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-5 UREAU OF THE CENSUS
|| P ILED 3599 {SBANDARD CERTIFICATE OF DEATH St il ¥ g
1 X36671 - .
Registration Distdet No.___ =7 / N Primary Registration District No__j__é_é_,é Registrar's No. .Q q;} ____________
1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED:; ,
= (&) County ST, . I0UIs o
* 5 MISS g
g {#) City or town KIRKWOOD (a) State QURI ; (b) County. ST " IJOI}I 3 'Q_K\‘
(I outside city or Lown limits, write “HURAL" and oo washi ;
é {c) Name of hosnit:l or insti{:t'!on: - ..). “ sadnemesfiomein @ City or town K quff‘;{:gg R, or taws limits, write “RURAL"Y fj
21(ﬁmcimilt?mgﬁgmn.wﬁuummmm or location) (@ SweetNo..219. Sarat n(g,‘zal v Toamioy 3
z {d) Length of stay: In hospital er institution none :
Z {Specify whother (£} Citlzen of foreign country? (Yes or No}
. e In this community : 10 _yrea '
E . years, manths or days) v If yes, name country.
: .t .
= 3. PRINT . =% L MEDICAL Cmnl_?‘I‘CATION
2 | ol SO ARTHUR, CTAVTON P Doa 0s
- 20. DATE D) .
< |73 @ It veteran, 3. (c) Social Security O‘ig?g“ * Month :; day -
. .
Q name warORID. WAR I .. NONE howr. uitnute. M.
- 21, I hereby certify that I attended the deceased from_ J8ath . withaut
E ’2 5. Color or 6. (o) Single, widowed, married, di.ﬂﬂl_ attendame_‘ ta 19
Lol 6 sex MATE race. COTL divoreed_ MARR IET|| / T
i . ! - et ol ard I, hat I last naw h alive on 19 .2
E 6. (b} Name of husband or wife.— e 6. (¢} Age of husband or wife if and that death occurred on the date and hour stated above. i
") UNKNOWN ative... UNKN QWA || 1mmediate cause of deatn . INENC¥MN. (History. of. ... .~
T : :
1O | 2 itk date of deceased VAR 12, 16802 —empyama_and.sudden_death) .
5 3 . (Month) (Day) (Yeur) - o
a :
8. AGE: Years Months Days If less than one day Due to = S A S /
z T G
5 : 50 t_o | 17 br, min ¥
Due to
g - 9. Birthplace..... LOTTIE- DAIE = - MISS, - -/ S o N S .
{City, town, or county " (Siate or foreign conntry)
; [T N Oth mnrhhnn-
% 10. Usual occupation Lﬂ IN ) TTR L - . rr elr o prognancy within 5 manihe of deatb)
DI 11. Industry or business 5 PHYSICIAN
e ; i
S (12 Name  SAM CTAVTON oot il oy || 0 operationt.o. i e fed S Underi
) z nderiine
,?;': 21 13, Birthplace LOTT IE. T)AIE' M MISS, / ::h'i:fléitmo
S [l v s name EAPIERAL Bl || Ofsuor N0, AuERDRY. honile
. L ) rged sta-
Bt A S . |tistically. |
. , -, ! \
E §{ 15. Birthplace LO(EE :EE. __%%F} —m—uy—}é;isx-:;— “;_—)—- 22. If death was due to external causes, fill in the following: |
E 16. (&) Informant M AMIEL Wy 190N PR 4 3| (o) Accident, suicide, or homicide {specify)
B ® Addréss_ 219 Sarat oga (® Tate of vocurrence ‘
. @ Removal " . (), Date thereot._ 12 =27 =45 || (@ Wheredidinjury occur? e - |
. (Busial, ereciation, or removal} (Moutb) (Pay) (Year) () Did injury occur in or about home, on farm, in industriai place. In pubhc place? |
5 ] Planc burial or cremnl.icm. LEERIDM NISM S ‘
18. (a) ngnature of Euneral dlrector Llﬁ-ﬂ \Dﬁ / L - While at work? g -+ (Specify l.(,:)n mz};;; of injury. ____&\ S
® paans s TG 7----# ALLA f*"% , Praver g
3. Slg:nzturP o S
. A= A y A2t AN ;
(a/(D-u recgived local rex (Registrar's signature) S., (1 Address 601 B rentwooa Blvd hd Date signed 12/26 ’/45
!/ v J (Liccnsed E-mlmlmm-'aB Statement on Revaeso Side)ﬁﬁ .
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. STATEMENT BY LICENSED EMBALMER _ -
- . . Y . — - . . L
Ih_erebycertil’y that the body whose name is recorded on the reverse side of this certificate wa by me, or by . g e

- S /;———X

working under my personal supervision.

Note: The above MUST BE SIGNED BY THE LICENSED FMBALMER in hls OWN

the above constitutes. grounds for revocation of license.) ioE C
\If this body i is ot embalmed fact should be so stated above.
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