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DEPARTMENT OF COMMERCE

BUREAU OF THE CENSUS
AY , S1ots

Registration District No

STATE BOARD OF HEALTH OF MISSOUR!

STANDARD CERTIFICATE OF DEATH

Primary Registration District No._l_.QQ_Q__ ——

State Fils No.42222___

Registrar's No, 41 5

1. PLACE OF DEATH:

2. USUAL RESIDENCE OF DECEASED:

None No

6. {a) Single, wi marrieq,
divorced W‘T& O¥ Oea

name War.

5. Colorp
wFemale/ I vhite

@ Comnty_...EUCHANAN @ sae Missourl Buchanan ¥
(b) City or town. O G e JOSEDN - @) County.
{It ontside city or town limits, writs “RURAL" and neme of township) {¢) City or town 6402 ..Jh? rman 51- /
(e Name of hospital or institution: f ontaide city o town limita, weite "RURAL™Y T
fissouri Wethodist Hospital 4 “fl .. . 5t, Joseph Y
{If not in hospital or jostitutios, writs stresl nutobem or tion) Ufrarel PR, .
ours - #ive locatlon) [7
{d) Length of stay: In hospital of ingtitution - , NO
In this communit 28 years (Specify whether (¢) Citizen of foreign countty? (Ves or No)
n this co
yoars, manths or d{n) If yes, name country.
3 () PRl“NT CeCil MOllie COOper MEDICAL CERTIFICATION
FULL N . Apr i 1 9
o e PR YR v 20, DATE OF DEATH: 6Mnmh B day_ )
None year. hour. minute 00 P * M

21.

I hereby certify that ! attended the deceased fro Lt
wtE, 2

19%

=

‘Téa; Tlast saw e, aliveon_... L4

Usnal occupation

Hone o ’ B

. 4 (; harles z .74
6. {b) Name of husband or wife.....__..‘:.?f.._.._g... 6. () Ageof hulband or wife if || and that death occurred on the date §nd hour stated above .
Bji (e ars || Immediate cause of depph Duration
7. Birth date of deceased May é ......../.6.@-‘2’___, < A
. {Month} (Dny) (Yenr)

8. AGE: Years Months Days If less than one day Due to

S'6 10 22"' hr. min.

] Due to
9. Birtbplace__YVersaillesa, Mi S.SQD.]hi_._..._._.G!_
(}:u town, er ennnu) - (State or foreign country, . -
IO]lS Pkee’ner Cther conditlons, -~

{lnclude pregoancy within 3 months of death)

11, Industry or businesy - - L W | PHYSICIAN
g . Charles Decker i NS —
(12 N , : X
2\ 1. Bmppee VOrSa1lles, Missouri g \\ AN ine G
¢ 5 J'whic L
E{ 4. Maiden name. ﬂ’ihéam Snrivey (State or orelan countr) OFf aatopay.... ldlarktdhouldnbl:-
= ) . . tistically.
% 15. Birthptace ... Fcff:bs'na. !Lg'-l«e -M-i S(fu?:i{j'i‘n mng 22. 1f death was due to external causes, fill in the following:
16. (o} Informant MrS, i%nért Jones, (8) Accident, suicide, or homicide (specify)
) Address_ D Lo _JOSEpily missouri (85 Date of occurrence
17. (a) Burial (3) Date thereof 4/11 /46 (r) Where did injury occur?, 5 =
(Burial, cremetion, of removal} -~ (Mgati). (Day) (Yeur) () Did injury occur (n or abonut home. on larmwiv;lndunx(inl‘“;gge ia pul:(ﬂlc pl,ane?
(¢) Place: butial or crematio . X.s. @ Y. S
18. (s) Signature of funeral director. AN AW S C /Z (Specity “‘mﬂllf:[ph‘zj f
P - tit / } eans of Ip JOT—— .,._..............”
{3) Address ») T Cey Y M -D
o gz is o GOT B int a2
Ats receiver] boasl rogistrar) {Rexistror! --imtm)m—f}y . Date dgned G734 3/"

k4

{Licenssd Embalmer's Statement on anetu Side)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, qasls....

Registered Apprentice No

working under my personal supervision.

Signed........»

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDW
the above constitutes grounds for revocation of license.) ’

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



