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fILED OCT 14 1949

BIRTH NO.

THE DIVISION OF HEALTH OF MISSOURI
 STANDARD CERTIFICATE OF DEATH

REG. DISTY. NO, _Ij__PRIHARY REG. DIST. RO. 300

State File No 29212
Regufmr + No. [43___......_.,....-.
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RECEIVED SEP 28 1949
District Health Othice No, G,Q .
District File Number 1064 -101
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Student Embalmer
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Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revocation of license,)

If this hody*i¥'iioi embalmed, fact should be so stated above.




