DEPARTMENT OF COMMERCE THE STATE BOARD OF HEALTH OF MISSOURI

BUREAU oF THE CrNSUS .
FILED JUL.2 7 1948 STANDARD CERTIFICATE OF DEATH State Fils No

23989

Registration District No..._.:gj‘;t ......... Primary Registration District No..".{aﬂ,.é._ﬂ..,q. Regisirar's No. / 5

1. PLACE OF DEATH
{e) County # C&Luu

(&) Clty or towt..e ... ANttt e ...
(ar autaide city or town lunlu. wri
(¢} Name of hospital or institution:

“HURAL" uad nams of township)

(If not in hospital or iostilation, writs sireat number ar Jocalion)
(d) Length of stay: In hospital or institotion

In this commurdty............._....sﬁt_ = 2t WAt
ytars, mooths or days)

{Specify whether

2. USUAL RESIDENCE OF DECEASED:

(o) State M (5) County # CZMJJ

(¢) Cityortown._..__..... . ___

() Cltizen of forelgn country? Vil od

({3 oumde ch.y o u)wn limi rita ™

" Ufroral give location)

(Yes or No)

e

If yes, name country,

fuld ST Mar 22 L yaeh Dilts

3. (b) If veteran, 3. {c)} Social Security
name war, e ——— - No
/ r NE (ﬁ) Single, widowed, maniie:,
4. YVt -l Al JI‘ divo: AL A,
6. (b) of husband or wlfe.. rerrerrmcnmmaermem e 0 (€} Age of husbard or wife if

7. Bmh date qf deceased !

' (Day) + (_7_0 -

" (Month)

MEDICAL CERTIFICATION

20. DATE OF DEATH: Month..m,,% 4‘.ﬁh.. f”H_daY / ,7 Eé
year..... J?‘!f _______ hour. minnte ﬁ M.

21. I hereby certify that 1 attended the deceased from

_— Juﬂfj(‘n A 19 X0
that I last biw by, alive o%

and that death occurred on the dite and hoyr stated above,

Immediate cause of death

8. ACGE: Years Months Pays

7% 4 |az

9. Bisthplace.. JM_ #ath

T {City, tewn, or county)

r itf ) 3 N of SR R
10. Usual occcupation.... C:Ehe’rfondl e within 3 he of doath)
11. Industry or business : o PHYSICIAN
S pmads o | Ve e o) S|
operations,., ... #7.1
E 12. Name......; : e i . . hUnderline
t
&\ 13. Birthplace Al W &fzfﬁ‘éﬁtﬂ
o P,I.n'n, Of autopsy y should be
. Maiden name. A - o charged sta-
| . tistically.
S 15, BInhpIace.......,. 22, If death was due to external causes, fill in the follhwibg: T v
16. (a) I n.fo ; (a) Accident, suiclde, or homicide (specify)
H(b) Add (b Date of occurrence. '34'/)
oo N Where did injury oocur?.
17. (a) ™ mury (City of town) (County) (State)
Did injury oceur in or about home, on farm, in industrial place, in public place?

(Bnnal, quunn. ar rsmaval)
. \(t) Place bufial or cremnugn_‘

1.8 (n) S]gnature of funeral director.

(Specify type of place}
Mt:m.! of injury..
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RECEIVED
Distriot Health Offioer No. 7,
District File Number I3 ’j

f SRR S NNy 4

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certnﬁcate was embalmed by me, or by

"

, Registercd Apprentice No

working under my personal supervision,

Signed..._ AL J

P. O. Address....£0 . .e.
" Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in bis OW'N INANDWRITING. (Failurc 6 comply v

the above constitutes grounds for revocation of license.)

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




