whilllh FLAINLY-—=Ush UNFADING BLACUK INK—MAKE A PERMANENT RECORD
N. B.—Every ltem 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, Exact statement of OCCUPATION is very important.
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DEPARTMENT OF comunn@f‘uﬂ IS8§OURI STATE BOARD OF HEALTH Yoo
B O SR “CERTIFICATE OF DEATH  swrune 38958
‘l’;ezf;t/mtiun District No....z__z__._.__._.. Primary Registration District No. 33__' _ Regidrar's No

1. PLACE OF DEATH:

N (a) County. Rall Se

%

o

. (b) City or town___PEY IX.,M&
(I outsids oity or town ts, write “RURAL" and pame of township)

{e) Name of hosp‘lta] or institution:
Perry, Mo,

{if not in hospital or lunhullon. wrlte street nomber or location)

{d) Length of stay: In hospitalor institution

2. USUAL RESIDENCE OF DECEASED:
i
@ stateMigsgouri ... @ Cemty..Rallse, .
?
[}
(¢) City or town__;’___Rem...Miﬂﬂ.Qn

{If outslde city or town llmits, write “RURAL™)

(d) Street No ..,m.,maﬂﬂ. S

(If rural, give locution)

{Specify whether
Inthis community..............._a..s._..m.l
youars, ths or days) (e) II foreign bérn, howlong In U. 8. Atrremeee.. years.
== MEDICAL CERTIFICATION
8. {a) PRINT r /
FULL NAME....,._....,§.'.t..il.h.lr.th.c...................22.:.._2.,-:.?‘_.._.,.._.._...
20, PATE OF DEATH: Month day.
8, (b} If vetersn, 8. {¢) Social Security
year. hour, minute M.
name wat, No.
21. 1 hereby certify that I attended tho d d from.
5. Coler or 6. {a) Single, widowed, martied, 10 to. 19 ;
4. SOX_M_Q'__e.! race.___ﬂh.i. d.[vorced_str.il.h,ir': kﬁ I last ajw h alive on 19, .
6. (5) Name of husband or wife............ 8. {¢) Age of husband or wife it || and that dehth aecurred on the date and hour stated above. Dur
allve ... __years}| Immediate avse of death i) _’—f l/ ‘b1 f= h adion
7. Birth date of deceued__Au.% 1.1,9.59
Mnnlh) {Pay) (Year) .
8. AGE: Years Montha Days It less than one day Due to.
o) 0 0 hr. min \
Due to
9. Birthplace—...._ PITY o _Missouri . \
(City, town, or county) (Stata ar tnmun oountry} X
ettnatia Other condition
10. Usual occupation T {Inctude pregnandy within 3 months of death) | Cm—
11 Industry or business, t’_' PHYSICIAN
Major ﬂnd!nn . . —
E 12. Name__Emnmngm%m"___._ 1 oper \ Underline
th t
2 | 13 Birthplace Parry ) -(_S_M.iﬂ.am.u:i.’_ < - 'ﬁig‘ﬁ?ﬁg
¥y, o or ¢punty, tats or forelgn coantry, Of aut shou °
E 14. Maiden majrglnia_l.ennand._____ fatopey T - {eharged eta-
15, B r _Missourd, ‘ cally
§ 16. Birthplace (City, fi XY (syu :s-slwd?-n conntey) 22. If d eath was due to external dupses, fill In the following:
Accid wuicide or homicld tfy)
16. (@ Infomants own signature. =y, At\ (a) Acctdent. © ¢

(6) Address

17, (a)
(B nrul,cmal.lnn or remaval)

{» Dlte

uri.

y) (Year)

{¢) Place: burial or aemﬂonwa
18. {(a) Signature of funeral director. ._@J.MJ?_
(%) AW’ {9 (H:'g
(Dato roceived Jocal registrér) (“ll\hw'l llmmlm)

(b) Date of occuprameer- "=
Wh d injury occur?.

@ e (City or tawn) f onty) {State)

(d) Did injury occur {n or about home, on farm, in indus place, In public placs?

ey

(Specity typa of place) -
Whilemt work? . ... (¢} Means of infury.

28, Signature, DY E T 5 wa n (M.D.oror.h'e::)
Address p ert V M D Date signe

(Licensed Embalmer’s Statement on Reverse Side)




RECEIVED L - |
District Health Officer No. 10 _
Cistrict Fila Number_ "39.:{‘_71:3:-

Date Filed oo ND_V_}_G_}Q:!’} ¢ *

A e A i B

. STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, e!-by— ..........

, Registered Apprentice No
working under my personal supervision.

..+ Licensed Ednbalmer Nonaf(b-&“

P. O. Address....... f s o.. _M..
O 7
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 body is not embalmed, above space should be left blank.

- t




