/. 8. No. 2
D0M-—2-43
ev. 5-17.39

-1 X33897

!

<

0

8

&

STANDARD CER

e

&5 1Ql6 '
STATE BOARD OF HEALTH OF MISSOURI .

State Fa'h.No‘ 6512 ...........
&

‘Prlrnary Reglstration District No.._

TIFICATE OF DEATH

Registrar's No.

3

2. USUAL RESIDENCE OF DECEASED:

2 Hoatk) {

d
(Sncdfy typs of placs)
(¢) Means of id

- s
~ - s
(a) County...... 55 |1 (@) Statef £ (%) County m’—ﬂd/‘ﬂ-‘m
(8) City or town.. { g2 et .. .. - dm 2 - . . . ﬁ 7 ,/
(1f catsida dtr or l,o-rnl mits, weite “IURAL"and @ of township) (e} City or to .. { ¢ gt é"______"_?_/
() Name of ital or instit ) {If outalde city or town Hmlts, write “RURAL"}
= : I @ Sueet Mo 1)
(71 pot In hospital or § writs street ber or location) raral, give location) T
Length of stay: In h 1 ot Inatitution .
(d) Length of stay: In hoepiial o (Specify whether || (¢) Cltizen of forelgn country? 4 £ern or No)
In this community .
yants, munths or daya) I 4 If yes, name country.
MEDICAL CERTIFICATION
3. {a) PRINT ‘% Y, ‘4 24 / _{;” /j o
AM V. fHehbes /a V4
FULL id ‘. 0. DATE OF DEATH:1 Mont = day. 9
3. (&) If veteran, 3. (¢) Social Security ynr__/_iﬁ.é —hour mioute, M
name war. No. >
21. I hereby certify that I attended the deceased from.
6 5. Coloror 6. la) Single, widowed, mftrded ' 19 .. to 10
m&— MM- divore that 1 last taw h alive on 19...._;
6. (&) Name pf husband gfwife _ 6. () Ageof h d.or wife if || and that death occurred on the date and bopr stated above. Duration
alive._ j 1 te cause of deat (2 1 DR N
7. Birth date of deceansed__ - £ A
- (Month) {Day) (an) L AN
8. AGE Years Months Daya If less than one day Due to
B Arats | —
‘- Due to.
0, BinhplacM Lo \é/)tﬂf/ / -
. . gf county) (State or foreign poantry) N LN N o . ; }
jOther conditiona. £
10. " "W “%ﬁy (lociude pregoancy within 3 months of death) [
" S c : | Y PHYSICIAN
- . Major findingas: '\ L\
z Of operatigns "
= . \ Underline
: L/ b the cause to
™ 3 of wll:l‘:hl%ml:h
autopay. shon e
& 14 |charged pta-
E ) tistically.
g" \15- 22. 1If death was due to external causes, fill ingzc following: .
Ll
(¢) Accldent, suicide, or homicide (specify) ........H.,,..,..',...._..
16.. {a) y 6 .
® (b) Date of occurrence........ ?_...._J 9 S ———
AL
x‘ Where did injury occur?._. u{' anil (lasa 1/
sb) Date thereof. (e cre infuity occ {Clty or Inlrn) (Gwnly)
y) " (Yeur) {(d) Didninjury A in or about home, on farm, in industrial plag




R‘EEEN‘ED -
District Health OIS - No. 2

District Ble Nombat 7 _‘lfé..-..;if.[

’ Daw FM.—.:.:._H-.“;-:JK‘/A,{£4.
15
— ‘
v
%
2 :‘
STATEMENT BY LICENSED EMBALMER ' C T

L] R .. - . |

I hereby certify that the body whose name is recorded on the reverse sxde of this certxﬁcate was emba!med by me, or by

_working under my personal supervision,

' Llcensed;;balx;/ 7' W‘-’A’ ]
- T P.O. Addres //—///;4//’—(//

L LN S
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HA WRITING (Failure to comply wuh
- the above constitutes grounds for revocation of-license.)

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

gv




