ERMANENT RECORD

ING BLACK INK=MAKE A P

N. B.—Every item of information should be carefully suppliéd. 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.

R T X19911

DEPARTMENT OF COMMERCE
BURBAU Or TER CENSUS

Registration Distriet No..

MISSOUR] STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registration District No.......

861
861

State Fils No.

Regil ’s No.

1. PLACE OF DEATH: KT e
(a) County. rid 1 2 ﬁ'f

(3) City or town 41 X\ [ TNALO .

{11 outside city of town limite, write “RURAL' and pamg of township)
(¢) Name of hospital or Institution:

RARNES HOSPITAL

(Ir oot o hospital or lostitution, write street ni focathon)
(d) Length of stay: In bospitalor imdtuﬂou_\ﬂ%__—
pecily whether
Inthis community. A

Y1y

I

2. Usmu.m OF DECEASED:
(a) smam (b) County, M

(e) City or town M

{1f antelde city or town limita, write “RURAL")

MR

v

(d) Street No.

(It rara), give location}

yesrs, months or days) - 1‘/_'_ —*p (&) If foreign born, howlong In U. 8. A.7, - years.
MEDICAL CERTIFICATION
3. (a) PRINT \ } fg_
FULL NAME..A YQ.MQSM —QA L | IS-L&'
2. 5 I ver 3. (o) Soctal Securlty 20, DATE OF DEATH: Mon . ..day.
veteran, ¢} Soc @ .
your_ JIB@ . hou C,? = mlnute...____’QM.
name war. No.
21. I hereby certify that I attended the d d from
5. Culur or & () Single, widowad, 1= 2. 1940 to ;] - 1Y% 10 40
4 Sa divoreed that I last saw h.ch_ allve on L= 1% e 1950,
8. (&) e of b aEY or 6. {¢) Ageol or wife if || and that death occurred on the date and hour stated above. .
. Duration
mn____'z__ yeara || I dinte cause of deat! o RSN PR ——
7. Birth date of d L24- = zrcel r<carel o | 7w
(Monl-h) (Du) (Yoar) yd
i
8. AGE: Yenrs Months Days If lean than one day Due go___&m_nzr:c— / w——\__ﬁ-}’ / gb‘ffﬂs
y et iRt 8, 5
; b / 0 7 hr. min . J ;"r
. Duae to .
=
9. an;placo_ééfﬁl_‘ﬂk"________' PR
¥, town, of coanty) (State or fareign wnnlry) ! ; CEE
Other conditt [ ~ sF
10. Usual occupatle |} (Inetade presnancy withia & months of death) f 7 3% —
11, Industry or buslngs. - . ) PHYSICIAN
g Lo s 7| —
. Name. L s operati B
N - ¥ TUgnderline
the cavse to
& { 18, Blrthyé /%ﬁ/‘w CM ;;) which deat
, bown, o 1) ,ta‘:g’w " shou L]
E 14. Maiden name fﬁ;/ Ot autopey. F chlmdyml-
V- ary K:C £ tistically.
16. Birthplace ‘/J 22, If d eath was due to cxterna! causes, fill in the following:

{Givrrtewn; or county) (Btate couatry)
18. (a) Informant’s own lizmture_az-l .
(b) Addrem MWW 3
Wv-l"L/{_ -

17, (9) A

{a) Accident, suleidp or homicide (specify)
(b) Date of occurr

town} ty) tate)
(@ Did Injury ocent In o abott bome h faten s lodustAel piace, Ia prbiie acet

(Burisl, cremation, or remaval) (Mn;? {Day) (Year)
(¢} Place: burial or uamﬂon.%} A it
18. (o} Signature of fungpal direct /2 A P2 M

[15] Ad‘dj

19. (a)
{Duta receivad local reglstrar)

Specily t: [ place)
¢ gVl iy SO

(M. D. or other)
Date sign

(Licensed Embalmer's Statement on Reverse Side)




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

vy Registered Apprentice No

working under my personal supervision.

Signed
Licensed Embalmer No
. P.O. Address
Note: The abhove 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.

o




