INK=~MAKE A PERMANENT RECORD

N. B.—Every item of information should be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS should siate

CAUSE OF DEATH in plain terms, so that it may be properly classified. Exact statement of OCCUPATION is very important.

AISDe T X181

DEPARTMENT OF COMM
UREAU OF THE CENSUS

Registration District No...

ERCE MISSOURI STATE BOARD OF HEALTH

B
UED N9y 101955 STANDARD CERTIFICATE OF DEATH

. Primary Reglstration District No.. b.._é.__f _________

33840

Registrar's No. / d-]

Stats Fils No.

1. PLACE OF DEATH:

{a) County...........
() City or town..—

(c) Name of hospital or instit:

k&N

outsida city or

o LA P || @ state 2
mite, nlu"% *Pand name of towzahip) 2

(‘AU £/ '”6 (¢) City or town....

utfon:

(If pot in bospital or institation, write/strest number ar Inen.inn)\f
(d) Length of stzy: In hospital or {natitution () Street No.

2. USUAL RESIDENCE OF DECEASED:
I

(Specily whether

Inthis community.
¥yearu, manths or rhy'l)

(e} Ifforeign born, how long in 1J. S. A.T...__Iz_jﬂ_.‘»(ﬁéw.zenu.

(If rural, give location)

e (P, 24 Aavwerland

8. (b} If veteran,

name War.

No. AL g

L o -

MEDICAL cnm‘fncn(r@(

20. DATE OF DEATH: Montb____ﬁ;_daym,é(.. mmmmmmm

8. Social Securit "
w | @ %7 Sinid year.. .. /fymour ......2,:3_.0.__ minute.. e M.
21 I hereby certify that I sttended the deceased from.za__/_,és..,?f/

. é .| 5. Coloror . 6. {c) Single, widowed, married, 19______. /Q ﬁ{ W/
4 ) =
4 sVl AL 1 akILlLL.[ﬁL divoreed, <41 Q..—,xr};ﬁ.avh“ I Last saw b live on 1935
6. (b) Name of hushand or wﬂe- ___________ 6. {c}/Age of hugbmd or wife if || snd that death occurred on the date amf'{uur ﬁt"t’i above. Duras
....,.%cz SR Immediate cause of denth.
7. Birth date of md.......,.._, L_Lzﬁ
{Mootb) (Dny) (Year) 7 é Z ﬁ ﬁ ( Fz. e i%
L/ -
8. AGE: Years Months If lexn than one day Due tn *
7f 71- 2 ? ....... ... br. min. "" C:"‘Q;;zmm"d‘*ﬁwr
‘ Due to
9. Birthpl

(Cir
10. Umzal occupation

<Lrer __* i :
¥, town, or, try {State or coantry) » "
Y M e-o)/ 0:!:!1: c?nditinnq

—
-

. Industry or business.

within 3 bs of death)

{ 12, Name_. =
13. Birthplace

PHYSICIAN

A Underline
\ the cause to

Of eutopey.

which death
‘ ) should ba

7 charged sta-
'~ : thuuuy'.

MOTHER FATHER

15. Birthplaee

16. (a) Informant’s own signat

City, town, or ity 7 tate ot S lpstapnnafl)
{14. Maiden name. &7 At ..-.‘m.._‘/__ f ,WM,

(Chy. way,

\
\!

A

3

W

A

o
1\

- - e 51t 22. If death was due to external causes, fill in the following:
g Loy 7, f or - l:'r
///_ /4 Z (@) Aceldent, suiclde, or homicide (specify)

L m”‘__l . . d' "/(SDlteo!occm.

8) Address.. /PN o2
{ 1
17. (a) M_ (b)'/'Dste thereet 202 — / .-4:/ [ (¢) Where did injury occur’ TTaprv— Zor
4 Eremation, of p £ A *" (Month) (Day) (Yeas} || (&) Did injury oeccur in or about home, on farm, i industrial place, in publ!c phl‘-ﬂ
& v

ity t: f placa) r.
(:)“Lzem of injug‘l.......




e 1
¢ LG
: jo-a&3= 1127
=== e— == " e r . oo mommEzmcl L ;/!-_:7::_?‘;5-/ .:-—:otfw— ©omeml s pTmEmmRT | S, r:ﬁf"‘" lt
rn T ’ N . LL\.J . L - bl . )
.'f.\
'% . 1 1 ) l
- ;n

[N

.STATEMENT BY LICENSED EMBALMER
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