P =
No. 2 DEPARTMENT OF COMMERCE. THE STATE BOARD OF HEALTH OF MISSOURI 24640

—543 Buns..\u oF THE Crysus
5-17-39 G wST ANDARD CERTIFICATE OF DEATH State Fite No
' een Eem]ét ‘ﬂ;nE D A %3 . Primary Remstration District No._. Aqa 7 Registrar's No. 7 b

; District No...
! 1. PLACE OF DEATIHb / 2. USUAL RESIDENCE OF DECEASED,; y( -
=] WIS E L
= ((:)) Ec;:mw pa—y PRI, /& (&) State 2USSHUR] ) County. “..“..!.'0 ﬁ.ﬁd‘[mw_..-!j..
or LA XS L S, e e st et e e -
8 ¥ (If outsidh city or towa limi, write “RURAL” and name of l.nwnalup) (@) City or toWneeme...... 2 __ _[_Cé,{fof D/ ~)
E () Name of hospital or m.sutunof,n; / (I outside city of town Timits, weite “RURAL" = K
Ulovaesyute lreorse/  ash Jév/ D | P .
E (If not in bospilal or Lostitation, writa street Dumber or (If rural, give localion) U
o {d) Length of stay: In hospital or institution
{Specily whether {e) Citizen of foreign country? (Yes or No)
In this community.
g yoars, months or days) If yes, DA COUM Y. oot e ecmn st enapeasnssaratn
= MEDICAL CERTIFICATION '
& 3@ PRINT W /
g hsephure..mn. il
< |[Soxw /p pre o Sot - 20. DATE OF DEATI: Momb (U¥E — _ary A3
veteran, c} Social Security
ﬁ ’ N — year. Z 7¢& hour...... (A:é@.._\___.minute___é___.ﬁM .
name wat. ot a
E 21,9 I hereby certify that I attended the deceased fspm.
' > L . Coloror | 6 G Singl. widowsts maricd. |\ oo JP g6 St . A 0.0
M 4. Sex____.___gd?g_a.. race.. - ¥»_ . _ . divorced.. .7~ —--—------/" that I last saw h alive on 193
E 6. {b) Name of husband or wife.___==._..... 6. (¢} Age of husband ot wifeif and that death occurred on the date and hour stated above. Duration
! lVe e j
o i
“~% || 7 Birth date of deceased........... e £Z -
iy 5 (Month) (Day)
?: &) 8. AGE: Years Months Days If less than one day
2 -
“i g 5 min
Due to
% 9. Birthplace & / Csre e M.&Q el J
5 (Ciry, town, or county) {Siate or foreign coantry)
H —_ N Other conditions
a 10. Usual occupation {Include pregnancy within 3 manths of death) -
':-iJ 11. Indusiry or business iR e 3 : PHYSICIAN
jor findings: ‘-n.i,
e 5 12, Name_(/é’m.s_._ _ . _W.//A’A’ZS ___________ + - Of operationg.......2 - s 3.0 Underline
Z 1|8 L1s. Birthplace. __WQAMW —— m&ﬁﬂﬂtﬁ/ i N the cause to
o co l.-tewl‘ ign country)” Of auto: =, should be
5 E 14. Lr].ajden name@Z/ ........ 3 ‘Sf/g/ e ................... autopsy N 1 . chat,rgeg Bta-
B ? f ! g : 1. Jristically.
E § 15. Birthplace. ... (oﬁ%a/,) A ' m{smu s -ewef{ 22, 1f death was due to external museﬁ:‘ﬁll in the following:
' - . . o O
£ |16 @ rotormak 2R zﬂ’&d&:’.ﬁ.._.d/////ﬂ X725 || (@) Accident, suicide, or homicide (specify)..~
i 5, .
B ) Address__ /* /Gé A"/Yd, ¥ PB o || () Date of occurrence +
V. @ - O OF0 0L ®) Date hergtlltE () Where did injury occur? T e
(B\o. '\,mm‘;:' or removal) ’ ¢ ) (Day) (Yeas) (d) Did injury occur in or about home, on farm, in u:;::}u:tna! place, in publ:c plaoe?
@ _Ptace: burial or c‘rt-’ qtion.c... Ay, AR A e ematees ﬂ

18. (a) Signature of f i : B 7 - o " ‘While at work?.__e""

(13" N~ - . e RO
i N

«®7_ ] (M. D Grother——

{Dato 11 dogiat \ ) 2 o B - [N Address_ 7 ___ . Date gigned.. .

3., Signature 7.,




- - I - ., [r . ’
R I
- - P ] . -
U ARTENE D Ny g
I3 - ‘ . 1 = — - “' - -
h
(O :‘\\}_'- A D ' N DR
2 R Y a vy -+ -
,.‘ N - . > . r -
N “‘_ " '
R TSNS N - N1 O R A SRR
I . H
) .
s . . + . W vt -\ ' L - . y s
L . . P - N - e
R _ o AmAnd TSy e A T LT
w n [ . . . . = .. . - - - .
- - L r
L o N N ‘ \
5 ) ) .
e L K _“i\..- ﬁ:‘\ _ \"_‘.- R _;,n;_“,‘ __'_u__'_._.__.l_,____ I__ —— e e
_——— = EEE s i Rl e - N, T = e Ay
i L
' ’ N
.
e : Lo RN L '
. ‘
. .
-~
3
L}
L 1a A RN [ Y
STATEMENT BY LICENSED EMBALMER
I herehy certify that the body whose e is recorded on the reverse side of this certlﬁcate was cmbalmed by‘xﬁe’, 'o"r by ¢ :
\‘: JE ."__\;\ \ 0y -y .
: Reg:stercd Apprentlce No........ . -
L2 < INIS s

Jf : . : o :
- + ’“/ H . JE - . .‘\ .' ". ‘.' N
PO Addrcss

Note: The above MUST BE SIGNED BY THE LICENSED EMBALNMER in hiQ OW\ IL\\‘ !TlNG (P ailure to comply with
the above constitutes grounds for revocatinn of license.) - - w‘ .. H e \. .

[T N " o ‘, 1
-If this body is not cmbulmcd, fact should be so stated abdve. - - S P A




