No. 2 DEPARTMENT OF COMMERCL THE STATE BOARD OF HEALTH OF MISSOURI
’-—‘d'w' )49

e BUREAY OF THE Crisus STANDARD CERTIFICATE OF DEATH State File No
. ALED JUL 2 6 194Q |
xareaa Reglstration g;au—icg N6 il Lk Primary Registration District NO_SS,G Registror's No,%ﬁ_,__

1. PLACE OF Dmmsi a . Q
=S {a} State.  f /A fetd LA T A . 00 X

(a) County.......
(c) City or town..="
{If outside g

{b) City or town...
I h
e e / {d) Street NOZW-—ﬁ' =

{[f not in hoapits] or institution, write strest number or ation) (ﬁ’ r;lra;i, ;;;"]‘m:'&;i""

talde city or town lim_i-l..l, write “RURAL" and n.n-n of mwmhip)m

institution:

f
{¢) Name of hospital

(@) Length of stay: In hospital or institution... e @ o ¢ forel 2 — ’(Y No)
ipecily wholher (4 itizen ol loreign country €8 or No
In this community g } W ’ "
yeors, months or days) If yes, name country.
"
3. (z) PRINT g /? ? TA /%; f’fw,ﬁt4u
FULL NAME. _z AE' bt M LA BT BA
j @ | Seo 29, DATE OF DEATH:
3. (b)) If vet . 3. {¢} Social urity
() If veteran —r . ymr___.,l.z -
name war, No. T ZZre—a

21, I hereby certify that I attended the deceaaecm — 7
5. Calor ar 6. (a) Single, widowed, i 19 Z_/' to. ; 19__)__[-

192 %
te and M at.ated above.
Duration
/5"
Birth date of d 7 y - ______?../
{Month) {Duy) {Year) /7 Vi 7
8. AGE: Yeara Mon Days WA—;‘W}
Due to /
. mmﬁ%i‘:' z
( & - = :
. Other conditions
10, Usual occupation (Include pregrancy within 3 months of death)
11. Industry or business.___ A | PHYSICIAN
ald Ma;oo; findinga: T \
tiong._. o)
E 12. operatte ‘ \ . Underline
: the cause to
Pl QR ER \ wll:ichltét:’.h
Of auto : shou e
14. i charged sta-
tistically.
§ 15. . If death was due to external causes, fill in the following:: -
-

Accident, suicide, or homicide (specify)

16, (a)
(&)
17. (@)

Date of cocurrence

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

Where did injury occur?

{City or lnw‘n) {County)
Did injury occur in or about hotne, on farm, in industrial place, in pu.bhc place?

(e} P
18. (a) While at wor !gam of 1 JurY___

@ S pley (M.D. @7/
19- (a) (Drats roceived boal resistrar) e Reristrar s sigaatursy  J Addn-_-:zt? - We/ Date si 7/3 41{

(Licensed Embalmer'sStatement on Reverso Side)




RECEIVED
District Health Ofﬂcer No. 8

District File Number
Date Filed_.___7_ 2.3 ';“'"‘

STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed byZ

....................................................... Reglstered Apprentice No.
working under my personal supervision, M
Signed (

DWRITING. (Failure to comply wil

The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HA

Note:
the above constitutes grounds for revocation of license.)
If this body is not embalmed, fact should be 50 stated above.




