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WRITE PLAINLY--USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

i5h SEP 25 1534

TMENT OF COMMERCE
Bun.m\u of THE CENSUS

Registration Diatriet No. __7..9.1......_1.

DE

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Redatration District No... ._1

- 2032
State Fila No
Registrar’s Nam___‘.‘!.qgg__

003

1. PLACE OF DEATH: R PP P W
{a) County.
(b) City or town......m.. t!..a...mm

(If outeide city or town limits, write “RURAL™ end name of townahip)
{£) Name of hospital or institution:

Lutheran Hospital |

(Il not in hoapital or iratitution, writs n:u;l.éumhqr or location) '
{d) Length of stay: In hospital or institution___% Be

{Specify whethar
In this oommunity.u..__..._._lif.ﬂ
years, monthy or days}

' 2. USUAL RESIDENCE OF DECEASED:

{a) tate._m.ﬂﬂ.qnﬂ____.__- (¥ County.
(¢} City or lown_&.t_.__IlQBi_s

{1f outaide city of town limlty, write “RURAL™)

@ Street No...s3961 _Feaderer P

(If rural, give location)

/

(e} If forelgn born, how long in U. 8. A.?

MEDICAL CERTIFICATION
8. (a) PRINT l
FULL NAME . MAY. Barslow 2‘ \-\"‘ A 14
TR = e 20, DATE OF DEATH: Month, AWZe _ day
. veteran, Social Securit:
;:) Y Year—-—-mﬂ hour. 2 minute. 30 P
name war. 0.
21. I hereby certify_that 1 attended the deceased from.... 2
femal 6. Color ;;hite 6. {a) Single, w‘ldowca 1978 1o, (1 R SRT ey
1. sex2OMBLE race divoroed...........,.,....... that [ last saw h e alive o {dtacey 7 -l : ISf__d'
8. (%) Name of husband or wife.—.—— ... 6. {¢) Age of husband or wife If || and that death occurred on the date and hl;f r atated above. D
Arhtur alive_. . ...._years|| Immediate cause of death. (L~ v %
7. Birth date of d i Nov., 1l 1875 Aaeeed ; o P
(Mouth) (Dax) T (Yean) ‘ t// . 2.0
8. AGEa Yeara Months Days If less than one day Due to..._.(_d. (P .‘;‘% MQ_CQW 2 — |
64 b= =3 13 e, -
Due to
9. Birthplace St . LOUi ] Mi 830 Uri O
(City, town, or county} {8tate or forign country) I .
on Oth nditions —— o
10, Usual occupation at h L) (In:l-udn: eI a of deaih)
:IHL Industry or business o PHYSICIAN
M H e g —
B § 12. Name_ T mmo- Bl‘ohammer ajc‘)‘{ nl;lwrafionn\ _L
3 Underlne
- the cause
& A\ 18, Birthplace.....m....
o (C.ny to uoty) {State or [oreign cuuntrg') Of autopsy —_— :vtl:i:ll: ]c.l;ag
& { 14. Malden name _.__.___ YL nown jcharged sta-
E ot q stically,
= 15. Birthplace. ... u",;';'n “[‘km,) W (Siate ov foreign country) || 22 1f death was due to external causes, fill In the following:
16. (a) lnformant ‘3 (@) Accident, suicide, or homlcide (specify)
" e ]
(5) Address. Eedﬂnﬂn B] {#) Date of occurrence
17 @ ..&11! 1al.... (8} Date thereof. Aug, 17, 194D Where ddiaury oocur? Gty oe vowed (Coamiy  (Smea)
{Barial, ceamation, or {Month) (Dwy) (Yew) {| (4} Did injury oceur in or about home, on Y farm, i {ndustrial place, in public place?

{¢) Place: burisl or crema
18, {a} Signature of funeral dj

® AAW_J%O r

19, (a)
{ Date roceived local registrar)

B ————

(Bpecify type of place) i

While at W) Means of iojury.
3. Signature,

I
‘M < on D, or otben=—==
Add

(Licansod Embalmoer®s Stutement on Beverse Side)

3 S D DrBtnie LLah  Duce .am_(z;

o




L)

,-
"
)

.
.

-
™

T -

- " 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

Reglstered Apprent:ce No

0 . ser

working under my personal supervision, ',

Slgned ___,",g ]0 /(M

~ :""?‘“-"" . . Llcensed Embalmer Nn' 3 y/7 7

";' .. . P, O; Addre;g 6?57 XZ'/GUU""-"/-'

Note: The above MUST BE SICNED BY THE LlEENSED EI\lBAU\Il:.R in hla OWN HANDWRITING (Failure to comply witl
the above constitutes grounds for revocation of license.) - D e s

. . -
. '~

If this body is not embalmed, above space should be left blank. - 5 2-‘*




