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. WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

32

DEPARTMENT OF COMMERCE

A Registration District No....... ...

THE STATE BOARD OF HEALTH OF MISSOURI

Bureat of THE CE:
“ﬁ 1945 STANDARD CERTIFICATE OF DEATH
HLED NOV Primary Reglstration District No._. f ‘ d_r

OEUS%O

State File No

Registrar's No.

1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED: /
(:) (c::oum I?;h‘r e{’f?’non TAAL @ s ALSSUIL (3 County.... BChanan /
t to - . -
(&) City or wn(lf outside Gity or town limits, write “RUBAL" and name of townahip) (&) City or town St * JOBeph, M:lssoux‘i /
(¢) Name of hospital or institution: ¥ {If autaids ety of town limits, write “RURAL") 7
_Missouri State Sanatorium le8 @ Strest No 518 Soe: 6th_Ste .
{1f oot in howpital or institetion, wrile sireet oumber or location) (M rural, give locnuon) o
R
() Length of stay: In hospital or institution 5 day's . e ) ’__,..w"
{Specily whether || {e) Citizen of foreign country?. P (Ves or No)
In this community 5 days A
years, monthy or days) . If yes, name country. i
MEDICAL CERTIFICATION
3. (a) PRINT -4
3ot NAME Yable Harding
RT PR 20. DATE OF DEATH: Month: QCha . day 30
3. veteran, . Ae cia curity : E
name war. no No. none et 1940, .. hour.___ 2. 0.05 - 13 P . m
21. I hereby certiiy that I attended the deceased from
fomal /l 5. Color or hit 6. () Single, wi(il;\:ved. marrieccli, Oct,. 26 1046 o Octe. 30 1046,
P “n
4, Sex enate l| ...  WN1tg divorced HLVOTCEA 1 o aw b @T alive on Oct,._30 1946,
6. (b) Name of husband or wife.— oo 6. (¢) Age of husband or wife if'[|and that death occurred on the date and hour stated above. Durolion
alive__.______.years || Immediate cause of deathy. oo
7. Birth date of deceased... DEC e 4Lh 1068 | Far advanced, bilateral
(Month) ©=3) (Year) mlnenary. tuberculosis . About 6 mont
" 8. AGE: Years Months Days If less than one day Due to.
M 10 26 hr, min
U Due to.
' oi- Birthpaed=_LEWig Station - _Missemrj ¥ ' : - ~
{City, town, or county) (State or foreign conntry)
. . dni Other conditions
10. Usual occu"aum.""""lia ld {[nclude pregnancy within 3 months of ﬂmlh{
11. Industry or busizess ..| PEYSICIAN
. 4" P ~- —
5‘ 12. Name.. o Cuntis Day .
2 | 13._Birthotace. .. Thakmoym. co _Missouri.. it TS Sy |t caze o
o {City, town, or conaby} {3tnte or foreign country) of auLopsy.__.RJ . should be
4. - oS ) . "y P N | charged
ﬁ 14. Malden name. 7 Vv c“w Y] E_‘ = u r 27 M A‘Mw tlstlm]lﬁ
S 15. Birthplacc. RENEER— | it ?2 If death was dﬁe to Uxtcrnal éum.«]l in the following: SA L/
- ty, lown, or munl)) oo (Sla h foreign oountry)
e . . - ifv)
16. (a) Informant._ E‘...MCMJ.C]IELGJ.’. Racor d__Glerk S @ :::czde::t. sulcide. or homicide (specify
) Addge..s Moo Stabe San. Mb. Yernon,. Mo; .|| (8 Date of occurrence
- Where did inj ?
17. (g} &:"W'V oo - (8) Dajg.thereof.. Lo Bl ﬁ'g. @ ere did injury ocour (Civy or taw) (County) Btae
: . (B..V l:“"":"“‘-“,'“,““’"n (M‘“’u’) ) (Year) (&) Did injury occur in or about home, on farm, in industrial place, in public place?
{c) Place: burial or cremation.... Rol o
: H . ' .l . - H T L T (Speclfyt f place)
18. (a) Signature of fineral directdr—="_ 23 N ( DM/M.. - While at wask? e o ?]” iiia::; of injury..... _(.:‘;?.. S
) Addr I il ot £~ S
@ = @ 23. Signature..LA t = ___7?1,/) (M. D.orother).. .
19. 4 ,er/ Bttt s Al s
(d) TeceTTe ) reristrar) (Negistrar's siznetnre) Addmﬂ._..-Mm VeI'D.On- IL ... ... Date mzuelﬂ:'_?LQ%

(Lieel:ued Embalmer’s Statement on Reverse Sidc}



R o <

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 !

- .
F . *

, Registered Apprentlce No.....: : ,

TRt e Y AL e _4.::{,:\‘! 1

workmg under .my-personal supervxsxon : i gl i c{
Signed 4 @Af!/é

Lxcensed Embaimer No...!

P. O. Address...~.. .._......._...?./1._.. A 4

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (leure o comply with
the above constitutes grounds for revocation of license.)}

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