. 8. No. 2 DEPARTMENT OF COMMERCE THE STATE BOARD OF HEALTH OF MISSOURI '

M—t43 ““Uﬁ‘ i STANDARD CERTIFICATE OF DEATH  suw ruc e 16269 =
Po1 ez ﬂm D‘x‘strict No..50. @2 .l © Primary Rzzlstracugx District No.. 9_//4{_4..~._ Regisirar's No. é /

? 1. PLACE OF DEATH; "vii 2. USUAL RESIDENCE OF DECEASED: ;/ v ‘;,4
. (&) County........ Bollinger Washington s ' -
ey ey (a) State_WESNINZLON (5 County King 24
r () City or town. rural (LA dsrnl 4|55 S
- (If outside ciLY ot town limits, writa "RURAL” and of townakip) (&) City of town S e 8- t t 1e s
g’- {c) Name of hospital or institution: . / (If outaide city or town Limits, write *RURAL")
AR Z8 108 () Street No 4
(If not in hogpital or institutjon, write street nember or location) i {if rural, give location}
() Length of stay: In hospital or institution...__. = === 2
° ——— (Bpecify whether || (¢) Citizen of foreign country?. no /(Yes or No)
In this community ’
yorra, manths or days) ) If yes, name country. :
e t H. N 1 MEDICAL CERTIFICATION |
Kenneth ewe sl ‘
TR P o pvo— 20. DATE OF DEATH: Month DE€C.e . day__ 13
N teran, . {¢) Social Security "
veteran year, 1 944 hour. i 2 mimlte___lS________,A.LI.

name war. ne No. nQ

21. I hereby certify that I attended the deceased from
5. Color or 6. (a) Single, widowed, married, 19......_, to. 9. .
race....... .,wh 1 teb , d.lvoroed._ma.‘.nr:l.ed that T last saw h

s sﬂmalef)

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

alive on [k . — H
6. (b) Name of husbandorwife_.____.. 6! (&) Age of husband or wife if || 2nd that death occurred on thg date and hour stated above. 1
Patricia alive__ == .....__years || Immediate cayse of death . {
. Birth date of deceased April 11, 1920 . At Lk SO o
{Month) (Day) {Year) Z ’ _Z / g
8. ’ AGE: Years Months Daya If less th‘an one day Due to.... v . :
ol gl 2 o . W
ue to
9. Bm“m________s__e_g attle A Washington,
{City, town, or connly) T . (State or foreign country) f
10. Uaual oocupation U nkn QWn : . O(thﬁr oonditiornﬂ, within 3 monibs of doath) §
11. Industry or busi nene : - i n... PHYSICIAN
Name Thomes E. Newell o || M aerntions 4 A —
= % . . - ‘ - . rJ}.Tude:rl.ﬁ-u:
#a mpmce_.__%nknoﬂn_w.m.w. TSEngrlandM_’, i A jthe cause to
Ly, tow tate or foreign country’ of ~ h id b
5 4. Maiden name. ..o mn}!h R.O s_i Nna autopay 3 ¥ ;.:'__h:??:eﬂ atz).EE
Itistically.
& | 15. Birthplace _unknown Engj,'andu 22. If death was due to external causes, fill in the following: . ~
{City, town, or county) . (State or loreigo country) ’
16. (o) Tnformant. M Y. Coa_. Al Colombd ' jl(a) Accldent, suicide, or homicide (specify). Ll trlor
® Adm__MAAE.+._.M&.lﬂ.QIL,_._M0"- : (b) Date of occurrence.. _M%M/j /9
17. (@) _ removal (5) Date thereof. 12- 14-— 44 || () Where did injury oceur?__ ; (C“,; :'.-"ﬁ'" (&“u) (sué)fk_’-:ﬂ .
(Burial, crsmation, or removal) (Month} .(D"” (Year} (d) Didinj occur in or about. hom: on farm, ia mdusl.nal place, in public place?
(¢} Place: burial or cr:mt.imz_s.e at..e_lﬁ_,_. }Y_&_S hl.ng LQ..Q z,‘/
18. (o) Signature of funeml director...__._.. DBy thelf'ﬂ-l _I'i_o me While at work?___ —" :en!y ?LT gigah.;)of

() Address..._. Malden, Mo. ] % f/# W% :
;iI SZzl &: ': z e 23 Signature M. -
> (?'%m{ iz‘emmﬂ @ "7 (Registrar'a signature) L W:‘zclre:ﬂ w M \f\./_‘:—f_, -------- Date slg'ned o ‘/jf 5(;’

/Dé 3 (Licensed Embalmer’s Statement on Reverse Side)




RECEIVED

Listrict Health Officer l!o.__‘{.‘._-.--.“

e : | ' Hisrrict File Number (Y S :2%3 .
o Date Fi1ledemeemew.. 220 & T %000

) - ;
¢ - ¢ :

STATEMENT BY LICENSED EMBALMER o v

. . A T
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by Tt :
! 1 o .-
........ » Registered Apprentice No......... CI—
working under my personal supervision. ] . ) B . - '

Licensed Embalmer No... ézﬂ / 4
P:O. Address__.._.. MW szﬁ{)

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

If this body is not embalmed, fact should be so stated ahove, o




