THE DIVISION OF HEALTH OF MISSOURI

No. 300 o
o3 ﬂlﬂ] MAR £1.1949  STANDARD CERTIFICATE OF DEATH state pite WU D
q‘;l, 'BIRTH 0. REG. DIST. mO, 3 92 PRIMARY REG. DIST. m.é_L_ﬁ. Kegistrar's No -~
0 1. PLACE OF DEATH 2. USUAL RESIDENCE (whcn decesssd lived. If institutica: e:[é:ed‘en
: a. COUNTY a. STATE b. COUNTY dufleeSon).
b. CITY (I oqteide corpurate limits, write RURAL and wive . <. LENhG“E; OF c. Cg'&r (1f outalde sorporate Hmits, m-«. nan and give township) V
D} ( lace)
N D pnntr o £F, TOWN W Fe,
FH&%P?‘TAH?.EOOF t{aot in bospital or institution, dn stroat .n.ddre-gr loestlon) d. ASJDRIEES It raral, give location)
INSTITUTION I / Mu&-ﬁ-ﬁ %@
3 NAME OF a. (First) b. .(M‘ldd]e)' N <. (Last) 4. DATE (Month) * (Da§) (Year)
{Type or Print) /f/ENRr:f' SANPERS AT Y w (£ -19F
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED,, 8. DATE OF BIRTH/g" 9. AGE (In yeara| IF UMER | YEAR | o UNDER 21 s,
Q WIDOWED, DIVORCED JBpaciiy) . last birthday) Momhn’ Dars | Hours | Min.
Fia Wadsired Ft Hev. 79— 447 $7 |
10a. USUAL OCCUPATION (Clivekind of work | LOb. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (State or foreign couttry) 12, CITIZEN OF WHAT
done during most of working [1fs, sven if retired) DUSTRY COUNTRY?
F-dnnons) p—— M e, US A
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAM 14, NAME or MUSBAND OR an ,
i5. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIALUSECURITY FORMANT S '{GNATURE OR NAME ADDRESS
(Yes, no, 0r unkoown} I (T yeu, give war or dates of service) NO. %; .
18. CAUSE OF DEATH' DIgAL CERTIFICATION ‘1 INTERVAL HETWEEN
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"W 1 hereby certify LE ﬁaﬂended eceased from M, 18, , to M 19_%? that T last saw the deceased
alive on , 1 and that death occurred at m., from the causes and on the date staled above.
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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
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Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. éILilun to comply wit
the above constitutes grounds for revocation of license.)

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




