[l oAy - 1940 MISSOURI STATE BOARD OF HEALTH

BUREAU OF VITAL STATISTICS 142{)4
%

CERTIFICATE OF DEATH

1. PLACE OF
{a) Connty...

;_ 3 7 _ Do not uso this .Tue.

Registration Distrlet No..
Primary Registration District No.S{0. 223 ... Registered No

(d) Strect No..... St,
(If death oceurred in Hoapitzal or Institution, write its name instezd of street and number)

town where death occurred FTB. ds. (f) How longin U. §.,1f of foreign birth? yro. mos. ds.

2. PRINT FULE NaMp, T\ e
{n} Restdence, No.?)

(It nonresident, give city or town and State)

(Usual place of abode, if no at ‘wddresn, write county'or city)

Exact statement of OCCUPATION is very important.

AGE should be stated EXACTLY. PHYSICIANS should siaie

pecily whether injury oceurred in Industry, in home, or in public place.

17. INFORMANT,
{ ADDRESS)

Nature of injury.

4.-Was disense or injury in any way related to pation n'? "Li
If 5o, specily :

oY v

19.
P Y

PERSONAL AND STATISTICAL PAR'TICULARS MEDICAL CERTIFICATE OF DEATH
3, SEX 4. COLOR OR RACE | 5. SINGLE, MARRIED, WIDOWED, CR )
DiypRCED (1prite the word) 21. DATE OF DEATH (MONTH, DAY, AND YEAR} 7 .1yéo
. - 7
ﬁ? 22, HEREBY CERTIFY, t I attended deceamed from
W2~ = . 19i.£w..... /%9/ A5 1957
Ilastaaw hw alive on...... &k M- o /.g' ...... ,18°40 Death Iagaid
to have occurred on the date stated above, ntg;/{@'
7, AGE YEARS MONTHS 7 Davs If LESS than 1 || The principal cause of denth and related causes of importance were sa follows:
o _day, hra - . ———
3 /
-E F4 8. Trade, profession, or particular kind of
e Q work done, as snwyer, bookkecper, ete....)
. 3 : 9. Industry or business in which work
g _E- o was done, as saw mill, bank, ete......... T Lo S
g8 D | 10. Date decessod last worked at 1. Total time (vears
) 8 this oeccupation (month and spentin thia /
a5 Year........ . F e e £ —— Pt e AR
bw @ #
37 12. BIRTHPLACE (CITY OR TOWN)........ 2" rarde Py g | O f‘ffﬁ‘é& :
s B (STATE OR COUN /
E 'éi e / - 7 o
: = % 13. NAME / 7 /{Z«E,.df?%.é/f /’/
2% z 5 | 1/ S
o . o
EHI KR S S s o
g . What test confirmed diagnoais?.........oeoceecriviniinime ‘Wes thero an autopsy?
g || a1
3 g 4 1.15. MAIDEN NAME 28. If death was duo to external causes (violence), fill in also the following:
L i i homieide? LR35 o SR 19........
E 5 E 16, BIRTHPLACE (CITY OR TOWN), ﬁ‘dw;dTT“' or m: * Data of injuty ’
STATE CR COUNTRY n, ocenur?
S z ¢ ! ot jid {Specily city or town, county, and State)
o
gl
L
bl < 1
EQ
Be
@O
|2
w5
.-
|A8)

T X 1050 Dy

' - (Licensed Embalmer’s Statement on Reverse Side)




'RECEIVED ' - o ,
District Health Officer Ne, 6, '

District File Numbor. 460,143 &

Date Filod o-phi¥-7ncn 3940 c0nnnca

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, a¥n e

working under my personal superviston.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his O
with the above constitutes greunds for revocation of license.)

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




