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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.
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DEPARTMENT MERCE MISSOURI STATE BOARD OF HEALTH
. BuREAU OF mT 1 w
a
Registration District No._.i?________ Primary Registration District Nn..__.:.':?_qg__.._ Regisirar's No.__&éga ...... -

1. PLACE OF DEATH:

T
&

(ifgu Ede ei nr mwn]lmlu write "IRURAL” and name of township}
(¢) Nam¥ of ho:%

{1f not o hospital or !mutnu\?((rlu sLroot number or Irallon) /

(d); Length of stay: In hospital or institution . .. .. SN A,
f e

Specify whether

Inthla community.
years, months or deye}

2, USUAL BESIDENCE OF DECEASED:

4

(s) State. (&) County.

(e} City or town /

@ d {Il quraidy’@ry or town ta, write RARAL’ b
{d) Street No ﬂ ? % i%”?l

(T rural, give location)

8. {(x) PRINT

FULL NAME_...@ a. e ._.@ (. Mw

8. (b) If vetaran, * %8, (¢) Seclal Security
&

DAMG WAT. / No.

@ B. Colo% # (a) Single, widowed, marrio
4 Box. ] race., divorced-gz’_._._..___ -

{¢) II foreign born, how long In U. 8. A.? / years.
MEDICAL CERTIFICATION
20. DATE OF DEATH: Month <2, ——day R
yenr____(_ﬁ_ﬂ_@__._____hour { minute. / a M.

21. I hereby cerilfy that I attended the deceased fro HIL Tl

to_..g/f#ﬁl__._.__, 19 ;

that I last saw h.2 &, alive on. 4'_/-9 L 19¢a.; =

16, Birthplace

22. If death was due to externnl causes, fill in the following:

e.y me of hmbgjgu . 6. (¢) Age of busband or wife if || and that death occurred on the date {nd”bour stated above. Durati
uration

oo S e alive... ! _.years || Jmmediate eause of death

7. Birth date of d ﬁ by ~ 23"~ /g7 || - . ” -

{Month) f (Day) {Year} /in "JJA o, , Zl ok
8. AGE: Years Months Days If lezs than one day Due to -
o J / j T J M - WQ-P M
hr. min, J
Due to
9. Birthplac P70 - o ' 3
(Clty, town, g¥ coup, (Sl.au or foreign country

10. Usual ton -& ) Other conditiona rn (9

i o {Lncluda pregoancy within 3 months of death) y d | L

11. Industry or business, ____9, PHYSICIAN,
& ] Major findings: o - :
E 12. Nome._.. Of operations. Underltﬂb
= L 12. Birthpt .t 7///)"& the cause to

m-n or(@' W:nwnntﬂ) should ba

& [ 14. Malden name /1% ?ﬁ Ot autopey charged sta-
& tistically
2

{City, town, State or fofeign country)

18. {a) Informant's own signaturo.
(b) Addres,

17. (a)
{Burial, cremation, or removal)

uth) (Day} (Year)
{¢) Place: burla! or erewmatio
18, (o) Signature of lunera! director.

(8) Address Vi 28 D A S .
1. (9 S58pt 9, 19400 27, P27, B

{ Date recelved local registrar} (Registrar's siznatore)

(b) Date thgpeof. / Ké

{a) Accldent, suleide, or homicide {specify)

() Date of occurrence.

(¢} Whera did injury oecur?. =
(City or town} (County) {State}
{d) Did Injury occur in or about home, on farm, In industrial ptace, In publu: place?

{Bpecify type of place} |

While at worle? (e) Means of injory. |

4 . |
25. Sigusture EAt eii it Y. (M.D.or other) 2262
Mo Dae sixued,‘Mﬂ ‘

(Licensed Embulmer’s Statement on Reverse Side)




. working under my personal supervision.
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. STATEMENT BY LICENSED EMBALMER- .

I hereby certify that the body whose name is recorded on the reverse side of g:iq é&tiﬁc‘a;e was embalmed by.me, orby_. .
ot T R e ) £y -
, Registered Apprentice No

l*"‘" “» s Eicensed Embalmer No //{6
. ) P. O, Address_../ S5 éb 73

Note: The sbove MUST BE SIGNED BY THE LICEI\SED ElﬂBALNIER in his OWN HANDWRITING. (Failure to comply wit!

the above cnpshtutes grounds for revocation of license.
If this hohy is not embalmed, above space should be left blank.
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