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THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
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1. PLACE OF DEATH:

(¢} County. sl e-? e.:f.f:_o L

(3} City or town.._ %
(i cml.ndn cily
{) Name of hospital or :nsutut.lon

C I.-{-f\L

w town lmm.l. write "RURAL" ﬂ:d name of township)
(Ef not in hospita) or institution, writo streat nmyhcllhn)
{d) Length of stay: In hospital or institution.

(0 S_NEOY S

{Specily whether

In this community.
yearg, months oe days)

2. USUAL RESIDENCE OF DECEASED: 5T
Sm:e..MLS.S-Q\L){ 1 {® County... At—g m&g‘\‘\/
Ltn.n c;: mm“‘lmﬁ.'\'r{l H AL")

(If rural, give kx:nlwn)

(a)

() City or town....

Street No.

(d) d

{¢) Clitizen of foreign country? {Yes or No)

Ii yes, name country

3. {g) PRINT
FULL NAME

A Maxtiy

G"e.ofql e

3. (¢) Social Security
No.

3. (&) If veteran,

/w

rame war.
5 Co!nr or 6. (a) Single, widowed, married

4. Sex. ML raco_w.h,l.te: divorced VAL L&O_M) &d‘
6, {b) Name of husband or wife..... coccreirresren 6, {¢) Age of husband or wife if
/ ahve.........ﬂl%/h“:r;rs

7. Birth date of deceased J0.3 \Ie,mhe_x___}b - E{’\J 1) .

MEDICAL CERTIFICATION

20, DATE OF DEATH: Month___A PRIL day
year....L. 9] B34S P

21. I hereby certify that I attended the deceased from e 3 47 _11:30AM.

. 19 to. DERTH A= 2T 19 “l‘.?

TGT L tast saw hu ..., ative on. .= T - 47 {25 P
and that death occurred on the date and hour stated above.

Immediate cause of death

Y

minute.

haour.

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

{Month}
8. AGE: Years Months Days If less than ore day Due to 5
7 | §7] | he. i,
1Due to

m_L SSOWYL:

{State ar forcign counuy)

9. Bu'thp'lacr; Ueﬁ_x.-te:‘{.___ e

ity, town, of counr.:r

e U
11. Industry or busmesswg ld, S s S -
. Nam A_L?_I( ad_ (=
. Bisthplace... _LEXW,Y\ - : ;
. Maiden name. W{: T‘T_“L__ -------J'-”‘o\-.- ...... _Ll;.n_?t“t"_

Y I_AAI Q

10. . Usual occupatmn.
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-
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MOTHER F. ATHER

i
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0w .
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b
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17, (@) .

{©)
18. (a)
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23. Signature EWR- H- M

Other conditions. .
(Inclode pregouncy within 3 monthe of death) K
N

A PR
e
&

PHYSICIAN

Major findings:,
Of operations........

Underline
the cause ta
which death
should be

Of autopay......

charged &
tistically.

22. If death was due to external causes, fill in the following: .

(2} Accident, suicide, or homicide (specify)
{8} Date of occurrence
(¢} Where did injury occtir?.
(City or town) {County) (Sta
{(d) Did injury occur in or about home, on farm, in industrial place, in public pl.ace?
-
=g

. {Specify type of plau)
While at wWork?. e Means fln;ury .......................

5.0

(M, D, orother).. =

19 m/%u/_z.%ﬁ 0
ate recebred local repistrar)

Address. A2 2~

(“rmlrnr » ummre)

Date signed - 28-%7

(Licensed Em.bahn‘cr’l Statement on Reverse Side)
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STATEMENT BY LICENSED EMBALMER ¢

. - L™ .
I hereby certify that the body whose name isrecorded on the reverse side of this certificate was embalmed by me, or by

, Registered Apprentice No,

working under my personal supervision,

P. O. Address. Sl AL A

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HIANDWRIT
the above censtitutes grounds for revocation of license.)

If this body is not embalmed, fact should be s0 stated above.

NG. (Failure to comply with




