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THE STATE BOARD OF HEALTH CF MISSQURI

2 194§TANDARD CERTIFICATE OF DEATH

Primary Regintratlon District No..

State File Na...Eggtzgm._n.
Lm.

¥

Nnoas

Registrar’s No._.

1. PLACE OF DEATH: B f"
Barry _/
Whaston .

(If outside city or town limits, write “RIAAL’ and nsme of township)
() Name of hospital or institution:
ber or 'lion)
8 Day

................. Vhaaton. Hosg » m
(Spocify whether

(s} Couaty
() City or town

(If ot in hospital or inatitution,
{d) Length of stay: In hospital or Institution

In thls community
yo&es, Mmonths or daye)

2. USUAL RESIDENCE OF DECEASED:

Missouri (b County._ M cDgnald. ._‘_é £
Rural 1 (4]

{If sutside city or town limits, write “RURAL") -

Rockycomfort, Mo.. a#__.._..?. ;

{If rural, give locat.m)

(a) State

{¢) City or town_._...

(d) Street No..............

ri’

(e} Citzen of forelgn country? {Ves or No}

If yes, name country.

3old FRNT Ri3111e Joe. Michael .. ..

3. (b) If veteran, 3. (¢} Social Security

MEDICAL CERTIFICATION

day. 10

20. DATE OF DEATH: Month__ U0 &
Y2 o minwe 40 A M.

year.._._l.géﬁ_.__.__hour.____.....

- {City, tawn, or cointy) {Stais or forsign country)

10. Usual secupation

11. Industry or business

name war. No.
21, I hereby certify that I attended the di » ‘
Mal 0 5. Color ar 6. (e) Single, dowed mamed 19.“3. o kel ro » mﬁf 4 |
; . -
4, Sex alea | race divorced ng e (J that I last saw hams _alive on %& r o
6. (¥ Name ogv{shan orwlfe..... . 6 (c) Age of husband or wifeif || 2nd that death occurred on the date and hour stated above. Duration
alive oo VEATE Iﬂ?te cautse of death o
7. Birth date of deceased...... AL uly ___________________________ 1930 .- aA.«u‘ow M W / f}u -
Month)} (Day} (Year)
8. AGE: Years Months Days If less than one day Dye to.._. 5 S,
; P % - g e
¥4 (11 | 1 | Couks” i it
, Due to....
5. Birthplace Misgouri 0

M >

Other conditions

. Birthplace

‘Missouri ~

. Birthplace
(Sul.e or foreign emfnl;y)

{City, town, or county)

TInformane. RBLELOE Miqnael
“® awress__Rocky Comfort, Ma. _.R#..
....,_.Burial.w . () Date thereot_ 6/, 12 /45

(Burizl; ereaation, or removal (Mgnth) (Day} {(Ycar)

Ny k. (:') Place: burial of cmmauomno ck}tco mf_ort.,,;ﬂ]
) Signature of funeral director. M s M
_.__,_Wﬂha&ton > M_.Q.__

19. (a)

Non&‘_; - (locluge presancy within 3 moatbe of desth) /
o £ PHYSICIAN
Major findings: —
X Namc___...Wﬁ]Ltﬁr__.__.m_Gha.. el . Of operations....... Ig,'ll g\ Underline
Nissouri 0 Y e e 12
City, town, or ¥) (Siate or foreign country) Of auto; ahould be
. Maiden name.....bom_..ﬁgﬁ-d an ey l tiotion u;m-
r 5141 .

22, If death was due to external causes, fill in the following:
(a)
(&) Date of occurrence

Accident, suicide, or homicide {specify)

(¢} Where did injury ooctir?.
(City or town) (County)
Did injury eccur in or about home, on farm, in industrial place, in pu.bhc plaoe?

(Specily type of place)
(&) M

- (M. D. nromﬂ&
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) 'STATEMENT BY LICENSED EMBALMER * g
I hereby certify that the body whose name is recorded on the reverse s:(lc of thxs certificate was embalmed by me, orby=—= :
i I BREE . PR S
........... Reglstered Apprentlce No )
working under my personal supervision, . ' .
, S:gm.dw“‘m Cﬁ | eam B O i
R Ltcensed Embalmer No. %% V%_
‘ P 0. Address. & 7l el 2. 2L —
Note: The above MUST BE SIGNED BY ‘THE LICENSED F‘HBAL\IER in his OWN HANDWRITING. (Failure to comply with
.- the above constitutes:.grounds for revocatlon of license.} ' : - ‘ '

e .#% 12 If this body istnot embalmed fact shoiild be so stated above.
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