; MISSOUR! STATE BOARD OF HEALTH
“EG‘D‘JUN 9 19@ BUREAU OF VITAL STATISTICS . 9 (
1. PLACE OF DEATH ’?/ CERTIFICATE OF BEATH Do Lﬁn%l‘ipﬂ’e
{a) Connty..., ’ Registratlon District No. 41'—)0
= [

Registered No

{b) Townshlp.......... Primary Re et Na...
(c) cu:.....S)' AO]LI S (d) Strect No G?"yﬂlﬁ é-_ o

f death ooeurred in Hospitalor InstRution, writs its name instead of stroet and number)
{¢) Lengih of residenceln city or town where death oceurred ’ y8. mos. ds. (f) Howlongin U.8.,if of forcign bmmj’[ yr8. mos.  ds.

362

2. PRINT FULL NAME..

(») Resideace, No............co.c.... £ f. 2. VE ---------------- 8t. m erestran st e sne et
{Usual place of nbode. ifno stmt nd write county or city) (If nonresident, give city or town and State)
PERSONAL AND STATISTICAL PARTICULARS MEDICAL CERTIFICATE OF DEATH
3. SEX 4. COLOR OR RACE

5. SINGLE, MARRIED, WIDOWED, OR *
DIYORCED (wrile tho word) 21. DATE OF DEATH (MONTH. DAY, AND YEAR) M ]‘.‘! L ‘2 . 193 S'
22, I’HEREBY CERTIFY, 'iiat‘lz::ndtd dacengd from
e 180
. Deathissaid

Femane | WLE

SA. IF MARRIED, WIDOWED, OR DIVORCED

(on)w#E%F MHT”EIG{E uﬂthﬂﬂss -

6. DATE OF BIRTH (MONTH, DAY, AND YEAR)
1. AGE YEARS MONTHS

to have occurred on the date stated above, at., 7 ﬁ o.M,
If LESS than 1 || The principal cause of death and related causes of importance were as follows:

7 day, ..........hre. —_—
é 0 OF v min Daie of onset
4 8. Trade, profession, or particular kindof Al gt S R e gttt S R T WIS Lo
0 work done, as sawyer, bookKeePer, ebe..... oo v cieeecienreae s ses e resensmseer i i vl AlAAn L i) O KA
R [ 9. Industry or business in which work o
X was done, a8 gaw mill, bank, ete, dWEW@ﬁ/ ................... '-
a 10. Date deceased last worked at 11. Total time (yenrs)
8 this octupation (month and spentin this
year)....... patlon.. ! .....................
12. B[(RTHPLACE {CITY OR TOWN)... Laup ONE ']-1}‘_ Other contributory camses of imperjance:
STATE OR COUNTRY)
- M(.].’up o2 Bk eteeheorom e, PV OO
‘2% x| 8|1 name l?lcnﬂﬂ'ﬂ Jtnlﬁ?.ﬂ ¢ -
P; » . -
£ | ¥iEmmLACe v or rom.. L f Nam of apsrtion V. Data o
ONHG " Wlmt. tisat cnnﬂmed di in? ™ ‘Was thero an autopsy?................
m . N - > . b
% 15. MAIDEN NAME 23. If death was due to external causes (violence), fill in also the following:
7 e ssamrrererensnses JULY oeeeeeeaannnns 19.......
5 16. BIR;}rI'_IrPLACE (CITY OR TOWN) A;:ide.n:ldmde, ar hnl::c:de Dato of Injury »
'ATE OR CPUNTRY. - ere injury oecur
z A e ) ?)‘ = ll"o NﬂON Said (8peci{y city or town, county, and State}

Specily whether injury occurred [n Indusiry, in home, or in public place.

ADDRESS)

17, 1RFORMANT.. ”ﬂﬂ I.j B 1‘,‘.\\\\
1604 BPNER

13, BURIAL, CREMATEION, OR REMOVAL Manner of Injury.......
# BURI mﬁd * 3 Nature of injury.
PLACEYud’ .
24, Wan diseass or injury in any way related to pation of d d?

19. FUNERAL DIRECTOR (uMlE) yl - || 11 8o, specify....
(ADDRESS) 5319 (Signed)...

p
. F'LEMAY ...... 31%5 Q;l‘f? ; _ - (Address) .. 9863
U

Liccnsed Embalmer's Statement on Reverse Side)

N.B.—Every item of information should be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS should state
CAUSE OF DEATH in plain terms, so-that it may be properly classified. Ezact statementof QCCUPATION is very important,




¥ .
.
® . - .
v
A
. . .
o o .
d * ~on - .
T T B B
""i "_' S Y RS 1 ’ ,
3 - T PR ’
SN FooMayE SR
3 L4
- - - T .
LY . - 1
H ‘ ey
C e e 7 v ,
DR WG -
o . - DA R O 3 P L
BTN TN
' [ : o LA AR IS A
~ ) o Tood
o 4 ! N ' - v LEES S
.
[ e A0 3
m‘ -
- \
I
AT N
PR \4\
LI I
"

STATEMENT BY LICENSE’])’PEIJI"BALMER

€ - - -
A ¢, .‘ -
I hereby cert:fy tZt the ;Vﬁose name is recorded on the reverse side of this certlﬁmte was embalmed by mm

J{Z/ f ,. ......... ’61 .dﬂ-m““, or by

Registered Apprentxce No ; , working under my personal supervxs:on

- : Signed...# 4

/A

v Lu:ensed' é;nbalmer No... \3 6 6-

.o - - E. O, Address.. <3 Cfg-w

Note: The sbove MUST BE SIGNED BY THE LICENSED EMBALMER in lns OWN HANDWRIT]NG (Failure to comply
with the above constitutes grounds for revocation of license.) Coe : .

If this body is not embalmed, above space should be left blank.




