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

DEPARTMENT OF,

FILED"DE

THE STATE BOARD OF HEALTH OF MISSOURI 69912

STANDARD CERTIFICATE OF DEATH State File No.:

Registration District No.......ﬁ..i..______.._ Primary Registration District No._...... ét ..Q.‘ZZ,._ Registrar's No.. / fé -
1. PLACE OF DEATH: o 2. USUAL RESIDENCE OF DECEASED: o //
BS8 rs > /
(&) County 1 (@) sate. MiiSsOUTri ) County., CS5S
(8 City or town Belton, Mo,
{If ontside city or town limits,  write "RURAL" ond name of townahip) {&) City or town B a ] t 0on . 0
{¢) Name of hospital or institution: / (If outaide city ar towa limits, write “RURAL"} d
{If not in hospital or institution, Wrils street number or location) (d) Street No none (If vural, give location) J
(d) Length of stay: In hospital or Institution no !
(Specify whether || (¢) Citizen of foreign country? hd {Yes or Na)
In this cotnmunity 1* years
years, months or days) If yes, name country. ..
MEDICAL CERTIFICATION
ula) FRINT MARIE FERN LIMPUS D : /9
o S 20. DATE OF DEATH: Month £C, day. TH
3. . . t
(b} If veteran mﬁ&% uri yo 2 year. 17?6 hout. ? minute <0 F M
name war. no :[6'..*9_? T /&
21, I hereby certify that [ attended the deceased from gnt )
5. Ca]?r or 6. {a) Single, wi.dowed. married, '/ 19_Fé" ‘o DEC. / ? 19__%.;
4. Sex Fe ma le ramNh 1 t e divun:ed_._kia_ntl..e_.d- that I last saw b €Y. alive on Dec_ . : / 7 . 19'2'6"_;
6. (b) Name of husband or wife. ... 6. {c) Age of husband or wife if || and that death occurred on the date and hour stated above. Duration
_______E_ a_ll_l___;_l_lmp.us ___________ . alive__ & -8___ymrn Immediate cause of death “ remid - 2l l’tﬂu/ d;y
7. Birth date of 'demncd_.._______.ég_ugg_l..____________________lﬁ__’__________1_9_9_5_______ t‘ f¢ éiy J f pENne ri{" on_ ¢ 7( J‘ H
{(Month) (Day) (Year) B /ﬁJ neys T wee ki
8. AGE: Years Months Days If lega than one day Due to Cf\r ll'nﬂmdtloql Az-c /fdpe ,f /- t"4
4] 4 4 J— ('“'1' ure flv'.r : 7 wukr
hr. i
- == CARcINMA

9 Birthplace Adr ian s

Mo. {/ Due to..cooc.

- = =T {City, town, or county) - (3tate or foreign country) - - o~ & z d / /' °I - .
10. Usual occupation Machine ope ra t or — . Oéher wmhtwns:;.‘r &‘.—; m__t_m_d tlevqf ) /! ,v ensphrel
1L, Industry or busi Garment Factory - - i [tf‘;‘ wltro- vu::o-"dﬁhd/ d!ce:.r PHYSECIAN

' dl
rame__JaMES _Pretiyman . M“’é’f’mﬂ‘li‘ﬁn. /Vo-w.. \ .
2. . . v} T 0 '[ J ) rhund"hz';
=\ 3. Birtholsce.......Fpeeman,  _HMp, et
h i 3 '((E,lm‘;?i e;';m‘(’;—hqnn (Siate or forcien mun: Of autopey.. qé"‘": qf- J&JJC Y - ’“’ ;"{l" iél"l :houlf:é;e
E — ““"“'K 4 f'{‘f“‘ Fiselion $adbesions = 4« 45-ve‘ tatically.
S 5. Birthplace %C?yslftns,m county) (State or foreign conntry) 22, If death was due to xternal couses, fill in the following: '
16. {a) Informant Paul . Limpus (s) Accident, suicide, or homicide (specify)
. .

(% Address Belto n, Mn (#) Date of eccurrence. ———

17. (o} Burial (8) Date therenfﬂ . 12 2_/_1_&6 (¢) Where did injury ocour? e :

{Buorial, cxremalion, or removal)

(&) Place: busial o mmﬁnm.‘.Bé]:_P_g. 1'-50 . Qﬁme_t ery

18. (a} Signature ot' funeral director.

County,
(Day)” (Yeor) (4) Did injury occur in or about home, on farm, in industrial place In pubhc pl.'m:?
i
pecify type of place) ——
B While ot work:?. ___’:T:__E.._ﬂ. {¢) Meansof injory_ e —

~

Belton, Yo, ’ Wﬁ C/)l—d&“l—f (MDorothﬂ)MD

nreauvedloﬂml.nr

{b) Address
23 Slgnat.ure > .
19. (5,55 po A= 19440 % e Belleon , Mo, O e signed Deee. ” 9%

I {Licensed Embalmer’s Statement on Roverse Sidce)




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

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

B € N

Licensed Embalmer

working under my personal supervision.

‘' P.O. Address__._... ¥

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN IIANDWRI'I'II\C (Pmlure to comply with
the above constitutes grounds for revocation of license.)

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




