DEPARTMENT OF COMMERCE MISSOURI STATE BOARD OF HEALTH 4 3 i f:g { )

BURRLD or Tra GEnsus STANDARD CERTIFICATE OF DEATH Stata Fils No. -
Reciltratﬁn JMND 3% Primary Registration District No_:Q:'l_Q_éf_ Registrar’s No 2.

A
\x

lied. AGE should be stated EXACTLY. PHYSICIANS should diafe
riEm,

CAUSE OF DEATH in plain terms, so that it may be properly classified. Exact statement of OCCUPATION is very impo,

1. PLACE OF DEATH. ] /. 2. USUAL RESIDENCE OF DECEASED:
(a) County. / . »
() CTiyor towt . C,b—c)a s : @ StatedAd 3 gande (&) Couzty .
(Ef outside city or tawnlimits, writs “RURAL" and name of mmhip) 3
() Name of hospital or institution: ﬁ o g g ‘-—
/ (e) City or tow z S
/ (If outside clty or town limits, write "RAURAL")
(If pot in haspitn) or institotion, writs atresi number or location)
. {d) Street No.
(@ Length of stay: In horpital or fnstitution {Spacily whetber ) (If raral, give location)
In this community Y G Ly KotarD e T
youars, months or days) 77 s (e) If foreign born, how long In U. 8. A.?, yoars.
3. (o) PRINT ’( RO MEDICAL CERTIFICATION
ULL NPV Y L . L LS PV VY, - Voo N,
20, DATE OF DEATH: Month_@*‘(rc-\ day A
8. {b) II veteran, 8. (¢) Social Security
)'WWM q p hour. minute ‘[ 6

name war
21. I hereby certify that I attended ¢t rrom___ ,8_%:
I 6. Color or I 6. {¢) Single, widowod. ed, — %]/ iD
¢ 30’ divorced... ¥ that I last saw htgﬁ aliveon 7 / 7A[j 19

; 8. (b)i:“m" of hus i,“d orgile. e 6. (¢} Age of husband or wife if || and that death oecurred on the d;t%ﬂour stated abover” / .
Ve, 2 alive... . . _yeam || Immediate cause of death abion
! Blrth date of d @ 2L - 12 L. OPM/{ANJ /)\L,‘_Q,,\,\,{W /,

{Month) (Duy) {Yoar)}

8. AGE: Years Months Days 1 less than one day Due to. AL/AG—/ /éq"’\/@\’fm & .
/\.7 L4 b

7 q / 6-_ v / 4 Fi3 l
- hr: min. Dmue to. ﬁ- Aﬁ\-s:ﬂ] il MW
9. Bmhplnceh&lxad.d:m__h M? . e .

=~USE UNFADING BLACK INK~MAKE A PERMANENT RECORD

(City, town, ot cotmty) . {Btate or foreign emtry)
| Sy - X V=V 2 . Other conditiona

10. Tsual cecupation H ,1 1 - ther condi T eI W —
11. Industry or business 2} Q jJ PHYSICIAN
at [ . "] ——
Bl Nams._&\.z Méldz::———!_. M“&r E:ﬂng 4

= Ti tgnd""nt..o
2 L18. Birthplace Yode o = 4!9 Doz Iwhich death
o {Clty, town, o (State ar foreign emlry) of ¥ should be
E { 14. Malden nam v charged sta-

15. Birthplace .)X\:(m“. town, or munlr) (m_ - or foreign :mlnlrv) 22. If death was due to external causes, fill in the following:

(a} Accldent, sulcide, or homicide {specity)
(?) Date of oecturence.

() Where did Injury occur?,
17, (o) 154‘4‘..4_1_____ (%) Dato thereof L&,g_li? City o3 v G 3
(Burial, cremation, or removal) {Month) (Day) (Year (d) DId i occur [n or about hom(e, g:'l'arm. Zn lndmts‘m p!?n)se in ;m(wcu;)vuuz

" {¢) Place: burial or anmﬂon..‘atm‘__u_dmL._

18. (a) Slgnature of faneral § . - While gt wark? * M ""’""'on
b) Addr FOWY. 7
@ premBal g Mmmm (@

19,
O B romirad et ey | Addres - Date sigmed.__-__

(Licensed Embalmu-’- Statement on Reverse Side)

N. B.—Every item of Information should be carefully supp

AT Pe1 x19811




STATEMENT BY LICENSED EMBALMER

1 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.

Licensed Embalmer No

P. O. Address

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 body is not embalmed, above space should be left blank.




