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WRITE PLAINLY—USING UNFADING BLACK INK-—MAXE A PERMANENT RECORD

" MOTHER FATHEDL
P Y

FEDERAL SECURITY AGENCY
National Office aof Viital Statistics ;

HILED NOV 20 fo47

Registration District No.. f Primary Registration District No... ‘ / f 3 . . Repistrar's No_,_g-’.‘.“

MISSOURI DIVISION OF HEALTH

STANDARD CERTIFICATE OF DEATH e s v FOBB2

[PV v v fin- pRPPTPTIN

1, PLACE OF DEATH:

(a) County. / W ..........................

(b) City or towtl ... _ D N G,

(I our.slde Aty or town Limits, write - RU)]A.L ‘and name of mwmblm

{¢) Name of hospital or institution:

o no:, in hospital or Instijuticn, write sireet cumber or lneumn)

(d} Length of stay: In hospital or institttion. ...

In this communityam.

(Epedrr whether

years, monthg or daya)

2. USUAL RESIDENCE OF DECEASED:
— Tl o (06
() Stateoo. o S (b) Countyo...t SRy L T
(c) City or town M .. v
(If outside clty br town limits, write *“RURAL") - <

{d) Street N; .

- (If rural. give location)

(e) Citizen of foreign country o, : .{Yes or No)

If yes, name country.....

somnr Loypa RoT# SHEDER

3. (b) If veteran, ' 3. (¢) Social Security No.

name war

7. Birth date of de d

\ 5. Color or

race...

L7 (ol {Day} T Teary

]

AGE: Yeara Months Days

If less than one day

3 1/

hr. min

" 9. Birthplace Sz‘h“"- S:fmo\-)\

10). Usual oceupation

11. Industry or busines
12.

12.
14,

15,

T (Ciiy, town, cuﬁ State W forelgd country)'
. {a) Informant P eeerisle

(Clty, town, or county)

Name...

{Dard received local registrar}

MEDICAL CE CATION

20. DATE OF DEATH: Month.... @ day. 3/
year...... 4’?Y) ........ hour.... é‘..a /‘) minnte. le.M
21. I hereby gertify that I attended the deceased from.e . iricnmvcrcmnmncnsnnsonss
& 2F 9.5 o J\ 15.. ’f)

that I last saw befitw.. alive on &‘}h JI 19..52..:

and that death occurred on the date and hour stated above, Duration

Other conditions....
({nclude pregnancy witkin 3 months of desth)

PHYEICIAN

Ma.] or ﬁndmgs
O1f operations..

Underline
the cause of
-| which death
|should be
charged sta-
...................... . = | tistically,
22. If death was due to external causes, fill in the following:
(a) Accident, suicide, 0 BOmMIiCide (BDECITY) o rerceecereeree eesseasmsesass sesase sosssses smsserasen
(D) Drate Of O0CUETEICE v v ks rmsmr s o by s AL Lo b 4ot b b bbb Ahomene
(c) Where did injury oceurfu . . -
(City or town} (County) (State)
(d) Did injury occur in or about hore, on farm, in industrial place, in public
place? - x "
' {8peelly type of place) (a)
While at work’ ............................ (e} Means of i m;ury

23. Sigmat

Address.....ouin

JelTerson City Printing Co.

(hcmsed'l’:'mj,—.-.lmerl Statement on Reverse Side)




RECEIVED

District Health Officer No. 6 3}_“‘ ‘
District File Number. 1L u_ﬂ:._l-.?:'. . ‘
Date Filed -J.’L.:._--.eL.-.‘i..l__

STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by oo

...................... Registered Apprenuce No

working under my personal supervision.
Slﬂ'ﬂed%%w l& ¢

Licensed Embalmer NrQ'L K 7

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

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




