DEPARTMENT OF COMMERCE
URRAU OF THE CENSUS
v -

Registration District No.

P

399

MISSOUR] STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registration District N\

s rtaro 3403
Repistrar's m_'fLig_z:

1002

1. PLACE OF DEATE:

{a) County...._. J m
ount. Bonaas TITy

{b) Clty or town
(11 outaide ¢ity or town limits, writs “RURAL" and name of tawnahip)

() Name of hospital or institution:

K,CoGeneral Hoaspital ,EK,C.Mo

(If not in hospital or institution, write strest number or kocation)
(d) Length of stay: In hospital or [ostitutio 8 days

32 years oty wheber

In this community.
yoare, months or days)

2. USUAL RESIDENCE OF DECEASED:

(o) State_ MABBOUTL (5 County
C
© 2”, wogp fANS A8 Yity

(1f outalde clty or town limits, write “RURAL")
{d) Btreet No.

Jackson

118 West 8th St.

(11 rural. glve location)

(¢) Ifforeign born, howlong In T, 8. A.T, " 3 _Q

Years.

3. (a) PRINT

FULL NaME. ENgot  Angdlots ‘b'— A LiL

8. (&) If veteran, 8. {¢) Social SBecurity

name war. == No. No
6. Color or 6. (a) Single, widowe married,
4. Sex Male race. dlvorced____..__.%

6. (¥ Neme of husband or wifa...

W aliva.... eara
1 18th {2 2 ?
(Day, sar)

6. (¢) Age of husheand or wife if

MEDICAL CERTIFICATION

20. DATE OF DEATH: Month March 4., 7th
vear__ 1940 hour n mirute3] . P, M.
21. I hereby certify that I attended the d d from.
2=-28=-40 19, to__a=7=40 19t
thatIlastaaw b LT sliveon BT =40 o 19

and that death oceurred on the date and hour stated above.
Duraiion
Immedizte cause of death

nie myocarditisp echronie pulmonsiry
congestion and edemn

WARLLE S LANNLI=—USE UN'AING BLACK INR—DNARE A PERIMANENT RECORD
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.

S T x1m

7. Birth date of decesse D?:‘;‘h)
B. AGE: Years Mopths | Days If less than one day
62 lq br. min
9. Birthpl Bulgeria '/

{Clty, town, or county)

(Bate or forelgn :n?{n)

Due to

g5
7

Do to.

Other conditiona Bronc hopmmonia

10. Unual oceupstien Laborer (Focluds pregnency within 3 months of death) —
11. Tndustry or bmnm_W : PHYSICIAN
o : —
& { 12. Name.__ADZOlo Angeloff ‘ /] || Mefsy Godizgx: | Codertine
& Bulgar
; 13. Birthplace 2 iﬂ I t'h;!gm :;
Wauwmﬂ) Of antopay. phould be
E { 14. Malden nam &7 See above it
15. Birthplace e A e {Gtete ce forel d‘ﬂ pre 22. If d eath was due to external epuses, fill in the [ollowlng:
16. {a) Informant's o ure cord cler d (a) Accident, mulcide, or homicide {specify)
® Addr 'ad%n Hospital, K, C.1o, () Dateof
[/ did fnjury oceur?.

17, (a) (c) Where (City or town) {Beate

Borial, c: () Did Injury oceur I or about home, on [arm, In In place. in publie p?n.ce'l

19. (a}

{Registrar’s siguatuire)

(Data received local reghstrar)

‘While at work? ¢ ,(‘t?.h;:lm of Injury. ! :

= g (AL ol i,

(M. D. or other)—
Date nigned.

(Liconsed Embalmer’s Statoment on Roverse 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

» Registered Apprentice No

working under my personal supervision,

I‘.ice'nsed Embatlm

P. O. Address /{‘C—

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 hody is t_mt{emhalmed, above space should be left blank.




