MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HEALTH AND WELFA

s P OLT

zé &iumary Registration District No. ______________]i Registrar’s No. _-_‘Z_g--_

STATE FILE NUMBER

DO NOT WRITE
ON THIS STUB AMENDED
VS 300 o
Rev, 4/59 %
(V)
L Y 3
T
e
3
4 f
5
6 2
-
e
8
. <
33/ K lw I
< z
10 N &
zI.I.
1 o[ ]
b ]
2700 k|5
T |Z
13/ —p ZI=
rd
e}
w
=
z
wl
=
[a]
=z
z w
x 9 2
Z m
Eae | |o
-4
88 | B
m o a
w 2 b=
] [T 2 w
5 o o [e]
= 5 =
- >
o a
4 &
= <
= %

1. PLACE OF DE
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2. USUAL RESIDENCE (Where decessad

If institytion: Residence before
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b. COUNTY

admission)

b. Cé'l"l\’ {If oupfile corporste Iimvs, give TOWNSHIP only) Length of stay in Ib € COI}!Y E [74 Inside Limits
TOWN a i g Y TOWN a by Yes &7 No [0
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3. ?AME OF DECEASED First Middle Last 4, Dé\FTE Month Day Year
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CITIZEN OF WHAT COUNTRY
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18, CAUSE OF DEATH (Enter only one causa per line for {a); {b), and (c}. INTERVAL BETWEEN
PART |I. DEATH WAS CAUSED BY: ONSET AND DEATH
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T 1720c.TIME OF  Hour  Month, Day, Year s
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26, STRAR'S SIGNATURE

{Licensed Embalmer’s Statement on Reverse Sido'ﬁ




STATEMENT BY LICENSED EMBALMER

3
| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.

F

working under my personal supervision.

Student 3 by - Signed _JO/V @M—( g o

Signature of Student Embal‘mer'r

A ' - - Licensed Embalmer No. \_?*y o0
Crere | } [ P. O. Address gw
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ot

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 embalmed by a STUDENT, he also shall sign in his OWN handwriting. - ‘.
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If this body is not.embalmed! fact should be so stated above.




