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. Exact statement of OCCUPATION is very important.

DEPARTMENT QF COMMERCE

MISSOURI STATE BOARD OF HEALTH

42644

BuAv or il CENsvs STANDARD CERTIFICATE OF DEATH State File No,
'Ragb:trnt%oﬂh‘\llj JNM.QL. Primary Regintration District No. 3 d___ ‘ Registrar’s No, ’/ é \5‘)

1. PLACE OF DEATH:

{a) County. Audrain

P
) City or town_MeXiC O j
(L1 outside city or 1awn limits, write “RURAL" snd name of towoship)

{c) Name of hospital or institution:

916 S. Trinity St,

(lr_nol. in bospital or institution, writs streat number or locaticn)
(d) Length of stay: In hospitalor institution

In this community. 3 o Ye arsg

years, months or days)

{Specily whether

(o) State. Migmovurd & comty Ardrain

©) City or town. MexX 1 0.0
{If outalde city or town Jitnits, writa " RUHAL 4

818 5. Trinitv St.

{If rural, give location)

2. USUAL BRESIDENCE OF DECEASED:

(d) Street No

Yours.

{s) If foreign horn, how long in 1J. 8. A.2

2

3. {d John Turner Fairfax {n K

PRINT
NAME

8. (b} If veteran, 8. (¢) Social Security

name wal. No.
5. Color or 6. {a) Single, widowed, married,
4. Sex._..g'-._f.'_l.e_.___... ra 010rbd divunemmm.

8. () Name of husband or wife....eve—rere 6. {£) Age of husband or wife if
Nina Fairfax alive® L vears

MEDICAL CERTIFICATION
EATH: MontﬂL é
ﬁ..._....-.._.... e . _minute. e;a M.
21. 1 hereb)r cerfify that I attended the decezsed lrom.M...._m....m
1@ S0 f o I 192

p——
thntlluuawhb alive on l pr A

¥ o
and that death oceurred on che te and hour mted{ shove. j
I e 4 e e eiiisasssnnninens

20. DATE

(Stats or ferelgn conntry)

7. Birth date of deceased W1 h s 14
(Month) {Day) (Year)
8. AGE: Yoars Months Days 1f less than one day Due to..éﬁ_._.__..«.......«__ ot 5 )]
72 | 5 20 thsnacs_ 2gadn LG
........ — hr. min. - ! f
: a to._.
9. Birthplace O Lo L:OUlS, Missouri ? . — r
{City, tawn, or county) (State or forelgn country) -
" . Oth ditd i
10. Ususl oceupation LADOT'OP (_’; (Inclads protoancy withia 3 mantha of desth) —
11. Industry or business i PHYSICIAN
& Major Bndings: —_—
E 12. Name 111l e y-Ea irfax : operations. Underline
= - the cause Lo
& 18, Birthplace i ) h{!élasiasi.eﬁi - : which death
Ly, lown, or count tate or forelgn
14. Malden name Un G O'“?‘h Y %‘ Of autopey. ;:dh;ﬂ:r:ed “;_
16. Birthplace U nkn own / =
= ) P 22, If d enth was due to external causes, fill in the following:

{City, town, or county)
18. {(a} Informant’s own signatur
(8) Address Hexico,

17. {a)
(Bnrlll crsmation, or removal)

Mo,

X
{¢) Plac¢n: burlal or cremationd
18. {(a) Signatura of funeral director.

F

by Addr ...Mﬁx.
19 i;g&e}_@fﬂ/
" (Data raceived locat :

] I\u‘ktru s aignatuore)

(a) Accident, sulclde cr homliclde (specify).
(4 Date of cccurrence,

(¢) Whers did infury oceur?
City or town} t
(d) Did inJury occur in or about hom. on {arm, in ind al plnce. in puh!ic pf:u'!

r
¢ ‘emﬁei’:. ¢)>! injury.
28. Signator b (M.D.

Date mnaﬂi—

3 a
2 s
Lo ' - - - Ad r
(Licensed Embalmer's Statement on n.%. Side) ]

X))




RECEIVED o L
District Health Officer No. 10 |
Dictict File Numbar___:_‘i.Q:_L'.Q... :

zko Filed __JAN__.Q_,]QJ;Q.__-._.,‘..' .. : E | .

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, or by

Earl E. Frecht ) —— . Registered Apprentice No

Licensed Embalmer No...31 ﬂo

working under my persona! supervision.

P. 0. Address MO®X1C 0, MOu o]

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

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




