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X47070 Registratlon District No... Primary Registration District Nu....................u........] 0 0 3 Registrar's No.
1. PLACE OF DEATH: ., 2, USUAL RESIDENCE OF DECEASED:
(a) County £ foul @ state. MISSOURI ¢ County g C
() City or tOWn...oee e ..S 2. LOW S ..... MQ.......__....._. ...................
{if outside city or town limits, write ARUBRAL™ and nama of township)} ¢c) City or town St . LO ui 3 . /
() Name of hospital or institution: 0 {If outaida city or town limita, write "RURAL™) 4 7

Infirmary Hospital .~ .|l @ street g 2724 Stoddard St, .

([l‘ not in hospital or institotion, write street number or lnca (I rucal, give location) /

{d) Length of stay: In hospital or institution.. 10/5 /45 TQ_ i ( . ,;)
5 / 10/14. vfpecnfy whother (e} Citizen of Yoreign country? {Yes or No

In this community.
yeare, months or days) I yes, name country.

MEDICATL CERTIFICATION

Tol SR TELL NAYLIOR :
FULL NAME
TR Y — 20. DATZ OF DEATH: Month . MAY_ a1y 10
. . . Ae cial uri N
veteran . v year, lgL 'Z] hour, 3‘ minute l& 5 P M.
name war. No 0 t
21. I hereby certifly that I attended the deceased from G

5, Celor or

race @OL

6. (o) Single, widowed, marricd, ’7} 5 19..!& 510 M&y ,,,,, lo ................... . 19..‘&.7;,
mvm_WidOWEI that I last saw hm aliveon. . Ma Y lo . 191&7

o Male <

4.
6. (4 Name of husband or wife .. 6. (c) Age of husband or wife if || and that death occurred on the date and hour stated I:bDVE
alive.___.__._.._________l___ years I te cause of death..__g
- /
. Birth date of deceased................... Au\g..g..wﬁl.o, — 18'9? t v 4 o, T
(Monih) {Day) M
8. AGE: YVears Montm Days If fess than one day
4 53.; 9 0 hr. mjh
=Bl o Birthplace.. ..., JMlJSSJ._SSippi _____ e - £ -1l - Y z : Z T P
. (City, town, or county) (Stats ar forcign cmml.ry) N W
i Ni l T . . Other conditions.._. L
10. Usial oveupation (lnclade pregnancy within 8 months of death} /“} ; i —
11. Industry or business : ,-1/‘1 ....... PHYSICIAN
' ‘o . . : . Major findings: . . a0 -7 AL TN J H
§ 12, Name...... Rich Na V 1.01' Of operations.... ! I"‘{ ‘ o
= / thtelg:;}:l?;
WZE 13 Butnpace_Qakdalescoatyi _ Miss [ || i S : the caise
o (Clly.Ta or emmti} (Slate or fureign country) Of autopsy Should ha
i 14 Maldennﬂmp N " ST I " |charged sta.
E 1 6 k 15 [ j tistically
g 13, B“thp 8. —eespemeee [} 22, If death was due to external causes, fill in the following:

AN ¥ (G = - M (State ar § country)
- - - 1 - ., - - - : - .. .
16, (tz) Informantyl Yo Wl Tiis s = M‘ E;m QA || (©) Accident, suicide, or hunluclde (specify)

(b) Ad;ir:m_"'.‘:__ﬁZAv_;‘_,S_t O.Q.Qﬁr.dn ._._Sre e |t® Date of occurrence

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

e lr @ burdials . o) Daetheror 9=13=1947 || @ Where didinjory occur? Gy o v ™ Gy
PR | P m“"“b“‘"’“?“-“’"%"“"a 5 (Mozth) (Day) (Yeas) || (d) Did injury occur in or about home, on farm, in industrial place, in public place?
(c} Place: 'bun;! or cremauon__wa.Shmthn_ P_a.rk. S N . :
PR f TR e - S
18 (a) Sumalure of funeral director Je H. Randle & Son While at work?. o .. . V(Snenfﬂ(n;o 11:;1:;)01:' 11!]!!1')’ . .,_Q.._..__....._ 5
1" Bell ' °
[¢2] Addrm / 3_ 2
19. (a) W i ’
(Dats received local recisirar) Address - L~ f?

(Licensed Embalmer’s Statement on Revefao Side)
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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 'Appre-ntice No

f
Sinedr /5 4 *W

faS R
— . %nsed Embalmer No. ...ﬁ ...... ? . / .......................
- t - P. O. Address #’{74‘7

working under my personal supervision.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply witl
the above wtltutes grounds for, re\'ocal.ion of license.)

o
If this body l.s ‘not embalmod, facb shop: -be so stated above.
R S con - T ¥




