5. No. 2
M—35.43
. 5-17.39
1 X38671

DEPARTMENT ?ﬁ% J%m‘gas

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Siate File No.....__ 3925:1?

i

Registration Digtrict No....... evereranen 3] 8 Primary Registration District No........_.......___...........Aﬁ NN S Registrar's No........_..
1. PLACE OF DEATH: ' 2. USUAL RESID DECEASED:
(g} County S L {a) State. Mi a8 Ourl {¢) County. J‘T -
(b} City or town ta ouls w
(If outside city ar town limits, write "RURAL" and name of lmrn-hlp) () City or I’.own_....._S,_t.‘ Lgul 8 / 7

(¢} Name of hospital or institution:

~..Chrigtian Hospital _ 17

(If oot in hoapital or institution, write strest nnmb:r o Inr,auon)
(d)} Length of stay: In hospital or institution

(Specify whether

In this community.
years, mopibs or days)

(Il outside city or town limits, writa “ RURAL“)

5355 Theodosia Ave,

(d) Street No....._.... )
{1 rural, give location) L4
(¢) Citlzen of foreign country? (Yes or Nof“)

If yes, name country.

PRINT

Yol & Anne May Wood

MEDICAL CERTIFICATION

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

o: Birthptaee_ St. Louls Miagsourl [}

(City, town, or connty) (State ox forsign coratry)

10. Usual occupatian_.H_O.uB_QWl.wi__..-_...._....;..'.......,...,...........;...,,......_._..

NAME, ... S
o T o e 20. DATE OF DEATH: Month__ 4k _day._ 13
. veteran, . (¢ al Security
year...___ 19.4 SM_.*.__ hour ... 9 _________________ minpte, 5 O_..__P.nM
name war. No.
21. 1 hereby certily that I attended the deceased frofg...... SN S
5. Color or 6, (@) Single, widowed, married, ||/ {a 19_451; S / ., 194 (
4 Sex female/‘ white avorce MATTLIEG “ °/_3 ¥ 4~
- =l race. 0GR, oo | thatt Ydast saw b 24....alive on /f/o-()“ 19___%_ . ;
6. (4 Nameof husbandorwife_._ ... 6. {c) Age of hushand or wife if || and that death occurred on the date and houc stated above. Duration
_Frank E}. ¥00d .  aiwe.. 85 __yers imogp s &Mw f dfz o
7. Birth date of deceased.. 5 15 1883 art? 4
(Month) (Day) (Yeas) *
8. AGE: Yeara Months Ian If lesa than one day . -
/ 63 5 ﬁs hr. min

Other conditions

* (Ioclude prognapcy within 3 montbs of death)

ii. Industry or business PHYSICIAN
Major findings: —

g Name.. BAWAD Freegard e o
nderline
"= Birthplace ~E I A nﬂ 4__‘ 2. thﬁgﬁﬂse}g
(City, towa, ot connty) ‘5'-'"‘“‘“""“ coustsy) ||+ OFf autopay .,Jm.m_._?houm&be
é 14. Maiden name. .o nn ! L . charg eﬁsm-

= Bn d‘ . Zeaal il - tistically.

§ 15. Bisthplace (City. town, or county) Engl d 22. If death was due to external canses, fill in the following:

{State ar foreign eolmu'y)

Informant . MI‘ ... ._Erank BE. YWood
aaaress D305 _Theodosla Avenue
e burdial. ... ) Datethereoi._1 5/486..

{Barinl, cremation, or remoy. {Mcnih) (Day) (Year)

(¢} Plzce: burial or cremauon.._B,ellef 611 ta.lna...._c ella_ .
Signaturé of funeral director. Drehm&nn-aarl‘al ol

15. (a)
)]
17. (a)

(a) Accident, suicide, or homicide {specify)
(b Date of occurrence
[£5] “Therc- did injury occur?
(City or lown) (County, {Sta
{d) Did injury occur in or about home, on farm, in industrial place {n public place?

(Spad.l‘y type of place)
Meana of injury...

23. Signature. MM@)‘NOU:&) e

— f— (e}

While at work?_ ...

t Amw.,m__;ac)_s __U_%n Blvd.__'"li
B;emd _5_1”) ar's s are)

19. {a) =
{ !Rem arlnmtm)

Address. 512 _.A Gmm—/ﬁ‘& .................. Date signed /.

(Licensed Embalmer's Statcment on Reverse Side)




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

(2 o

Licensed Embalmer No -_,? ; = ;C

working under my personal supervision.

P. O. 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, fact should be so stated above. e M




