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

[3
fheo

t

.

DEPARTMENT OF COMMERCE
Bungay oF te8 CENSUS
£

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH
Pdmar;" chg'lstratlon DHstrict No._*ﬂmgj

34092

Siats Fils No.

Reglstrar's No.

tion sttnct No._ .
1. PLACE OF DEATH:
(o) Coumy._A’ N "/

(b} City or town

K AL

(If outaide city or towa limits, write “0IURAL'" and nams of towrahip}
(¢} Name of hospita] or institution: /

(It oot in hogpital or inytitution, write strest nnmber or loeation)
{¢) Length of stay: In hospital or institution

{Spexily whether

In this community.
yoars, monthy or days)

2. USUAL RESIDENCE OF DECEASEIM

Y4

{a) Stat L ) County..és/.d(.ttt’.__.__'___
;7 <

(e) City or town 2 4 [?14' L,

(If outside city or town iirnitr write * HURAL")
v, oo
(d) Street No.

(If rural, give location) 0
{¢) If forelgn born, bow lengIn U. S, A2 ... yeurd,

&. (a) PRINT

FULL NAMEMMKgﬁ_M_g#ﬁ;—.QMIX

8. (¥) If veteran, 3. (¢) Sccial Security

vear.. Lﬂld hour, minte --M.,
name war No P
21. 1 hereby certify that I att.ended :he d A from
o 5, Coler or 8. (a) Single, widowed., marricd, p—— ——— lf_&
s M T | e ltr divorced AL LIL LY Aat 1last saw hemwme_ alive on. w (4 1w

MEMCAL CERTIFICATION

20. DATE OF DEATIL Month.»»@._._g.é._.___day__ﬁz.g_____.___

. (8) Name of husbaud or Wiie..o.o .. 8. (¢) Age of husband or wife if and that death occarred on the date and honr stated above. Darati
C'/— LY cA'jj/‘ 1 alive__ o _yearn ] Infgediate cause of death P | < wrafion
7. Birth date of decmed__A.ﬂ_é__._M_&wm__.l_fnzf = ettt
{Month) {Duy) (Year)
8. AGE: Years Montha Dayn If less than one day i} Due to
&5 2| 24 . .
i Due to.
9, B“-thn!an- /‘//’lt”f Aﬂ 4] 0 ., L ¥
Era {City, town, or con {State or forelgn coontry) . -
10, Usual occupation... .;/’M b/f; ) O(thcr conditlons,...tY A ey,
:: Indastry or bosiness M Yo il d PHYSICIAN
ajor Andings:
8 (12, Name SLEHTTOON . CHSS/T Y for tindings: PaS I —
E - / (ACFTi Undetline
= V1, Birthp!ace_.....M ........Q................... Low'4 g lt;]ejggug
o {City, town, or eoumy) —ﬁluw foreign cogntry) Of autopey., :vhou'ldeab.
= { . Meiden name ™ a §. £ DML " ]! m atae
Ad O 2 y.
g 5. Birthplace i fﬁ_{r;f,:‘f (Brate or forolgn conotry) 22. If death was due to external causes, §il in the followlng:

18, (@ tatormant YOS _ (L 0 A (‘ASJT‘ L/
(&) Address /‘9:( LA
17, (&}

tal, cremation, or remavasl (Month} (Day) (Year)

P LA

{¢) Place: burfal or cremation..
18. (a) Signatnre of funeral director.
(b) Add

5. @ Dot 21115

) / (Rexgistrar'a -i;::-mn)

(Dnte receivad bocal regiatcar)

(%) Date thereof o & = Lol ~&of (]

(a) Accident, suicide, or homicide (apeciiy).

(3) DPate of oocurrence

{¢} Where did injury occur?

[City or tawn) {Coan: {Stats)
(d)} Did injury occur [n or about home, on farm, in industrial pia.u: in public place?

(Specify type of place)
While at work? e Means of injury S
23, Signaturehl 2« M ¢ = (M. D. a-utlm-}-
Addresa__ — Dare u{gned

fhsg:

[ \eAe

(Licansed Embalmar’s Statement on Reverse Side)

Y
=
=




i - DISTRICT HEALTH OO
eron, Mo,

STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or BY oo

Registered Apprentice Ne

working under my personal supervision.
Signed._ o .......--_--... e

LmensedEmbaImer No 3272%

P.O. Addrass 2z

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply

the alwove constitutes grounds for revocntion of license.)

If this body is not embalmed, ahove space should be left blank, =

-



