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

DEPARTMENT OF COMMERCE
BUREAU OF THE CENSUS
~ /D)

- THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District No.... ==

Stgte File No

5440

Registrer's No

FILED APR 16 ]943
Reglstration District No....——.
1. PLACE OF DEAI[{;_-—\_L
{z) County 0Z/ C"’L /¢ 5
() City or town A_)U E A L Wf CHL Aﬂo mp

(If qutside city of Lo its, writs “RURAL" and nama of township)
(¢) Name of hoap:ta! or institution: '

(I Dot in hospital or institation, writs street nomber or locatian) /
(d) Length of stay: In hospital or msuhumn
In this community.

yeary, tonihs or days)

{Specify whather

2. USUAL RESIDENCE OF DECEASED: ;l
{e) State.... .. £ .2A L AL (b) Cotnty...£ 0
(c) City or town / AAL 2 R

([T outside city or town umu.‘.vﬂu “RURAL") 0
(9 Street Now._ A4 S KLl A A LA
lf roral, give locatlon)
{¢) Citizen of foreign country? : ;/d (\:’}a or No)
If yes, name cOUNtry. ... {

tull Mame (LR (STo p//z;,e__@AaaBué:&xJZéM
3. (&) I veteran, 3. {¢) Social Security
name war. A/O
6. (a) Single, widowed, married,

No
p 5. Color or
4. Sex... M IA/ divorced...... /..

6. (5) Name of husband or vnfc..?f.@_«A_LﬂQ_{_S_ 6. () Ageof husband or wife if

MEDICAL CERTIFICATION

DATE OF DEATH: Month, /74 RQA gy 42%

yeat.. ..___/?j/f:___ Shottt e a? / S.:.minulc...._..._.._..ﬂ.'_e.,.M.
21. I hereby certify that I attended the deceased from
Htt 27 1 o M =S 105
that Ilast saw h.l2 2. ahveonwwﬂ‘"f/ 2—-}4 1925¢7;

and that death occurred on the date and hour stated nbove

20.

Duration

:D-ze-l.ﬁﬁ.:ﬂ‘é...m.._...C;{AMZG‘.AC..._.. alive... 6./ ...... years || Immediate cause of death -
7. Birth date of deceased....... 4.4 G 2L, / ,'P,?:L 41  Fox_ Lol g ]L"—: AR — L.?-Géyﬂ -
" {(Monih) [(P1%9] (Year) A/C—)-‘-H [ P ‘-
8. AGCE: Years Months Days If lesa than one day Due t //"""?é"‘"““' CL""‘“"—’(
T .} Y --..Min. b v
ue to
9. Birthplace /o] _._%m & % . !;\
ity, town, of gonay) - - tate or forsign country]
: . _,%—‘WM/ Other conditions :
10. Usual occupation ” < {Laclude peognancy within § monthe of deatk) }
11. Industry or business - PHYSIGIAN
Major findings: - —
E 1. Nome. A/ X CAHOLAS CK Lo Of operations. ... o8 ‘\ 4)'/ Underline
S = _ .
2L 1s. Birehplace, , . Av 2N ) 0o the cause to
c s tara of fufolgn country 4 Of autopsy should be
g t4. Malden name.. w A €/€ Codo— .. \ meﬁ;ta
§ ) 15. Birthplace D n 22. If death was due to external causes, fill in the following: '
= (State or foragn countfy}

sormane od 5’??‘” DA’ yrs

%

(z) Accident, suicide, or homicide (specify)

16. {a)
® df- M AL D20 Al LD, || Date of occurmence
17. (a) #&-LA 1""' oo (B} Date thereof (e) Whee did fufiiry oceur? {CiLy or town) {Coun
(Burial, ercmation, or removal) (Manth) (Day} (Yewr) {d) Did injury occur in or about home, on farm, in industrial pla.ce In publ:c place?
(<} Place: burial or c:remauon_l//f LE 2/6
18. (o) Signature of funeral director. ... .. YLBAER While at work? g ., I A
(¢) Addsess %’,7’_ o Q.
23 Szna. — (e 4MirBror other). 2=
5@ Y38 o Dastal Bushmd % - e Ny
{Dse recefved loca d_x;_n@: Address e A IO

(Licensed Emhn.lmer‘ Statement on Reverso Side)




STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is rded on the reverse side of this certificate was embalmed by me, or I;y

/L(j— é{/ m " Reglstered Apprentice No%3 ...... . -

[ e

- -working under my personal supervision. :
Lxcensed Embalmer No / 7z

o "P. 0. Addre%_

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. )

lf this body is not embalmed, fact shou[d be so stated nbove. _
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MAKE A PERMANENT RECORD

WRITE PLAINLY—USE UNFADING BLACK INK-

DEPARTMENT OF COMMERCE
BUREAU OF THE CENSUS

Registration District Nojo’ Primary Registration District

THE STATE BOARD OF HEALTH OF MISSCOURI

STANDARD. CERTIFICATE OF DEATH

M:\v
ool

State File No

No.:)'—.}‘/_a..

Regisirar's No..

1. PLACE OF DEATH:

2. USUAL RESIDENCE OF DECEASED:

{a) County......... D D M / d &....
/P {a) State. () County
(&) City or town 414 1
(Tf outside city or 3. limits, writa " ‘RURAL" nnd name of township) {¢) City or town
{c) Name of hospltal or institution: (If outside city or town limits, write “RURAL")
(l!’nol it hoapital or fostitution, write stroot number or location) (d) Street No AT a e
(d) Length of stay: In hospital or institution .
(Specify whether (e) Citizen of foreign country? -0 .. (Yes or No)

In this community . T

years, months ar days) If yes, name country. (‘L‘ 14

— SN b

3. {1y PRINT

MEDICAL CERTIFI

(Buarial,

5 f
(&) Date he:eum ....... ng
MZ/ M’ e

{c) Place: burial or cremation...

F
18. (a) Signature of funeral dimctur...w_....._.._._... ]

(&) Address

19. {a) 4‘491.4)_3‘1.5{“«1 ® .
atd received looal rexisirer)

M M‘“TN
{Registrar's signatore)

FULL NAME_ _A.~¥ L/ LA e it S T oo ol A
{ . 20. DATE OF DEATH:
3. (b If veteran, 3. {c) Social Security
namme war No minute.. WML
21,
?yl 5. Color or 6. {a) Single, widowed, married, 1o .
4, Sex race. ,"’ divorced 19
R
6. (b} Nameof hushand orwife ... 6 {c) Age of husband or .
i i Duration
7. Birth date of deceaseddd,..(,,(?a/ S s
(Month)
8. AGE: Years Months Due to
! > ue to
9. Birthplace... et reemeeeeeee M )
4] (State ar foreign country)
) Other conditions
10. Usual occu ¥ (Incluzde pregnancy within 3 months of death)
11. Industry or PP PHYSICIAN
o ajor findings:
& { 12. Name...._..[. XA AL Of operations
& ’ Underline
Z 1 13. Birthplace /]4 D $§$§§fﬁ
@ . {Cit g, town, or county) f (State br {i couniry) Of autopsy.... should be
14, Maiden name......... %~ charged sta-
E .............. tistically.
g 15, JBl'.I'th‘M‘P P p———" 22, If death was due to external causes, fill in the following: :
16. (a) Info t * é {z) Accident, suicide, or homicide (specify)
® Addr&ss_._.../&. ) () Date of occitrrence
{¢) Where did injury occitr?
17. {a) (City or tawn) {County) (State)

Did injury oceur in or about home, on farm, in industrial place, in public place?

(Specify typa of place)

While at work?.. g oo~ (£) Means of injury___._.____.__.___._.

—= — .-m — 3 = |
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