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WRITE PLAINLY—USE UNFADING BlL'ACI'{ INK—MAKE A PERMANENT RECORD

DEPARTMENT OF COMMERCE

LY T g he STANDARD CERTIF!

E'I‘LED ‘[\}Q

Registration Distret No.____<

Primary Registration District No. _hz~3 % R

THE STATE BOARD OF HEALTH OF MISSOURI

CATE OF DEATH State

AT
File No.

e

irar's No

1. PLACE OF DEATH:

{a) County. A W

(4} City or town......_ s

{ar on:ndn dl.y or iown lmnr-. Inla “RU " and name of township)

(¢} Name of hospital or institution: /

{If not in hospita) or jostitution, write strest number or location)

(d} Length of stay: In hospital or institution

In this community.

(Specifly whether

years, months or days)

2. USUAL RESIDENCE OF DECEASED;

{a) State..._MlM-..._ () Ceunty._..1.) A
{c} City or town M’ LA :
(If outside city or town limits, rril.e “RURAL™)
(d) Street No. : et
{If rural, give location)
¢,
(¢) Citizen of foreign country? (Yes or No)

If yes. name country

W kT ETTa_EVERT
3. (¥) If veteran, 3. {¢) Social Security
name war, No.
/ 5. Colot or 6 {a) Single, wtdowed marth

Amg 'fm divorced . MJ. &.AM

ame of husband or wife..... iy -6, (c) Age of husband or wife if

w_m_w_ . alive e YEArE
et P NAN . LG ITL]

" (Month} (Day) (Year)

20. DATE OF DEATH: Month q

MEDICAL CERTIFICATION

year. / Q¢ 6‘ hour... B
4

2§, I hereby certily that I attended t

’}r

H that T last saw h% alive o

Years Months Days " If lesa than one day

75 S5 J ‘7 hr. oy

9. Birthplace W‘j

{City, town, or ecunty) (Brats or foreign country}

. Other conditions. : /&_ F
10. Usual occupation..... WM 5 : (Liclids pregnancy. wilbin § months of death)
11. Industry or business e PHYSICIAN
2 JOT NNAINES: RE—
12. Name__.....)....l..:..ﬂ.:I:a.AL...;e.CLMMM.&_;L.;..JI -Of operations...... : & )
7 . \ ) hUnr.{erl.lnc
; 13. Birthplace m - '0 ) ;;{33:;3
: (Cjjy atown, or connty) -a (Stata or foreign country) Of atttopsy....... o m should be
E 14, Maiden mme_,‘...&ﬂ.b.-.ﬁ__.m_.w.. YA d TR Eh;:rgeﬁ Bta-
: : istically.
=] "
% 15. Birthplace. e ye—p—— m — - 22, If death was due to external causes, fill in the following:

16. (@)
()]
17. (@)

()
18, (a)
®
19. {a)

Informant.......,(m}«‘sf L AN, A o

Address_.__"._. _._.___%th)\jQ A AL
ﬁ.»uu_u%m _.' () Date th:mo:;_?_ ) - ¥ (o
(Barial, cremation, er redovaly F‘ nth) (Day) (Year)

Place: burial or mmauon._ .......................... A
Signature of auﬂ director__SAARAMAL > u.a.uu!
Address MM«,Q Qo _Iray -
102"l ®» &_Q—@_U/\SL

{Deats reccived ocal reristrar) ” \h\nmlnr '« sigoatore) \

(a) Accident, suicide, or homicide (specify}

{4) Date of occurrence

(¢} Where did injury ?

{City or town) (County) (Stal
(d) Did injury occur in’or abaut home, on farm, in industrial place, in public pla.cc?

369

type of place) .-
Means of injury___.




| -~ - RECEIVED
atrict Haalth Offleer No. -
cistrict File Number ______________
Date Filed--_- ............ i ,b ______

STATEMENT BY LICENSED EMBALMER

1 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 ,

Signed /@ ? @_A/e/uu?/\/

Licensed Embalmer No. grg r? y

P. O. Address_.._ \__ &A%t b 2_1'\.0

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

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

working under my personal supervision.




