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WRITE PLAINLY—USE UNFADING BLACK INK—~MAKE A PERMANENT RECORD

g

DEPARTMENT OF COMMERCE

Registration District No_2_. 7.0 __

THE STATE BOARD OF HEALTH OF MISSOURI

VTS PR 17 125TANDARD CERTIFICATE OF DEATH

Primary Registration Distrlet No..._ __(,Cj \f ?

13950

Refistrar's No.

State File

1. PLACE OF DEATH;,_ 2. USUAL R.FSI'.DEI\CE OF DECEASED:
(@) County..L27 (@) Stat . ® Coumn’&-«dw W
{b) City or town.. i i ; 3
{Er nuuldn dl.y or town ita, writs AL" ond name of township] (c) City orf town
{¢) Name of hospital or institution: / (IF outaids city or town Lmita, wiite “RURAL") PA
{If not in howpital or institotion, write streot nomber or location) (d) Street No (1f rural, give location) 0
{d) Length of stay: In hospital or institution.
(Specify whether (¢) Citlzen of foreign country? (Yes or No)
In this community.
years, months or days) 1f yes, name country
3. {¢) PRINT MEDICAL CERTIFICATION
FULL NAME 5/ 4 b S AN - e '
7 - - 20. DATE OF DEATH: Month, S )
3. (¥ If veteran, 3. {¢) Social Security , J 0
7(/0 year. 7 hour. e N minutebd ¥ _J . M.
name War. No.
21, T hereby certify that I attended thc ds TOMmL /7 /.
5. Color or . 7

6. (a) Single, Wed. married,
- divorced?. £ o =

4 -
that I last saw hares™, alive on

ra
i
. () Nampe of husband of wife. o, 6. {¢) Age of husband or wife if || 22d that death occurred on the date dﬁd hour mted above,
o .ot e ORI alive. . Q_.._...years
7. Bisth date of decensed (St lotot e . L0 .. L8 TL ..
(Monih) (Day) (Year)
8. AGE: Years Monthas Days If less than one day Due to....
é 7 \f j/ 7 min b
e to
9. Bu—rhnhn-jzl-f-d% W 130 W/pda..gww
oou.nty) {S1ate or foreign conntry) ; .
Oth: diti
10. Usual occupation. =% ,M—WF-C/L (E S on ml“, within 8 montha of doath} )
11. Industry or business PHYSICIAN
W & ;ﬁ.e Mafer Sadlags PRV -
tions. X
E !2. Name. 7') opera - {’\ “t,v - Undertine
2 13. Birthplace _ : A ohich denth
(State or foreign country) Of autopay 3 should be
5 14. Maiden charged ata-
B = tistically.
g 15. Birthplace. £ > (s'h pogh. > srpiipe [{ 22. If death was due to external causes, fill in the following:

(Cll.y. l.nw'n.or
In.fnmnntM ﬁ - X

(b Date thereaf. _/34__._? L, 2 -
(Manth) (Day) (Vear)

Place: burial or crematxom

18. (a) Signature of uneml .........

(b) Address. ! - Lt )
“,;Az’_

o 0 o Lol .m‘wﬂ"‘;f—

{Reri

(a)
)
(<)
(G4

237

. While at work?.

SLg:naL n]a'
Address M

Accident, suicide, or homicide (specify)

Date of occurrence.

Where did injury occur?

(Ciry or town) {Couan!
Did injury occur in or about home, on farm, in industrial p].:we in pubhc plac:?

Gpecify type of place)
() Meana of injury._. =

\s

(M. D. erotier) .

&7,

&/% (Licensed Embalmg s Statement on Roverso 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, or by

, Registered Apprentice No......ocveceeeeeae.

working under my personal supervision.
Signcd:;%’;n/‘u/t_f_"?'ﬂ E;W

Licensed Embalmer No.g? J é7 ________

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING, (Failure to comply wit
the aubove constitutes grounds for revocation of license.)

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




