. No. 2 DEPARTMENT OF COMMERCE THE STATE BOARD OF HEALTH OF MISSOURI 11
State File No 969

irss BUREAD OF TuE Cuvens STANDARD CERTIFICATE OF DEATH
17-39
' *am‘ F"-ED MAY 6 194§ g Primary Registration District No 63 Z‘é Registrar's No. é

Registration Distrlet No. .2 s SRR

2. USUAL RESIDENCE OF DECEASED:

(a) State A\-/O [(3] CoumyQ‘)LQMA

(¢) City or town_. QM

1. PLACE OF DEATH:

(a) County
(b) City or town...

(II‘ nul.lid.e cl!.y or t.n'n lm:u.; 'ril.n BURAI nnd mme nf

(8) Accdent, suicide, or homicide (specify)

(=]

[

S

E {¢) Name of hoapital or institution: . {If outside city or town hm.u. write * nunAL”) 0

E {If not in hospita) or institution, writs streat nrmber or lecation) l (d) Street No. - i &Hm-l. give loca tion)

5] (d) Length of stay: In hoepital or institution . ; .

. (Specify whether {#) Citizen of foreign country? (Yes or No)

E In this community / (/ Ar }

= years, months or days) ’ / If yes, nhame country.

= e MEDICAL CERTIFICATION

PRIN : - -
&l smemr L gypg WEllE TyReY 7, ,77
< - — 20. DATE OF DEATH: Month,..¢; ¢ .............. day._ [
3. (&) IE veteran, 3. (¢) Social Security } _&r‘ -
E N year. J __f t= ] hotr, ﬂ mmmp M
name war. .

b 21. [ hereby certily that I attended the deceased fmm_.,._. S ._._9.3 y

El . /: \ . Color ory J 6. {5} Single, widowe_d. marrii 19 ﬁ_' tﬂ-——m_!(h a 7_______. 197 ‘r

i - 4. Sex race ldivnrwd__h.__ ------------- that 11ast saw h4yl..... alive on th 1o~ i 2 f

4 6. {b) Name oi husband or wife .. een 67(c) Age of husband or wife if || 2nd that death occurred on the gate and hour stated above. Duration

Hrao

v 4 AUV o Immediafk capse of death...y% /4. 4 L‘f@;@.—— ok o N

< 7. Birth date of deceased.... Vi /9 I & f’o ------------------------------------ ﬁw N oA

5 - {Month) (Day} (Year}

-]

o 8. AGE: Years Months Days If less than one day Due to
z é Q5 e AT,
5 3 /2 hr. min b
e o :

B 9. Birthplace. L AL Tt p _ga...._._ 0 4. %%)

% (City, town, {j county) (Stata or foreign conntry}

., - - - . - {| Other conditions
E'g 10. Usual eccupation. . {Enclud ¥ within 3 months of death)
=] 11. Industry or busine et PHYSICIAN
I oﬂ . Major findings: ’;< 14 -

E g 12. Name T @M 2 F + Of operations g | W A S g Underline
Z, {2 13. Birthplace the cause to
& = . Birthp! T s lwhichdeath

S ¢ . 3 Of autopsy shonld be

a charged sta-

[-W tistically.

E. § 22, If death was due to external causes, fill in the following:

=

B

{#) Date of ocrurrence

(¢} Where did injury occut?.

(City or town) {County (Stal
/ (d) Did injury occur in or about home, on farm, in industrial place in public place?
Place: burial or cremation_.__ i! ”
- . , } - - (5 iy t;
18. (a) Signature of funembh’ccmr N Pl e Siliinded sl yih.ile at WOrk?.. o veeeog e =y (’cl)” L{eans of injury... . @ ________
(b} Address.......e—. %A - 2. (M - ) K
- . gnature, LD omettias).f
9. 0y __F—r¥-F %&ﬁw S| D S vy ; %/
(Date ived local rexs ) {Registenr’s signatore) ? 7 f AddressS._LL—Ll/:.LLUﬁ ,,,,, 4 Date sumrg 4(

(Licensed Embalfner’s Statement on Reverso Sido)



A . ) ‘
RECEIVED I . B .
Dlstrict Health -Cfficer No. 5, ‘ - Lo ,
District Fiio Number__ I 4£ 237 / : B | )
Date Filod A | . ' BRI '

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

............ . Regisferéd Apprentice No
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