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t-2. USUAL RESIDENCE OF DECEASED:

1. PLACE OF DEATH: é
{a) County. S t“R’.{n’uk%& d M;:y . "i""""""’ (@) stae. Misaouri (b) County........st..l.ollis.._.._Z._..
(# City or town.... LAWOO0 ssour ' . _/'
(I outside city of town Limits, write ~ RURAL" and nams of township) (&) City or town Kirkwood
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- fAMF‘""‘J' Pyce. Lol _H ey 20. DATE OF DEATH: Month S€PhemMber .y . l4th
3. 1 teran, . (e a urit
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7 1 / 5. Color or 6. (a) Single, widowed, marrie?, 1946 mﬁept. Mth . 1946
1 sex f€MalE /| .. White divoreed__CHIXA £/ that I last saw HAY ___ aliveon__ Sep'h_.___________ Mth _____ wn 1946 46,
6. () Nameof husbandorwife__ X____.__.. 6. (¢} Age of husband or wife if [} 3nd that death occurred on the date and hour stated above. Duration
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19. () {Dats received local rexlstrar) " {Regisirars signatare) -Q 2 L #ddress ‘1] ‘. 4 M ole £ Date sl;med ===
MD .

(Licensed Embalmer’s Statemcent on Reverse Side)




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

Apprentice No

working under my personal supervision.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALI\IER in hls OW'N HA.I\DW

j the above constitutes grounds for revocation of license.) +

If this body is not embalmed, fact should be so0 stated above.



