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

-‘ FEDERAL SECURITY AGENCY

National QOffice of Vir.il Statistics

FILED JAN

Registration District No. 2

MISSOURI DIVISION OF HEALTH

STANDARD CERTIFICATE OF DEATH
Primary Registration District No._.lo_o.:j.

41690
16916

State File No.

Registrar’s No.

1. PLACE OF DEATH:

(a) County.
() City or town......... _QL_L_*J.S_;_MLS_ m___...___. N

(Itouuids city or town limits, writs “RURAL’" and pams of townahip)
(¢) Name of hospital or institution:

Rarnes Hospital, D

(If Dot in hospital or institation, write strest number or location)

2. USUAL RESIDENCE OF DECEASED:

@ sae. Missoyuri ) coumy_A-JAwE..__‘Lﬂ._.jw

(&) City or town Xlico
. I oviside cul.y or town limite, write “AURAL") e
Q14 W. Emmons ,

{II rural, give location)

(&) ziti.z& of forelgn country?,

16, @)
®
17, (@

urm:mf___.!I_Qﬂ.a. Mom:t -
in:m__l&enlco,l&o e

_____ Bunlal_ o () Date thereof_. 12_-

{Doria), cremation, or removal (Month) (Day) (Vear)

.P!aa:e burial or cmmauorL__Mﬁx.l.c-O }AQQ-W———»W

Signature of funeral di, cctor.....A bepjb.,..H R
Aii;____,hz FgtoalBlvi,

{c}
18. {a)
[()]

® - W

19. (a)

() Length of stay: In hospital or institutton______ 9 days
(Specify whethar {Yen or No)
In this community.
years, montha or days) If yes, name country.
3.{9 FRINT  Tinker Montgomery MEDICAL CERTIFICATION
FULL, NAME b 16
. 20, DATE OF DEATH: MontDeCember ..
3. (&) If veteran, 3. (&) 1 Security No. 8 =
No own - year. 19’4 hour, 11 minute ho AM
name war. - D
21, 1 hereby certify that 1 attended the d d from ecember T
O 5. Coloror 6. {¢) Single, wxdowcd marriea o Aa.tn Decenber 16 IQ.LL&;
4. Sex_ — rau;whl_tg. divomed...._. .ILJ‘Q that T last saw b0l _ alive on Decerber 16 19_14_8_;
6. (b) Name of husband or Wife . .cncrvsirinm 6. (c) Age Of husband or wife if || 22 that death occurred on the date and hour stated above. Duration
—.Jdosephine M% OMETrY  stive.. 33 —yean || Immediate cause of death
7. Bicth date of d ¢h 21 886 Stokes—-Adams syndrome -
(Month) (Day) (Yoar) i N
8. AGE: Years Montha Dayn If less than one day Due to Carcinoma of right lung, F.r’;k P4
r
'/ 6 2 8 25 hr, min e
i - * - Due to. ¥ AF 5
0. Bemoace. NOrborne Missouri &/ “_ jo
{City, town, or oounty) (State or foreign country) [~
H 3 . - I Other conditions, : -
10. Usual accupation Painter : or e T B A
11. Industry or business. S TrRrT T PHYSICIAN
o . . or findings: _
- Fon operations =
E { 12. Name [Inknown : Of operat  Undertine
13. Bithplace . _IInkmoWND . : which death
{City, town, (State or foreign country) of As above hould b
g 14, Maiden name Tron&-flﬂ m ol uutopey ;'..hao{:tﬂ “;
F y.
§ 15, Biﬂhm———-i TSP Gt oy oo v || 22 11 death was due to external causes, il in the following:

{a)} Accident, sulcide, or homicide (specily}
(¥} Date of occurrence
(¢} Where did injuory occur?,
(City or town}
{d&) Did injury oceur in or about home, on farm, in [ndu:l‘.nz.l ylaec in pubhc plaoe?

. Speciy t, mnlphm - .o
Whﬂe‘at work?. (,) 3 of imury/) .
23. Signatore m (M.D.

Address... na FROS... o

{Drats reee:ved Incal registrar) oirar's signatore)

‘.,,

{Licensed Embalmer’s Statement on Reverso Slde)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by ma-orby /(2-

, Registered Apprentice No ,

Signed W—ﬂw&va
Licensed Embalier No. 6/12' g 3
P. 0 Address. .. /Xﬁ im m O

Note' The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OW HANDWRITING. (Failure to comply wllb
the above constitutes grounds for revocation of license.)

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

working under my personal supervision,.

e -




