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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. Exact statement of OCCUPATION is very imporiant.
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DEPARTMENT OF COMMERCE

Registration District

MISSOUR1 STATE BCARD OF HEALTH ‘3 S) -l_ 6 S_’

E:g pEC 15 @ STANDARD CERTIFICATE OF DEATH State Fita No

Primary Registeation District No 6 0 Registrar's No. / /

1. PLACE OF DEATH:
{a) County.

I=

{(b) City or town.___

¢
(¢) Name of hospital or institutidn:

If outaide citypfr town limits, write “RURAL" and name of tawnship)

(1f not in hospitol or institotion, writs atrest number of location)

{d) Length of stay: In hospital or institutien

In this commaunity.

{Specily wheather

yoars, montha or days)

YA

2. USUAL RESIDENCE OF DECEABED:

(a) State. / (&) County.

(¢) City or town

{If outalde clty or town limits, write “RURAL")

(d) Street No

{If rural. give locotion)

(e} If forelgn botn, howlongin UN. 8. A.? years.

S - - S "
3. () PRINT - P
FOLL NAME.MMLM M

3. {(d) If veteran,

8. (¢) Soclal Security

z?.Z 6‘_4’

name war, No,
6. Color or - 6. (o) Single, widowed, married,
4 Sex.d. raeM divorced. 77 Gafreacl]
8. (b) Nama of or wile. uveee—aveee. 8. (¢) Age of husband or wife if
alive....... .é.___yem
7. Birth date of d d e 2.5 - XS T
{Montk) (Dsy) (Your)
8. AGE: Months Daya If lesa than one day

hr. min

9. Birthplace.....

(ﬁ tawn, or county)
10. Usual occupation l e u/

(State %n:. eoﬂnlry}

_(Chr. town, or nnty)

18. (o) Informant’s owa signature.
(3 Addr

17. (@)

11. Industry or busingsa ]
g intlwsnsne. Facid I
ﬁ 12. Name.. Fr 7 P)

3]

2 L1s. Birtbpl e 5"4‘)

" (Clty, town, or cpunty) g3 (State dfforeign cotmtiry)
E‘ 14. Malden name J /1 A W s

5 15 Birthplace

=

(Monu:) (Day) (Year)

(Burial, ¢remation, or removal) N y
18. (a) Signature of fuperal director,

c\

::;WWMM

(Date received local registrar).

20. DATE QF DEATH: Month Nk .day. 3/ v
/937

year, hour. 4 D, —— ._@ M.
21 Imcrﬁfy that I nttended the/dec o
L/

that I last saw hA-¥¥ aliveon. "

)
Q

Other conditiona
{Include pregoancy within 3 monthe of death)

V4 — PHYSICIAN

Major indinga: !1 0 7 £ Il [ J—
Of cperatio Underline
the cause to
- S
ahou a
Of autopey.. g > IR M el prg

tistically

{Registear’s siynators)

22. If death was due to external caus\e’!, fill in the following:

(a) Accldent, suicide, or homicide {specily)
—_—

(b} Data of occurrence
{¢) Where did injury oconr?.———,

(City or tawn County) (Stare}
{(d) Did injary occur in or about home, on farm, nindu.ltrlal place, in public placa?

ype of phce)
e) h"I‘eanu ofinjory e

23. Signature # J : (M.D. orother)i_
] Date aizn 7

(Licensod Exnbalmer’s Stntement on Roverse Side)}
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STATEMENT BY LICENSED EMBALMER

I hefeby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, orby.

B tensns @lnndl , e

? , Registered Apprentice No

Signcd..........@z_ 24 ks e

Licensed Embalmer No...... 3.425 4
P. 0. Address M Do, .

Note: The ahove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN H.ANDWRITINaG. (Fatlure to comply wit
the above constitutes grounds for revocation of license.)

working under my personal supervision,

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



