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N. B.—Every item of infermation should be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS shonld slate

CAUSE OF DEATH in

t

impo|

plain terms, so that it may be properly classified. Exact statement of QCCUPATION is very

Y
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. 'Ian - :-! KN

Registration District NO_Q_L

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH
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40455

Regisirar's No.

Stais Fils No.

1. PLACE OFP DEA
{a) County.

(b) Cigyortown........

(¢) Name of hoapital or institution:

il

(If not In bospital or institation, write street number or loeation) <
(d) Length of stay: In hospital or institution

;d_,n__
4 (a) Btate.. A e D Count
{r outalde ¢ ty or town limita, write “RURAL" and nama of township)

2. USUAL ENCE OF DECBASED

@Mm\

(Ef outslde city or l.uwn limits, writs "RURAL")

(¢) City or town

(d) Streot No.

(If rural, give location}

(e) Ifforelgn born, how longin U, 8. A.1 YOArs.

{Bpecify whotber

Inthis community.

years, muoths or days}
8. PRINT

FULL NAME IQ-S Sse. /3 'ﬁ'o
8. (b) If veteran, }/ (c) Social Secnr[ty

name war. %aﬂj
M 5. Color OM 6. {a) Single, wldowed, married,

4, Bex. T ° N { Sttt | divorced.
6. (§N: of kushand or, 6. (c)_ Age of husband or wife if

20. DATE OF DEA

MEDIC FICATION
1 Mon <+ ._day.

.....minuta...-.B..Q..lltM.

year... .._ . }__hour.......ﬂ...
21. I hereby certify that'I attended the d d from
19, to WA 19.......
[
thatIlastaawh alive on Wz / y 19 %/
and that death o ed on the date and hour stated above.
Durafion

{

22, If d eath was due to externai causes, fill in the following:

vears || Imm o cause of death ),
7. Birth date of d y e MM_MK_ _Lm.
(Maoth) ( [§ ;]
8. AGE: Yaaru Monthe Daya If less than one day Due to. -
% 9\ 1 (‘ #"‘
/'/ .Q..; E : ' é ¢ Due to U‘ 6‘
9. Birthplae QL;“:._&M" ) o _ ' 27 !
(Cityryown, or county) “(State of forelgn coubtry) 7
n » £ é‘ 4L .t_)(/ Other conditio f_,______,’b
10. Usual occupatlo jrl (Inclnds pregonancy wi: 3 months of death) —r————
1L Industry or busin F =l PHYSICIAN
[} i Mujor findings: _
E 12. Name. ¥ operatiom Underline
9 y the cause to
& | 18, Birthpince i ; < s Thenid e
ty, town, or cogoty, Of autopey. shou °
" , charged fta-
E 14, Maiden name. Cinttontly,
=

(¥) Addrem —
19. (o) /Zv" l"‘/f’tb)

{Dute received local reglstrar)

. ) (City, town, or connt: , (Biate or forsign country)
.LEZ&,LM*@ Accldent, guldde, or homicldo (tpectiy) :
16. (a) Informant’s own signs

(%) Dato of occcurrence.
‘Where did injury cecur?.
@ e (City or town) {County)
" {d) Did tnjury occur in or about home, on farm, Ip industrial place, in puhllc pfu..r

(Specily [ piace)
éttW,h!lft! at work?. (tgaﬁum of lmury_—f.._
i ‘53. 8§th g Z E {M.D. orother) /
Address L Date dzn

(Licensed Embalmer’s Statement on Reverse Side)



STATEMENT BY LICENSED EMBALMER

I hereby certify that % bfy whose name § orded on the reverse side of this certificate was embalmed by me, or by..occcnmeemiccrrccrnnnn
©

T /)7 $ I o / ”7 (.od\ Registergd Apprentice No .

working under my personal supervision,

Signed

Licensed Embalmer No

P. O. Address.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply wil
the above constitutes grounds for revecation of license.)

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




