+

. 8. No. 2
IM—5-42
2y, 5-17-39 N
o1 32673

=]

L] =

A f{ =

&)

‘ =

=

-

WRITE PLAINLY—USE UNFADING BLACK INK--MAKE A PERMANE

DEPARTMENT OF COMMERCE
Burgau of THE CENSUS

FILED

Registration District No..

NQ)IIS

STATE BOARD OF HEALTH OF MISSOURI

1945 STANDARD CERTIFICATE OF DEATH
Primary Registration District No. 4 / '1 ?

State File No

/\;"a

Registrar's No...

1.

(e) County........... .GL /Q Y
(4) City or town

(¢) Name of hospital or institution:

(d) Length of stay:

In this community......
years, munths or doys)

PLACE OF DEATH:

Messy.

{1t oitside city ur town limits, write "JIWURAL" and name of township)

D ATRNER L ... E2E b L1 E LT, /

(ll' aot in hospital or iualnumn wrils ptreet numbet or location)

In hospital or institution

L4 FET IME

(Spm:il'y whethar

2. USUAL RESIDENCE OF DECEASED:

(@ State.MASSOURL ... ¢) County... CokeAY____*
{¢) City ot town..... Messy. 2]
(If suteide cily or town limits, write "RURAL") U
(4} Street No.....
{Il rural, give location) [7)
(e) Citizen of foreign country? e (Yes or No)

Tf yes, name country.

3. (¢) PRINT

MARY. B, FHQOLUS. .

FULL NAME
3.7 (b) If veteran, 3. {£) Social Security

name war. A/o No h/o;\/g

J— / 5. Color or 6. (a) Single, widowed. married,
s Sex LEr1ALE L]  raceWHLTE. divorced WiLEOWED M

MEDICAL CERTIFICATION
20. DATE OF DEATH: Month_. S 7+
Ve £ /

I hereby certify that I attended the deceased froin

2t
) o lofe Qed . RO,
thatI]asts h_edf alive on.. P;f‘ [._.

and that death occurred on the date and hour £tmed above.

Zo=Z
minute. 4\5‘ P;:-’M_

day.

year. hour,

6. (b) Name of husband of Wife.. . oo 6. {¢) Age of busband or wife if’
THomASs. J. Ruonus aliVe............oo.years || Immediatg cause of death 2
7. Birth date of deceased Nox, 1é: Z 3' 5 - | A
{Manth) {Day) (Year)
8. AGE: Years Months Days If less than one aay
86 . / I 4 _________________ hr. S 1]
9. Birthplace MISSOURL _CLTL . MissouRrR.L.

10. Usual occupation #a URE ML £ ; (Include pregnancy withio 3 months of death) 2’ F\/
11. Industry or business 2 a— et i \ g PHYSICIAN
= ajor fin ings: P
; ,Of operations... W AR AR X ...
E 12, Name.....-;-rf.f.g QS M G'ASH I b . s M‘Q hUl:u:lerliuc
2| 13. Birthplace )(f ENT e y | ] the cause to
¥, town, or county Sut.a or foreign country) Of autapsy.... ‘W - M should be
& ( 14. Maiden name.. ﬂ Z&ﬁET/J ......... S YL icharged sta-
E , tistically.
g 15. Birthplace i ,({Sfﬁirg‘?‘::*n{,) 22. If death was due to external causes, fill in the fqyg!ins:
a) Accident, suicide, or homicide (specify)
16, (a) Infurmam% é‘”—y (a) (opec
@) Ad MasBY M o - (b} Date of occurrence.
dress........ 2.5 -
- ¢} Where did inj ?
17. @ ..%&g&..zﬁ.i_..._ _ ® Date thereol {42 = {e) Where did injury oceur G i
urial, cremation, of (Month) (&) Did injury occur in or about home, on farm, in industrial place, in public place?
(¢} Piace: burial of cremation.. 5#49)’ ERovE
18. (a) Signature of funeral director.... 44 . W While 2t worl?™y e ot Ao ? of injury.... D
) Address........... AEXCELSIRRZ S LRINGS, e . ey
/- y, 23. Sigfture. ., e YD oo A
19. (@ ALl f f {/..S ® Adlngl
Dll.- received local registrar) ( ef;ﬂ.rlr -d‘nlmre) /] 1]Addr te signed

{City, towa, nrcmml.y) (81ate or foreign counuy)’

Other conditions.

{Licensed Embalmer's

77 ‘{

totement on Reverso Side)




RECEIVED
djetriot Healih' Offlcer No. 8 . . -

'
) sistrict Filo Number---.---- -
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STATEMENT BY LICENSED EMBALMER - .

PR | l . L. ) . : | hal . [N R :.- et . MR
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by mc,-aﬁ-hﬁ.—.::...........’.....}.._.\. ......... S
' R(_egis-tered Apprentice No... l S ) .

* working under my personal supervision.” - : L :
- + . . - El

Signed...

- P. O. Address.. 5L L ALK A
Note: Thé above I\IUST BE SIGNED BY THE LICENSED ENIBALNIFR in his OWN HANDWRITING. (Failure to comply with
the nbove consututes grounds for revocauon of license.} :

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




