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5. No. 2 DEPARTMENT OF COM%Eﬁ@B THE STATE BOARD OF HEALTH OF MISSOURI

Sire H‘ifﬁ” °ﬁtt}c“ STANDARD CERTIFICATE OF DEATH State File No
<R Registration District No. 318__ . Primary Reglstmuon District No... .............:lo 0 3 Registrar's No........ 1 04‘12

1. PLACE OF DEATH: . 2. USUAL RESIDENCE OF DECEASED:

3 - 15, B‘“b“b‘“’ r pov—— pass——y 22. If death was due to external causes, fill in the following:

16, (@) Toformant wx, Wm (s) Accident, sulcide, or homiclde (specify)

f‘ (b) Date of occurrence
5) Date thereof, & @

‘Where did injury occur?,

a A o)
= {a) County SETY 1 () State Missouri () County. 7 N .
=] (b} Clty or town . LOU1S 5 :
o {1f outside city or town limits, write “IURAL" und name of township) {¢) City or town t. LOUlS /ﬁ/ 7
i) Name of hospital or institution: I
EE (¢) i al 0 1203 (g oatsida cﬂ.y or towa limita, write “RURAL"}
——_Honer 4 Phillips Hospival . %7 ... Cardinal
e {If ot in boapital or imu%?hu. wri&?tm; number or location) (@ Street No i sy Teprste 7
E (d) Length of stay: In hospital or institution 25 _days . . d
Z {Specify whether (¢) Citizen of foreign country? (Yes or No}
- In this community... . __ ___.L_am_w
= yonrs, months ar days) If yes, name country.
B -
E 3 (u I{I’E;'Nl.:,r Kg‘;tie Elders . MED.ICA[. C‘ERTIFICATION . 7
< |Gex AT 20. DATE, OF DEATH: Month_ NOV, day._ 30
' veteran, . () Socia urity
= N year._...lg.ﬂ.ﬁ PRI .. : T S 9 ................ - minute___..B._Q__B_._ M.
name war. o ;
ﬁ 21. T hereby certify that I attended the deceased irom
= 6. (a) Single, widowed, ied, :’) 111—5 ,J_f__é__, to.._. 11-30 19&.6?_;
.
é 4. divorced . T8 WYy that I last saw h 81 _ alive on Nawv...3Q i 1946
Z 6. 6. (c) Age of husband or wife if [| 2nd that death occurred on the date and hour stated above. Durati
= ion
- M alive oo yeAE Immediate cause of death it
;\5/ 7. Birth date of deceased AEEL 7. L Ceprv g/ || Larcinoma of Cervix with Hetastas is slndet.
{(Month) {Day) (Year)
inde! - V
< K Y AGE: Years Montha | Days If lesa than one day Due to...._.. ”" ! W
o £ Pa - {f
. . hr. min E ) I X
a P] Due to
[ o e R A Y 2/
(City, R f 5
ﬁ‘ Other conditions..._..__None ! ol
5—.‘:2 10. Usual occupation.......... foF "0 (laclade pregnancy within 3 months of deatk) T 1
> 11. Industry or business. PHYSICIAN
[ LAY 2 Majofr findings: . T AT —_
VSN PO - . rations ’
: E{ 12, Nam| ope hUnderline
- R t to
. 5 ; .13. Birthplace ’ Yo - w&gﬁgm
5 Of autopsy. . . should be
5 14. Maiden names o & &07F ... _ A P { . charged sta-
I s s : tistically.
[
B

) Ad
17. (@) _.

(City or town) {Coanty em
Y“') {d) Did Injury occur in or about home, on farm, in industrial plaee. in pubhc pla.ce?

(Month} (Day)

{ nr;:l. cren.lt.i:n. or ramonl)_: /)

(c) Place: hunal or cremauu

.

S ("’ Slm“”'c of funeral girector..._ While at A is_pe_ut_y ‘(ycT ‘iﬁ&hﬁ)or in'ury__.:_..... e .../ ...!._..._.
) Addr 7 (VK 2 ;
] e ! ( 23, Signature (M Dresotheryz.....
19, {a) (D.umdkulm:ktur) ’ 5 M (Rntﬂl—lnr s gignature) NG Address_ 2°O.L .N. Whlttl_er J‘Jt P Date signed.. ]?/3_!46
- [ 24

(Licensed Embalmer’s Statement on Reverso Sido)




!

STATEMENT BY LICENSED FMBALMER

- ] 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..._2
working under my personal supervision. e %
. ) #
Signed "

P. O. Address._.£2%. ; ... /
Note: The above MUST BE SIGNED BY THE LICENSED EI\IBALDIER in hlS OW'N H.ANDW ITI ailure to oomply with

the above constitutes grounds for revocation of license.)

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




