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WRITE PLAINLY—USE UNFADING BLACK INK--MAKE A PERMANENT RECORD
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DEPARTMENT OF COMMERCE

FILED i

Registration District No...

STATE BOCARD OF HEALTH OF MISSOURI

s o s Coviut 88 1345 STANDARD CERTIFICATE OF DEATH

Primary Registration District No;.f"c7

State File N"SM

Registrar's No.......oeeuceessissessossnnmesnens

1. PLACE OF DEATH:

(@) County......
(b} City or town..

{¢) Name of hospital or [nstitution:

([fouuide uly or l.o'n

/

{1r 2 bospital ar [nstitiLion, wrile street ber or location) ¥

(d) Length of atay: In hospital or institution.

In this community /2 W

(Specily whather

yonrs, months or days)

{n)
{c)

()

&)

2. USUAL RESIDENCE OF DECEASED:

~ 7
State. %AM ) C unty

City or town..

y "onuu!l‘ or town limils, write “RURAL"™) (¥

Street No... geﬂ.ﬂ (lml"mg 92, VA

Citizen of foreign country?.

I yes, name country,

'

3. {g) PRINT M
FULL NAME
3. (&) If veteran, 3. (cj%al Security

name war. No

e 2L C

S. Color or 6, (a) Single, widowed, married,
.. » divorced.. 2 LK

4.
6. (b) Name of husband or wife..voceooeeeeeeeee. 6. (€} Age of husband or wife if
AliVe...csimce s years
7. Birth date of deceased, = P ,HC"“_,_/S'Za
{MonTh) (Dey) {Year)
8. AGE: Years Months Daya If less than one day
¥
3 27 | br. min
i -

9. Binthplace.. axSeT6 7708

10. Usual 0ccupation....... S o = A Syt Rekery {Include pregoancy within 3 months of death} ) ~
A i 7 - -
11. Industry or b - . \‘::‘:’g, 5| PHYSICIAN
e Ma)gt!' ﬁndu:gs: . Y »
operation|
E 12. Name L ope \ fj + | Underline
< . 1 the cause to
g { 13. Birthplace [ d which death
= Of autopsy. /’1 ag:u‘!g be
. charged ata-
g 14, Malden name, U‘ tistically.
E 15. Birthplaet st 22. If death was due to enemg\l causes, fill in the following: ’
-4
16. (a) Tnfor ¢ (@) Accident, suicide, or homicide (apecify)
' @) ; (5) Date of occurrence
(&) Where did injury occur?
17. {a) . --“".. ) {City or town) (County) | (State)
\ {Bur emylion, or () Did injury oceur in or about home, on farm, in industrial place, in public place?

(State or furelign country)

20.

MEDICAL CERTIFICATION. ot

DATE OF DEATHI: Month....

vear.. f. 9M‘m,

“3"“"”““" minutr p M

22 I hereby gegpify that I att‘cnded therdeceased from.

that 1 lasf saw

and that death occurred on the date and bour stated above.

Immediate cause of death,

Duration

Other conditions.

al) —
Place: Qunal or premation.p’:.e -

(‘ipodfy type of place}
(e}

¢ /‘
Means of injury... g

. {M.D.orother}. ...

. Date signed/l_. QJ’\




T et

STATEMENT BY LICENSED EMBALMER

P hereby certily that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by

......... RS S . Registered App_::_eptice No........ —

L] .. ..
working under my personal supervision. -

Signed... _________ Z/Q,eq/ (ﬂ %_:W

Licensed Embalmer No.- "Z éf 9 ?

- . P.O. Address. % f@/ /
Note: The above MUST BE SIGNED BY THE LICENSED E'\IBALMER in his OWN HAND RIT ING lure to comply with

the above conslitutes grounds for revocation of license.) |

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




