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DEPARTMENT OF COMMERCE

GiEr REY LY 2%41

Registration Diatrict No...

MISSOUR! STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH i it no Ok

Primary Registration District Nos_:_oq_:’. .....

Registrar’s No. .a._n,dd..-...__“

i. PLACE OF DEATH

(a) County.

b Ty N ri
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: In hosapital or institutlon... ; %ﬂr—‘——e = N

pocify whether

/& o
7

2. USUAL RES]DFNCE OF DECEASED: / jo\
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Z d
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MEDICAL CERTIFICATION

20, DATE OF DEATH. Month : {3 -3 R, -
year, /’¢,¢ / hour.

21, I hereby certify that 1 attended the deceaaed ijom

19 to_..._

that I last saw h. 47, alive on
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.
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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.)
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