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

DEPARTMENT OF COM

ijﬁ zn Em"

-THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

o A1791

Reglstration District No. 3lé . Primary Reglstration District No._.s3. & 3 ¢ ? Registrar's No.... 4 2.0
1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED: //O
{a) County St A Francois (a) State..>: Lissouri (5) County. Wa shingt on
(6) City or tawn Bonne Terre o
(1f outaide cit¥ or town limits, writa “RURAL" nnd name of township) (¢} City or town...... RU.I‘ a l .
{¢} Name of hospital or institution; . (If oztaide city or town limits, writs “RURAL") -
Bonne Terre Hospitai @ sueetNo.ON€ mile south of Irondale
{If not in hospital or inatitution, write streot numhu or location) (1€ raral, give locaticn) /
(d) Length of stay: In hospital or Institution 25 daya n
(Specify whether (¢} Citizen of foreign country? Q (Yea or No}
In this community
years, onths or days) If yes, name country.
MEDICAL CERTIFICATION
Sl PRINT  Howard Michael Kay
20. DATE OF DEATH: Month. DEC » day. 21
. teran 3. Social Securit;
3. @) e ! @ i year. lqdﬁ hour, 9 minute 45 A M
name war. no No. none
21, T hereby certify that [ attended the decensed from o - it
0 5. Color or 6. () Single, widowed, married, Necs. 18th 1948, w-TT,Dec. Aét _'_____' 19
4. Sex.m.f-lle_ race.. N1 L divorued...-..S.lngle. ‘{hat Itastsaw e 1@ alive on_ Dt c. 3] . 195 g‘
6. (b} Name of husband or wife... ... 6. () Age of husband or wife if || and that death’ D‘f“j“ﬂe‘i on the date and hotr stated above. Duration
alive o years || Immediate cause of death
7. Birth date of decensed_ o€ DL i7 1946 1 SR - ’
° Frtavien Tam) rion B ro nchi el “phnélfionta S
"‘C o -‘-‘-"J L__c“ i ’-"'.0"“.:..’: .—- : ‘- :. -2
8. AGE: Years Months Days If lesa than one day Due to
................................. ¥ e W}
0 5 4 b, min. | = Camuon “sold e o
ue Lo
9. Birthplace Iromdale A - :
(City, town, or county) (Stata or forwign country) -
h diti -
10. Usual oceupation. J1OTIE Y | e o ‘°“—.mmx:,aza—.@ titis medls
» ez
11. Indusiry or business et PHYSICIAN
auman K-El M&]c?{ ﬁndmgs. A R
- operations.
E 12. Name AL A A— _ -1 2 AN Underline
. . [
= | 13 Birthplace Bunl ker _ , Missoued . iU ;&gg&g&g
WE, OF COU: or forcign conniry, Of auto shou e
& 14, Maiden name. bﬁg roif autopsy \ charged sta-
g / tistically.
E 15, Birthplace T —— 3 1 l %%%Tn:ﬁ" 22, If death was due to external causes, fill in the following:
= A count, co
16. (a) Informant_rHUINET] Kavy {c) Accident, suicide, or homicide (specify) . 1 in 4.
@) Address Trondale Mo, Rt. # 1 () Date of OOBITEREE B - ety A
. @ burlal . ) Date thereot. 1202 4§ __ || @ Where did injury ooty o et tpwigedd s {County) )
(Burial, cremation, or removal) (Mamb) (Duy) (Year) (d) Did Injury occur in or about home, on jarm, in industrial place, in pubhc pl.:me?
() Place: buriai or cmmatium...I«.r..Qn.daﬁle...J.—.&.Q..-.__._.._.._.._._....... e L
- - ; ¥ . . LY . -— - { ptace)
18. (a) »umalure of funeral T. TJ Ol".mgn fhite & Somd While at wur"’._._.____‘.f_ t‘::p-nfmw t(::‘;° ‘ii:ﬂng of in,ur}_,ﬂd_m_, _‘Q P
@) Address, 5. 7’7,0&} e . ‘
- { 1
19. @) LR 2 ‘/-{'- fié ®}

(Date received bocal reristrar) _(_Rer:'istru"l_-;g-;-{m)

A5

{Licensed Embaliner’s Statement on Reverse Side)




TIVED
" 1th 0fficer No, M

- v -

e Mapber ] XY G - 3o

. .-

A - Ddo.by

O

Soe ke
——————

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recarded on the reverse side of this certificate was embalmed by me, or by

,’/\’&MMM , Registered Apprentice No...oo .

working under my personal supervision.

Signed.. L&t

P. O. Address=

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply v

the above constitutes grounds for revocation of license.)
If this body is not embalmed, fact should be so stated above.




