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I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, er-by....s.

working under my personal supervision
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If this body is not embalmed, fact should be so stated above.




5., No. 2B
iM-—-—‘,.'S-‘lS
390 1 X43880

.

N

T

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

DEPARTMENT OF COMMERCE
BURBAU OF THE CENSUS

Registration District No....,..j...i.._.‘.f_._

THE STATE BCARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH . Stale File Mot
Primary Registration District No...67//..

sl

2

Registrar's No.

1. PLACE OF DEATH:

(s) County w\ G D‘QA&d S Y

(b) City or town....
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(a) State (5 County.
{¢) City or town
. (1f outaide city or town limits, write “RURAL"™)
(d} Street No.
{If rural, give location)
(¢} Citizen of forelgn country? (Yes or No}

If yes, name country.

3. (@ PRINT J w&m_r\ Q___)&Ma,

3. (&) Secial Security
No.

3 (&) If veteran,

name War,

6. (a} Single, widowed, marri

gD

ATE OF DEATH: Month...

7 5. Color or ! 19
4. Sex | race divorced..... RS 00 W19
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