5. No.2 DEPARTMENT OF COMMERCE THE STATE BOARD OF HEALTH OF MISSOURI 300 4 =
ey )

i STANDARD CERTIFICATE OF DEATH s rac e
. 5-17-39 h
I’ xasen1 F"'ED S EP 2& M] Primary Registration District No_a_o Ly gJ- - N Registrar's No._..&_&f_._____

Registration District No.._.
1. PLACE OF DEATH: . ’ 2. USUAL RESIDENCE OF DECEASED:

7 Pottia .. .. - - f

0 {a) County.... (e} Smt&m.l_d..dm‘kﬂd_ . ®) County.. _a.IdI\A " _..g_ -

(b} City or town_.-aﬁd&_—n:ﬁ-&— =

A {if omtaide city or town Lismits, write ~AURAL" and name of towastis) || () City or town... Sada Do
(¢) Name of hospital or in&l-luon B ] r ouu:.déily or town limits, write “*RURAL™) y

{321 ’c;"_ / 3 e - g {d)} Street No....[.g.l-l...g- {3
(I oot in hospital or institolion, write street number or kocaticn) (if roral, give location)

(&) Length of stay: In hospital or institution

(Specify whother || {¢) Citizen of foreign country?. na i {Yes or No)

In this community.. ... _..3.0
years, months or days) If yes, name country. .

=]
-]
=]
|8]
=
[~
=1 ' MEDICAL CERTIFICATION
@ || 5 (@ prINT 7 ,J /M £s -
[ Fult rame A RE . elAMl TS
- — S o e 0. DATE OF DEATH: Month_ AV GOST . day 23
. . . {¢} Social
3. () Ifveteran U N v vear ,q t"f! hour. ‘_ minnte OC A M.
name war. No. .
21, T hereby certify that I attended the deceasged from.
5. Color ar 6. (o) Single, widowed, married, @Aug ST 1T 11, AUGLST 23 . L4
?L 4. Sexma..éL-. divorced.. "=%11] that I last eaw h. M. alive on...__________k(.) G5 T 2-3 ____________ , 19, 4-?
E 6. (7)) Name of husband or wife....ccoecee—coceeeee. 6. {¢) Age of husband or wife if and that death oceurred on the date and hour stated ﬂbﬂ‘"’ o ' Duration
E = rrrerrenmn yearg | | Immediate cause of death
7. Birth date of deceased........... G:ﬁ)u_q e dd = I8 = VREMm LA .
5 (Mpath) {Day) (Yoso) Ca
m e
i) 8., AGE: Yeara Months Days If legs than one day Duye to Q-M-OM‘ < AJ EPH R ‘T_ S
& /1
9 L 7 ’"‘/" Ducto. ARTERILOSCLEROSIS | emau-c
; E 9. Birthplace... QCL%M-G__)&_. ....... %m‘:n.m S
Ly, town, or counky, ate or foreign coantry ] -
. - N Othermndauonscn‘&:g;ﬁgn'- HACMDBQQHME lu k
% 10. Usual occupation.. A = ] e (Includo pregnancy within 3 months of death) —_—
=3 11. [Endustry or business Y - PHYSICIAN
| ey e . Major findings: ] A \ | Shad o
B 12. Name__\ . IXeuaad g . - || - Of operations : D
. r) |1 Underline
- : (7 . the cause to
=4 13, Birth ;_Lwllim.aufm_ a Tt . . 7 which death
. {City, towp, or county) . . - (Suteor forsign eouniry) . Of autopsy \A Al should be
5 a 14, Maiden name_ __ \ o charged sta-
[ [5 7 . . q : . tistically.
15. Birth W .4 = o ing:
E g place.. i - iy Pt "““I“’) 22. If death was due to external causes, fill in the following: |
. ; . " i . ; . . - )
g 16. (a) Informane: | . _‘..._....‘.‘........._..‘__..._.. {a} Accident, sulcide, or homidde (specify
) Address 0T & M % Nomoaa... _YNa.._||® Date of cccurrence
17 @ A{Rahia " () Dite thereo._ T~ R85~ § 7 || Wher did injury accur? oty s owa prom—n—s
(B““'l-m'-""-“' recoval) {Month) (Day) (Yoar) (&) Did injitry oceur in or about home, on farm, in industrial place, in puhhc plaoe?

.
(<) Pla.ce bun?zl or mmztinn._-eh.m_l.tq_ _H'I_O_P..-..—.._.._._ _ O
L. 3 of pla
18. - (a) Signature of funeral d.h‘ecwrma' ﬁu— A —||+" ‘white at w'or: E—"' . (Specily typo of place)

&3] Address 2o WP 4 4 Y. csether)

,I tx , 23, Signature :
19- (a) (D-mmved ——? (b) T ] (Rq.d:r wixmat nﬂ-;__l:l'-. Addr'ws . MAM_MIJ _ Date s:ﬂed 3'13 41

o= liceased Embalmer’s Stlement on Reverse Side}

of :m ......................




¢ | | o o [ Cadd acf [oAM Ry . 23 Y

RECEIVED

District Health Officer No.
District Filg Number
Date Filed_____ 7 -2

3::5;.’.'

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 Apprentice No... -

working under my personal supervision.

P. O. Address..

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

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




