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

DEPARTMENT OF COMMERC;
BUREAU 0¥ = E
Registration DistrdetNow . Primary Registration District

HE STATE BOARD OF HEALTH OF MISSOURI

ANDARD CERTIFICATE OF DWBS

i
State File N;.; 518‘4’

. R:egt':r!rdr's No._gg)g@_._._.._

N crvereamsicssoine e

1. PLACE OF DFEATH:

?. USUAL RESIDENCE OF DECEASED;

aﬁve"_-,,ﬁ.._?_.._...m

. Pauline Payne

7. Birth date of deceased..._ 9 WLY 17 103
{Moath) (Day) {Year)
8. AGE: Years | Months | Days If less than one day
o 43 2 19 b o min
9. Birthptace.._ . FTBT nkLl:;.“..Q..Quﬁr;&y ek 3ADOLR,

{City, town, or county) {State or foreign country)

10. Usl:laloccumtlnn Mana-ger Ca.nning l'aGtOI‘Y

(o} County S{', L 1 (a) State I 1 lino i 8 ® CoumyFI‘a nkli n
() City or town e, 0QULE : Bent
(IT ontside city of Lown liits, write “RURAL" and name of towmship) () City or town engon..~
() Name of hospital or institution: {If outside cily or town limits, write “RURAL")
n.nroute 10.City Hospltel (@) Street No 1213 N. Maple Ave, L
(Ifootink 1 or institmiion, writa sireet ber ar logation) (If rural, give Jocation) /VL LAY
(d) Length of stay: In hospital or Institution )
(Specify whether {¢) Citizen of foreign cotntry? {Yes or No)
In this community
years, months or days) If yes, name country, ...
MEDICAL CERTIFICATION
Full NAME. Lester Payne Oct 6
e PREE P — 20. DATE OF DEATH: Month Cl day. ~
3. veteran, . (¢} Social urity 1 946
e war Ni 1 No. U nknown vear. hour. ... -____,(_.2(_.mmut3_% ______ M.
21. I hereby certify that I attended the d d from
5. Color or, 6. {c) Single, widowed, married, 19 to. 19.
Whit Ja Married ||~ e i
4. Sex Male divorced...1 0 € that I last saw h alive on 19—
6. (5) Name of husband or wife..... ooeveoece.. 6. (€} Age of hushand or wife if || and that death occurred on the date and hour stated above. Daration

Immediate cause of (death

Due to...... .
Due to

N - = ,} -
Other conditions. — 1,,; o

{Include Pregniney within 3 monthba of death)

11. Industry or business . } PHYSICIAN *
(12 Name.. LeGer Payhe o . il : R e S — { f;/‘f’- Underting
=
;:;{ 13, Birthplace...... Erﬁnklin_Couqty_E;:ﬁ}e;.}ﬁﬁm %ﬁfﬁ%’;&l‘; ‘
wn, o ¥, Of shou e
% 14. Maiden name :Ln.. Ze Ym )Uﬂk pole), s autopsy \ ' : ﬂ’ﬁfﬂ’ﬁfw
g 15. Birthpl U(CEECEOEL : Te {S‘Puefrs_e Em ——— || 22" 1f deaths was due to externat causes, il n the following:
» own, ¥, oreign 1 N
6. @ taformaint PAMLING P AYNE 2 | o) Accdens, suiid,or homicide (epeci
) Addmm,_Bdent Qn ..._Illi noig. .. |[® Dateofo nee
17. (a) RamOVB 1 (b) D:m: thereof 10 7—46 (c) Where did injury occur? Ty s
(Burial, cremation, ot romoval) {Month) (Day) (Year) (d) Did infury occur in or about home, on farm, in industrial place, in pn.bhc plaoe?
(& Place: burial or cremation Ber{t ont }1{1 1 Ii{ nois , _
18.{a) Slgnatnre “of funeral’ directer. A b er . Oppe tlar .,., ,...'.m . pocily ¢ :n;ury.'..._.___._.z_.'........,_.,__
& Addresg 2700 Hashlngtan Blvd., Ze 2 ,
19 @ (B:‘Ca receivad lmzl—r;_;m—rgsl'(g %‘. (Ra‘;'ul.rn:'l wignature) =~ 7 |} Address 470 To=yB T Btk el Bl V :

{Licensed Embanlmer’s Statement on Reverde Side)



o t:‘-‘i

-

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

............ , Registered Apprentice No ,

Signed... 'zﬂ"o /(0 C%’-&M‘—&e

Licensed Embalmer No. “o .7

working under my personal supervision,

P. 0. Address..........

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

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




