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

DEFARTMENT OF COMMERCE THE STATE BOARD OF HEALTH OF MISSOURI

Registration District No...

Bz o s o STANDARD CERTIFICATE OF DEATH s rae wo 33796
FILED MAR 17 1987 _ , ne 43796,
AN, Yo, T . Primary Registration District No.._.__._é!_g___-z_,___,z_

Registrar’s No.

1. PLACE OF D
(a) County.........

(5) City or town

(¢} Name of hospital or institution;

(If outeide city ar tawn limits, write “RURAL” and name of township)

(I not in hospital or institation, Wwrite sireat nomber or location) l

(d) Length of stay: In hospital or institution

In this community

{Specify whether

years, monihs or dayas)

2. USUAL RE%E OF DECEASED: 7
{a)} State AO . ,-g
W o

(¢} City or town.. 5

E taid of town limits, write "RURAL™) [)

(d) Street No
{1[ rural, give locatjon)
{¢) Citizen of foreign country? (Y'es or No}
If yes, name country. /’)

3. {s) PRINT
FULL NAME __

3. {b) If veteran,

3. (¢) Social Security

name war. J // No

\ 5. Color or 6. (6} Single, widgwed, married,
—_—

4, Sex.... divorced.... 8 . ..o
6. {c) Age of hushand or wife if

M 4V . ” e ah'vg ....................... vears
7. Birth date of deceased oo _{2 & / 890

(Manth) " {Day) (Year)

8. AGE: Years Monthy Days

If less than one day

hr. min

5l

- 9. Birthplace . & /A

e 9

10. Usnal occupation....... A9

11, Industry or bm.'r{:ﬁ?

te or foreign country)

MEDICAL CERTIFICATION

20. DATE OF DEATH; ﬁ;nth

year,

21. I hereby certify that I attended the deceased fro

that I last saw h. 44_ahve on ' > Z e ‘# ,,,,,, 19.
and that death occurred on the date and hour (1 above,

Duration

Other conditions.

Ej{ 12, Lamgm/

13. Birthplace... ;...

i.alg ot foreign couotry)

=]+

(% Date thercof..._

(Mongh) (Day} (Year)

LN, N
+(Includs pregnancy within 3 months of death) q ; f A oo
# PHYSICIAN

Major findings: 4
Of operations ' .. Chenr . :
- Underline
the cause to
[which death
Of autopsy. should be
. . charged sta-
foie P L : [tistically,
22. Ii death was due to external causes, fill in the following:
(g} Accident, suicide, or homicide (specify}
(4) Date of occurrence.
(¢} Where did injury occur?
{City or mwn) {County) (State

{d} Did injury occur in or about home, on farm, in industrial place, in pubhc placc?

(Speu[y type of place)
: .. () M
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L e

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.

., Registered Apprentice No et eem e renes R

working under my personal supervision,

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

If this body is not embalmed, fact should be so stated above. -7 - : % L 'Mﬁt\’

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

DEPARTMENT OF COMMERCE
BureEAU 0oF THE CENSUS

o
Registration District No.___é_\LJ___

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
Primary Registration District Né_gza-:."

State File No.

Registrar’s No.,

1. PLACE OF DEATH:
(¢) County.. ... 4 / \:

(& City or town i i W .
{If ontaide city or hnrnliml#rite “RURAﬂn o of township)

2. USUAL RESIDENCE OF DECEASED;

{c) City ot town.

(2) State

(c) Name of hospital or institution: b (I{ ontside city or town limits, write "TRURAL™)
(If not in hospital or i on, write street nomber or ) ) (@ Stroet No = (If rural, give location)
(d}) Length of stay: In hospital or Institution () Citizen of forel ) :
{Specily whother (3 itizen of forelgn country - (Yes or No)
In this community_._.... m [«
years, months or days) If yes, name coutntry. Py ..
- MEDICAL CE '
3. {a) PRINT - )
Folt name_ X1 £ L A/Dfaa \}? &
L4 L 20. DATE OF,D| M kO
3. (b) If veteran, 3. {¢) Social Security
year. £ ¥ (14 211 OO M
name war. No.

21, T hereby certify t!

(Burial, cepatietT7 rewoval)

(¢) Place: burial or cremation......

Address,....

(%T&gﬁt

19. "(a)

} 5. Color or : 6. {a) Single, wido ied, 19
4. Sex divorced e . 19
6. (&) Name of hushangdqr wife_ _ .. 6. (¢) Age of husband or wife If .
. Duration
alive_______
7. Birth date of deoensed... — i .Z '
m) . P ald
8. AGE: Years | Months ‘ 1@ Due to
V Due to...,
9. Birfhnlan- <1 ﬂ\ \ —
¥r m %) (Stete or foreign country}
Other conditions
10, Usual oce 1 (Ioclude pregnancy within 3 months of death)
11. Industry or PHYSICIAN
= Mag:{ findings: N
operations
E 12. Name... Underline
£ ¢ 13, Birthplace _pl - ‘tvhl::i cause to
m e W& Ofastopey shoutd be
ﬁ 14, Maiden name. charged sta-
[ ..[tistically.
g 15, Birthplace p - T o torciam coamrrny || 2% 1f death was due {0 external causes, fill in the following:
6. (6) Taformant &5 M‘“"‘- M_ (a) Accident, suicide, or homicide (specify)
() Address_. ... Mvﬂ. ‘._.._m (&) Date of occurreace :
(¢} “Where did injury occur?. b
17, (@) () Date themof - )(5.,;23.2:# (City or town) Yy (County) (State)

Did injury occur in or about home, on [arm, in industrial place, in public place?

{Specily type of place)

While at work?... Y Means of injury. o

. Signature_ f;.-é—’—-

Address . K/..M 0
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