--- ML 87 Ru¥, Moore- ' (6) Accident, suicide, or homicide {specify)
Y \u,) pdasss, tbemphin, Tonmes o ||® Dateof occurrence
b @ =R wmoval () Date thereot. o= RR=4D {e) Where did injury occur? Cingortoway (Conmins T
" (Buriai, cremation, or remaval) (Month) (Day) (Y“"’ {d) Did injury occur in or about home, on farm, in industrial place, in public place?

(Licensed Emmbalmer®s Statement on Reverse Side)




PRI . - a Sy

STATEMENT BY' LICENSED EMBALMER

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

working under my personal supervision.

.P. 0 Address : I

Note: The above MUST BE SIGNED BY THE LICENSED FI\‘IBAL‘\‘[FR in his O\VN TIANDWRITING. (Failure to comply with
the above consututes gmunds for revocatlon ‘of" hcense )

.

o ]f this body is not embulmed, fact shoulil be so stated above. - . s .




