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WRITE PLA!NLY;USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

DEPARTMENT OF Cﬂ'\!\{ERCEo 1946 STATE BOARD OF HEALTH OF MISSOURI

ANDARD CERTIFICATE OF DEATH

e LED™WRN 2

18061~

’

State File No.

Regirtration District No.&.&..?.....m.._.. Primary Registration District No..___..zz____ Registrar's No L4/ 9
1. PFLACE OF DEATiL 2. USUAL RESIDENCE OF DECEASED:

.58 Liouis Sbeceowt® 777
(a) County . (a) State Missowri () County. &

(# Cityor tnwn...'-!ﬁﬂf_ﬁr.g.ﬁn Barra oks
(1 gtztaide city ar town licits, write “RURAL™ and neme of township)
{¢) Name of hospital or institutipn:

Veterans Administration Hospital 0

City or lown-...S.ﬁ..,.LO‘.liB

{If outside city or town limits, wrivea “RAURAL")

(¢}

L7

T, - (d)}" Street No.-.l&lﬁ._.uﬂrth\ 22nd. St reet .9
{If potin or wrlte street or luﬂ?ﬁ (If rural, give tozution) /
{d) Length of stay: In hospital ar lnlﬂtution_msmg.g 14..6_.. e No /
(Specity whether || (2) Citlzen of forefan couutry? (Yes or No)
In this community 55 Years . '
yoars, munths or days) If yes, name country,
. MEMCAL CERTIFICATION
3.,{@ FPRINT LAVIRENCE, Benjamin
20, DATE OF DEATIL Month .. MBY __ day_ 6
3. (&) Lf vereran, 3. (¢} Social Security 9:30 A
name war___WOrld I NouRKnown sear—— L1946 hour_ ¥ minute M
. 21. I hereby certify that I attended the deceased {) n7
S. Color, 6. (a) Siogle, wid 4[2 5/6/46 .
Male A2 l@regro Rﬁ "W“’Iea /48 19, to o
4. Sex race. ---——-—-—- that T last saw b 3T alive nn..._M&V [} I9.4..§...;
6. (&) Name of husband or wife...mvrmommne—r. &, (€} Age of bhusband or w{fe if {} and that death occurred on the date and hour stated above. ]
Idabelle Lawrenoe . e 50" " Il omectate cause of dear, TUBERGU LOSIS, PULHON AR Y} 2wrein
7. Blrth date of deceased_DEOOMIDOX 311890 | ~CHRQV.IG,.FAR ADVANCED, ACTIVE..... | K
{Month) {Day) {Yoar} \
B, AGE: Yeurs Mounths Days If less than one day Due to ) ‘)
55 4 5 VA
hr. min ! hd
/} Due to
9. Bmhp!ace_.SJ;.,_Lnuls.,_ Misﬂnlmi_
{Clty. wwn, or cornty) . _(State or foreign coumtry) || = T = "
$ Laborer Other conditlons.... LINTESTINAL TUBERCULOSIS ... | _UNK..
10. Usual occupation Rt o 3 q ﬁmﬁﬁ,f wll.hln 3 ot l’rlulh)U ——————
t1, Industry or business o :{liff e 1STULA N ANO PHYSICIAN
£ [ 12. Name.. Danisl Lawrenoce po) “6’:'oé'em“d'éas.___Ho_ﬂpﬁxg_tim_m_________,_ o
= e , nderline
=1 13, Birthptace Unknown unk / — e e o
e braden mame BYIE" BEEEh (uata'or oreiga conotrs) || of autopey_.... Q. AULODEY hovid be
=] . alde: d =
E Missouri . 0 - tiatically,
g 15, Birthplace Py PP g 22. If death waa due to external causes, filt in the following:
16. (8) Tnformant Gli.nioal rk, Vet .?\cﬁ;.. ‘Ho8pe {a), Accident, sulcde, or homicide (=pecify} No
@& Adwes_. J0ffOrson Barracks, Missouri (5) Date of occurrence
17. (@) burial 3 Date thereot 521 0=1946 1 (@ Where aid injury occur? R T s
(Borial, cremation, or removal) (Month) (Deg) (Year) (d) Didénfury occur In or about home, on farm, in Industrial 1 place in pub!lc place?
(@) Place: burial or crematien] £ £ @r SON Barracks
18. (o) Signature of funeral dimtorJQ H. Randle & son Fun' While at wﬁg"‘"w’ of lﬂ’m--—-—"-ﬂ-.-mm....
() Addreﬂ i et bin s itk e
@) —Heme»St-w«Ig: ﬁ ssouyFi fﬂ 15, Signatire STILVELL, 2,D,.. OLD.or .,m

19, (a)

D-h received loeal reslstrar) (Reglntrar’s signatare)

AddressY 0% 0 AdMe HOSP a0 L 2 Brks a sM0 e Date signecd /6 4-8

{Liconsed Emb,

mer's Statement on Hoversa 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

Reglstered Apprcntlce

Ve
P. Q. Address

Note: The above MUST BE SIGNED BY THE LlCENSED EMBALMEB in his OWN HA.NDWRP(NG (l‘/llure to comply with
the above consututes grounds for revocation of license.) - x .

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

working under my personal supervision.
c

Licensed




