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DEPARTMENT OF GOMMERCE

FILE

Registration District No.__[_z.i._..___.

THE STATE BOARD OF HEALTH OF MISSOURI

B"“‘” = C“”(j 31 22 1948TANDARD CERTIFICATE OF DEATH

Primary Registration District Nu..‘,{).,..q.

34056

08

State File No.

s

Regisirar's No.

1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED: -~
(a) County LB L) #E M‘t‘ - " {a) State J /n (b) Cnunr.y Lt~ 2VA r@,qr. :{....-..J
{(by City or town______. 7.21 g 2{, étlf [Ij&ﬂ'ﬂf{ - / '
(I outside cify or town Timits, write "AURAL" and pame’ol l.uwn-.hxp) (¢} City or town..._. _/ _[40 mf
{¢) Name of hospital or instit.uuon / ([f oul d.e c:l.y or lunn.l, write * RAL'
7
{I{ not in bospital or institution, write stroet nusmber or Jocation) {d) Street No (L ara), give Tooaton)
{d) Length of stay: In hospital or institution .
) et vl (Specify whetber || (¢) Cltizen of foreign country? Lt #) (Yes or No}
In this community
years, months or days) If yes, name country.
MEDICAL CERTIFICATION
PRINT ¢, / /A/ / For 2
bl Fame. o /l ¥ V/f INEAF P R
¥ - 20. DATE OF DEATH: Month £2L /ey oo e
3. (b) If veteran, 3. {¢) Social Security /?
year, (4 ‘ hourt.....ovom..e. _é ___________ ,Q WM.
narme war. No. &né‘/
21, I hereby certify that I attended the deceased t'rnrn
5. Color or 6. (o) Single, widowed, married, 19. %é "_C
- - ’ o ~
4. &L"M~mQ race M “”ud—Ma"’-'{"’-d-- {h'ar. 1last saw h..;..ﬁq alive on C; /& j‘{ 19 IL[
6. (8) Name of husband or wife..——... ... 6. (¢} Age of husband or wifeif || 20d that death occurred on the date and hour stated above. Dueration
f' .V a?i _"_____ } Inimedidte cause of death e ..
ol 4 P Mear
7. Birth dafeof d d DR, AR WA
(Mooth) (Dny) {Yeonr)
8. AGE: Year Menths Days If less than one day Due to....
7 3\ j ‘2 ? hr. J_..min
Due to

/

9. Birthplace 09//' 72 (J

=~ (City, town, or eolmty) (State or foreign country) - || - - -
. Other conditions
10. Usual occupation A?A“:ZQZ( “-'6. . (luclade pre within 3 months of death) /P
11. Industry or business PHYSICIAN
Major findings: ,-\\_/'
12, Name 4#..................._...__._.._.-_..//: ______ . Of operations .
. e e o / S . )‘ d - LhU'nderl.u;l.c
[
&= 1 13. Birthplace _ wF \ which death
o R . {State or foreign connlry) Of autonsy should-he
a 14, Maiden name SC VLAl 2 U ¥ charged sta-
cally.
§ 15 Bisthplace 22, If death was due to external causcs, fill in the following: ‘

foreign eounu'y)

Accident, suicide, or homicide (specify)

Date of occurrence

Where did injury occur?

(City or town) (County) B
Did injury occur in or about home, on farm, in industrial place, in public plnce?

(¢) Place: burial or cremation.....e==0heF . SO
- . (Spem.l‘y type of place)
18. .{a) Signature gi-{l e‘?l-fif’ef‘m‘f--- & ""W"Mﬂ:; ¢ tWhile at worl .. (€) Means of injury.. o oirimey
0 ey o ~ A . 2k || 23 sig . or oth 0
19. (a) 0= le o) . . Dl @ ;
{(Date rcoewed loca] rexistrar) l\-m!.r-r » aiguaiure) - - || Add Datg sigm -
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(Licensed Embaimer’s Statement on Reverse Side)




RECEIVED
District Health Oiticar No. 8,

District File Numbor/df._:/fefﬁz._-
Date Filed OCT I 5 1945

-

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 M‘__\

, Registered Apprentice No
working under my personal supervision,

Licensed Emba] —3 ﬁ 52 p
P. O. Address (-_I /j(/Q

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

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




