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WRITE PLA]NL.Y—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

,?0

DEPARTMENT OF COMMERCE THE STATE BOARD OF HEALTH OF MISSOURI

FILEETWUKYTT %E"s”s STANDARD CERTIFICATE OF DEATH Stote File N; ____________ 39 03
Registration District No. ) y 2 Primary Registration District No.” 50 3 171 Regisirar's No 25

1. PLACE OF
- {a) County.

(b) City or town..

() Name of hospital or institution:

r

o ortto "RUBALY and mame of vowasbin)

(If not in hospital or Insiitutinn, write street numbez or location)

(d) Length of stay: In hospital or institution

{Specify whether

In this community...... Z%M _.2 % a1/
yoars, months or days)

2. USUAL RESIDENCE OF DECEASED:

(a) State Tt . (E) County

{c) City or town

(If outaide city oz town limits, write “HURAL"}
(d) Street No /

(If rurel, give location)

(¢) Citizen of foreign country?. (Yes or No)

If yea, name country.

$ofd) BRINT £dward Henderson...

3. (b) If veteran, 3. (¢} Social Security
name war. No.
5, Color or 6. {) Single, widowed, married,
4. &M ...... race, % i divol
&. (b)) Name of husband or wife...... 5. 6. (¢} Age of husband or wife if

alive______..__._

7. Birth date of deccased...... &/ w2 2 o = /35«5—

MEDICAL CERTIFICATION

20. DATE OF DEATH: Monthmday / ,7(1;\
year. /?%X // minlltu__g__o______ ..

hour ¢ M.
21. I hereby certify that I attended the deceased from. W’Z‘"’—‘“‘
that I last saw h.L##%_alive on_.! 19.?4’;
and that death occurred on the date afid hour stated above v

KAceile. Draration
Immediate cause of deatR =¥ L. X 00

{Month) {Day) (Year)
8. AGE: Yeara Months Days if less than one day | Due to -
X 2 3 2 7 ht, min # &
7 el N
9. Birthplace 5 \
N - . (City, town, oreou.nl.y) B 3 Padicat -\ O i
. F Other conditions kY
10. Usual oceupation....... T = 71|’ {Include pregonency within 3 months of death) ( }
11, Industry or business . PHYSICIAN
. Mag:fr findings:
. operations
E 12. - - e f‘ - ot T A Ly S I YUY B Lhrlo . -1 Underline
: / the cause to
= 13 e twhich dea
- . (Gtate or foreign country) Of autopsy. should be
14, Maiden name...... KEEYT RN I et charged sta-
E 2 ; 5 (7 tistically.
© | 15. Birthplace . .. & Tt - - 22, If death was due to external causes, fill in the following:
- City, town, or umnty) (State or foreigm ceuntry)
- {a) Accident, suicide, or homicide {specify)
{6} Date of occurrence
{¢) Where did injury ooccur?
{City or t.own) (County) (State)
(d} Did injury occur in or about home, on farm, in industrial place, in pubhc place?
o
(Speml‘r typa of pluce) =]

19. {(a) o
(D reoe:vedlocalr-nrur.rnr)

.Means of fnjury... etz

- (M. D.or other).. 2 _:©

(Lwemed Emhalmar lélatement on Re eKo Sade)

Date emncd..‘/_._. 30"6‘8'



o
/

"\‘_\

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

Registered Apprentice No........ -

* working under my personal supervision.

icensed Embalmer NOV%AZ Z 0
L peesa g lrned P

P. O. Addre:

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN
the above constitutes grounds for revocation of license.)

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




