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DEPARTMENT OF COMMERCE
BureAU OF THE CENSUS

FILED FEB 18 1947

Registration District No. ......W. ....

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District No._ 9.8 %

st l

State File No

Regisirer's No. | !

1. PLACE OF DEATH:

Wl ST

{a) County.
(b) City or town

MI . ey T

(If outside city or town limils, writa "RUURAL" and name of township)

{c¢} Name of hospital or institution:

Z

(I not in hoapital or institulion, weile sirect Dumber or location)

{d} Length of stay: In hospital or institution

In this community_....

{Specify whether

years, months or days)

2,

(@)
(c)

CH

(e}

USUAL RESIDENCE OF DECEA.SED: .
State. WMM (%) County. L(). '7'@ !/ f"}!
City or town M "1""0"""* %‘0 :

{If outaide city or Lown Hmita, writa “RURAL™)
/
Strect No.

. {1f rural, give location)

Citizen of foreign coutntry?

{Y'ea or No) d

If yes, name country.

3. (a) PRINT
FULIL NAME.

W. M. KANEY

3. (&) I veteran,

—

name war.

3. (¢) Sodal Security
No

5. Color or .
race.M.[_&l.[_c

6. (b) Name of husband or wife......._ &5

1)
L

6. {a) Single, widowed.. married,
divorced......é.-. [t
6. (c) Age of hushand or wifeif

X 1/
alive_.._.__..

MEDICAL CERTIFICATION

7‘-4.;/6- dny....?

and that death occurred on the date and hour stated above.
Tmmediate cause of dcat RS, B okl s, S ittt

20. DATE OF DEATH: Month_.
year. /14~ "_7 hnur._._..._..(é.._...__.._._._..___..rninutc,...,S.Q.-.._.d.M.
21. T hereby certify that I attended the deceased from
19...... to 19...;
'8h.at Ilasteawh alive on 19........ H
Duration

..years
7. Birth date of deceased M . ) 95"‘% ot _/)éowu_ I
(Manth) (Day) (Year) '
ol ol
8. AGE: Years Months Days If less than one day Duye Lo%‘- /
@ﬁ\ h| 3 ||
g Due to....... Lot
L]
9. Birthplace... %4—— Gy e Py, C - - -
(C:l: , or county), {State or foreign country)
10. Usual ti 4 Other conditions -
- Usial oeCUDALO. e (Include pregnency within 3 moaths of death} t
¥ ? 4
11. Industry or business e 7 ‘ w}}-} ______ PHYSICIAN
o . . - EIE . oT ings: . * g -
5 12. Nam:._.._...:...}_. ; li A ALy . 7 Of operations...... § { ‘E Undert
[ . nderline
= 1 13. Birthplace.. .., : r W—O ' — b, - :51;5;1&:!:8
ot X m" country} Of autopsy. should be
::-E: 14. MMaiden name .4 el AAMAADIN e cha.rgcﬂ sta-
._Jtistically.
g Pean G o
g 15.- B:rthplace (Givy, om0 coanis) Y J 2 22. If death was due to external causes, fill in the following:
16, m ‘1 nf 3 :Q {c)} Accident, suicide, or homicide (specify) AT
urm:.mt_.__._... 7
® Addrm..» ..... pi.-ou-« D Bro K. || B Dateof occurrence Po—
17. () (5 Date thereof 4 =10 ~H'} (¢} Where did injury occur? ST e i
m""“l'““““""" or removal} - - jjlonth) (Day) (Year) (d} Did injury occtir in or zbout home, on farm, in industrial place, in public place?

(3] Place: burlal or crcmallon......,u o Ao

18. (a) Sumar.ure of fuueml director...__ E( L{J
{& Address

'w

1—-\1~H’7

(Dato received local repistrar)

19. (a}

® — AKX Onomra ‘ Ounonra

Barmr [ nmnm)

(Spocily type of place)
{¢} Means of

J Y

{Licensed Embalmer’s Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

T 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

Signed 714\ (v . /35_,/&./
Licensed Embalmer No. 3 ‘67 C"‘ %
P. O. Address %’2'7\ L 91"’""‘"'\

working under my personal supervision.

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

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




