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- MISSOURI DIVISION OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registration District No...__.

w1068

Stote File No__......-._ e

éQ?é’ Registrar's No. 7 d 6.,..... ..... -

1. PLACE OF DEATH:

2. USUAL RESIDENCE OF DECEASED:

4~ N e
() County.. 2G. Louisg @ sue_ HMissouri @& County O 44
® Cityor town... . Koch_(rural) - ‘
. {1f ontsids city or town luml.l. write “RURAL" and name of townahip) (¢} Clty or town S t. LOU 1L f [Fe
{¢) Name of hospital or institution: . -/) (1t outaids city or town [imits, writa “RURAL") 7
obert Koch Hosnital [ @ sweervo. 227 8. Ewing o
{if wot in howpita) or Institution, writs atreet number or Jocation) {If raral, give location) I
{dy Length of stay: In hoapital or institution days 1
(Specify whether || (¢) Citizen of foreign country? Na (Yes or No)
In this community. /
yeara, months or days) If yes, name country. /
. . MEDICAL CERTIFICATION o
ful? name. HANNAH, WILLIAM
O e 3 ) Sodial Secariiy o || % PATE OF DEATH: Month March . 10
. veteran, .
name war year 19 48 hour, minute. A ] I'i . M
21, T hereby certily that I attended the d d from
g/ 5. Color or 6. (o) Single, widowed, ied, P=20-4 19 to S=10-48 19___;
o5 MALENY | e Negrol  avoeed Marriedll wue pst sawht0.. ativeon 3~10-48 s
6. (b) Name of husband ot wife......—.oeo... 6. (¢} Age of husband or wife if || 2nd that death occurred on the date and hour stated above. Duration
Lillie Harris (2 l_ﬂH;..n NEN liveo. ... years || Immediate cause of death -
7. Birth date of deceased._ K EDTVATY 23 1912 || —-Pulmonary Tuberculosis | 3 _mo.,
DMonth) (Day) ) (7%2)
8. ACE: Years Months Days If less than one day Due to
6 | @ | 15 N i s
N J Due to -
9. Birthplace...... L8O __Arkenapn )
(City, town, or county) {State or forcign ounnu'y)
Other conditiona.
10. Usual occupation......, Porter = (Includs praguancy within 3 montta of death)
11. Industry of business. Maj T PHYSICIAN
- B or findings: ——
E 12, Name_ Sidnev_Hanngh ) Of operations. :
o1 ) . 1 Underline
= | 13. Birthplace ..._.M.;L.g glgss o} :lhpic?té’cenm
{Cit: WD, of county’ _ tate or foreign country} ..
5 14, Mnaiden name YROO gie ‘)Ie atheroy I Of sutozsy Fos . :g:zgé: ;?
. . . ; tistically.
g 15. Birthplace. e uéﬁ%‘.';—'zﬁif‘%é?ﬁ 22. If death was due to external causes, fll in the following:
16. (a) Informant Hospital Record (3} Accident, suicide, or homicide (apecify}
(5) Address Koch Hospital {#) Date of occurrence
1. @ . Burdal ‘() Date thereor.. 8=17=48 (e} Where did injury occur? T AT w—— e
(Burial, eremation, or remavel) . S (Moath) (Day) (Year) (d) Didinjury oocur in or about home, on farm, in industrial place, in public plau:?
(© Place: burial or cremation_V@&Shington “ark Cem,
: ’ - .o t, f place} .
18. (a) Signature of funeral dm:ggrzE 1 liB F uneral Home While at work? ........E..w:f.., (‘? ;&Lm)of m;ury_____#_
. @ z, 5 7- o 2. smemgﬁw M‘rfm..—,__ (LD, or oeri - L.
19 (@) (D:m received registror Address... Prt KO Ch HO s D-L t 1__ Date signed . 1- 1'D'
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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

o Registered Apprentice No.

Licensed Embalmer No 17/4 ?

working under my personal supervision.

‘. P. O. Address.....e=~

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

. If this hody is not embalmed, fact should be so stated above,




