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WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A P

7

1

DEPARTMENT OF COMMERCE
BuRreEau oF THE CENSUS

-
LED SEP 418

1945 STANDARD CERTIFI

Registration District No

STATE BOARD OF HEALTH OF MISSOURI-

Primary Reglstralmr\ District No. Ci) 17[5 3

CATE OF DEATH

4
State File No 26906 L

R

Registrar's No.

1. PLACE OF DEATH:

(a) County
(b} City or town..

!

Ly or town limits, write “RURAL" and aome of tow mhip)

!
(¢} Name of hospital or msutulion /

(11 0ot in boapitel or loatitution, write street nimber or location)

(d) Length of stay:

In hosplta] or msulullnn
(Specily whether
Io this community

-t PP
years, months or daya)

2. USUAL RESIDENCE OF lll'.(‘l'.ASl'Dx

State

(a}

(b) Coun—y W
Lonesd,

M
City or town. Md“"‘ Mo /

(I qutside ciLy or town limits, weite "RUJHAL

(¢}

(d) Street No

%

{If rurul, give lucetion)

Citizen of foreign counhi!\

J

{Yes ot Na)

If yes, name country.

3. (a) PRINT
FULL NAME

HO')’HCT‘ ﬁ()-&&

3. (¢) Social Security
No.

3. (¥ Ii veteran,

name war.

6. (o) Single, widowed, married./

fS. Color or
errrsacd]

il

MEDICAL CERTIFICATION

DATE OF DEATH: MonLh.....@“

777

I hereby certify that I attended the deceascd from...

194{4‘!0 / L. 2

20.
year.......... hour......

21

.. day. ./.2-- .........................
d- Mﬂut;

194/L;

15. Birthplace

22, 1f death was due to external causes, fill in the following:

divorced /£ that I last saw hm alive on.. S 19.9‘:
6, (b) Name of husband of wife_my....c.coeecccuienee &. (¢) Age of husband or wife if [| 2nd that death occurred 0“%‘3 date aﬂ? ur stated nbove Duration
e alive..... o 5. years || Immediate canse of death M@%QA«
7. Birth date of deceased o Toen YA i 2 arsdlP "-M 9. )(4'.&/( --------------------------------------------------------
{Month} {Day) (Yeor)
8. AGE: Years Months Days If less than one day Due tuA. o
é 7 ? g hr. min
,/ Due to .
9. Birthplace. : 3 (S oA LT )_.I
B : City, topg,or county, . tats or foreigo counlry) A z
7{ Other conditions
10, Usual occopation............ T A R e ? (Include pregnancy within 3 months of dealh)
11. Industry or busm?A W pr PHYSICIAN
o ajor findings:
E 12. Nam:.._.._..__Mm. [?4’_2_2. Ofoperatwns ''''' )Lm 4 oa) Underline
= 737 Bikthglace I R ' ‘,{"\ lhh:cﬁﬁ.lése to
= S Birt nm‘p. - - 3 j L " whi eath
- RN AL S N r.ymn.u%c ,‘??Of;a,utom\}\ '24""‘“‘-( 5 d o and ba
g { 14. Maiden name. At Ll i = {charged sta-
[~} C \ tistically.
& -
Q
=

e,

16. -

j
S

(5) Accident, suicide, ar homicide {8pecify). ...\

e

(5) Date of occirrence

(Ruuuar 's signalura)

) Signatire..
5 S

Where did i occur?. ...\
@ ere injary r {City or tl:l'n) {County) (State)
() Did injury cccur in or about home, on fa.rm. in industrial place, in public place?
(Spedl’y 1ype of place)
- While at work?- oo Nommssim (&) Means of Injury. ., I N
 (M.D.orothery_..........

5...1(...{3ng
M

Address. .o.orot...

(Liccnsed Embalmer’s Sta

/0§

temenl on Reverse Side)

.. Date signed .
g ﬂ%(q
|




aECF iveED N
Graene G ountV Health Offl

~ ounly File Numberﬂ&_-_-
DL‘N‘.-U ﬂ’liuj /W

STATEMENT BY LICENSED EMBALMER

. I hereby certify that the body whose name is rec?gd on the reverse side of this certificate was embalmed by me, or by....ccc..coovnrvovvercressrenaerneeee

g
y B T ﬂ/sz,f:»' ALt

Signed L [£ Lem ,{/4'1 '.J

working under my personal supervision.

s . Llcensed Emba
P. 0. Addres ’féﬂ e
Note: The above MUST BE SIGNED BY THE LICENSED-EMBALMER in his OWN HHANDW . (Failure to comply with

the above constitutes grounds for revocation of license.} .

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




