S Mal.
M—5-43 "
8 5-17-39
21 X38671

Ug

v
/

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

DEPARTMENT OF COMMERCE
Bumu o THE CENSUS

FALED 55341
Registration Dlstrlct No.

THE STATE BOARD OF HEALTH OF MISSOURI -

q45 STANDARD CERTIFICATE OF DEATH
anary Reglatmtlon District No.. ..,....1 003

20250
83068 °

State File No

Regisirar's No.

1. PLACE OF DEATH:

(a) County.
(5) City or town..

(Ifoumds cily or tows limits, write “RURAL" and name of township)
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City Isclation Hospital
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Citizen of foreign country?. (Yes or No)

If yes:name country,
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a.llve — Immediate cause of death i
e Mareh W EEs || Metastatic Carcinoma 19451
(Month) (?)nv) {Year) T
8. AGE: Years | Months | Days Ilessthanone day || Dueto.CAYCGINOMA of Prostrate
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