. 8. No. 2

M—5-43

v. 5-17-39
I X387

DEPARTMENT OF COMMERCE
URBAU OF THE CENSUS

FILED MAR |1 974g ,

STANDARD CERTIFICATE OF DEATH

THE STATE BOARD OF HEALTH OF MISSOURI

State File No.

Registration District No....___.... Primary Registration District No....u.........._.........._m n_’- Regisirar's No. ,‘- 8“?'

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

(a) County {s) State MO L] (&) County. g

(¥ City or town__.__: S ﬁ ....L.Q.Lll_& .M Q..-...._.._.._... — - 3 L 1 /"
{If outsida city or town lirmu. write "RUBAL" and namn nf lonrn-hm) {¢) City or town...... t - 0 uis -~} £ /

{¢) Name of hospital or institution:

15213 So0. Srd St. /

(If not in hoapital or institation, writs street number or localion)
{d} Length of stay: In hoapital or institution

(Spocify whother

In this community
years, months or days)

1521a So. 3rd St.

{d) Street No

(1f outaide city or town limita, write “RURAL")

(if rural, give location)

(e) Citizen of foreign country?

4

(Yes or No) L)

If yvea, name country.

MEDICAL CERTIFICATION

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

ol FRINY  Charles W. Weeks
FULL NAME —— 20. DATE OF DEATH: Month FE€D. ;. e3rd
3. {4y If veteran, N o 3. (c} Social Security year 1947 ronr 5 30 I P,
name War. on No. p
21. 1 hereby cartl.fy that I attended the decensed fmm__o gf‘ A
.| 5. Colot or 6. {a) Single, widowed, married, [}n , 19, ‘»ﬁ to_____;-_‘.& 2 o ""‘( .19, iﬂ?
4. Sex Mal e C/ mmwhi t e divorced.__M..&‘..x_‘.z.i'..?..g.ii that 11ast saw h.efg_alive on ‘ i VA ~>‘- =, 19___!57
6. (&) Name of husband or Wif€...... . 6. () Age of husband or wife if || @nd that death occurred on the date and hour stated above. Duration
1 ad Ve alive__ 3% _____ years || Immediate cause of death 0.
7, Birth date of deceased Jan, 7 18587 Z"L ..
{Month) {Day) {Year)
8. AGE: Years Months Days 1f less than one day
50 1| 16 St
hr. min. i
9. Birthplace. NEWDUI'Z Mo. ) T ny
- (Civy, town, or county} (Stato or foreign country) .
. .- conditions.._:
10. Usualoccupation_ k@ 8tEIEY . v co s e o iman 3 mswvis oF donily / y
11, Tndustry or business FO r Se l f i e { PHYSICIAN
. ajor findings: . —_
E 12. Mame_. EG. WeeKs " {1 OO operations......c " Underline
5\ s, Binbonee.. UnkNOWN A e canae o
t . tate i try)
5 {14 st s REBEEEE HOuara oo iomenis) || Ofswoory.. ~{ohouid be
) Newb M .. |tisticalty.
§ 15. Birthplace.. > (S::' w-ru.ul;:—ium,) (3,“? o: Foreism country} 22. If death waa due to external causes, £l in the following:
16, (a) Informant Mrg .' C . Weeks . (s} Accident, suicide, or homicide (specify)
® address__L5218. S0, 3rd 9%, , (b Date of ocourrence
17, @ . Burial (8) Date iberect._o.___ 26 47 {c) Where did injury occur? T o
(Barial, cremation, or removal) i {Month) (Day) {Year) (d) Did injury oocur in or about home, on farm, in industrial plm:e in public place?
(& Place: busial or cremation NE€W _Plckers Cem. A
. " - . f . pocily of place] . b
‘18. (a) Signature of funeml d:recLuIKri egshause r. Und G O .. While at work? 4 LoB ‘(’“ v P of ln;ury et __' .
®) Addreas. 2228 30. K,,i n S A -
FEB 2 23. Signature "
0. (0 . tEB & & 1947 o) Fo 7 T
(Date received loal reristrar) /. Address.. 3. 32




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 Appgentice No...

working under my personal supervision,

Licensed Embalmer No j o ﬁ f/
P. O. Address

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

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




