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DEPARTMENT OF COMMERCE

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

6487

OF TH! Us
En MEHW‘ %ﬁﬂi State File No.
Reglstration District No...__}_d....’f........._.. Primary Registration Distriet No......\s_a..ﬂ_&_. Registrar's No. ‘7‘ q,
1. PLACE OF DEATH 2. USUAL RESIDENCE OF DECEASED:
{a) County. (L.A LLOLIAY - \ / 9
& City or town F oL Thn @ sz-‘_&i“Lﬂ_} () County. 2hPH L
{If outxide city or town limits, write “RURAL" and name of township) M
(¢} Name of hospital or institution: (¢} Cityor town LY f $ 1/ }/F' /

TATE HMHosPiTaL  [Fo.

{If not in hoapital or m-thutlnn wrila atreat number or lncnuon)

(d) Length of etay: In hospital or institution_j_.{{ ’Jﬂ’.ﬁ llmaa_}l

(3pectty wheth,

In this community.

T(If outsids city or town limits, writa “HUNAL")

o

<

{d) Street No,

{If rural, give location)

WRITE PLAINLY—USE UNFfADING BLACK INK—MAKE A PERMANENT RECORD

19.

(8) Agdresa_____ :
(a) gd-l.gd.!.i.ﬂa_ ()]
{Dats received local reglatrar)

years, months or days) {¢) If forelgn born, how Jongin U. 8. A.? years.
MEDICAL CERTIFICATION
3. PRINT D
B rNAME. CA:RR\E ALME R ls‘f‘l\
20, DATE OF DEATH: Month_&.,a day.
3. (&) If veteran, P 3. (¢} Social Security yeat | g 5 ! hoar [ minute 5: " “F""M'
name war. No. D e —
21. 1 hereby certify that I attended the deceased from . 15__________
—E. 5. Celor or 6. {a) Single, widowed, married, 19! o F—E F<} /4 “,ﬂv:
s sex _—Pmale mu.CQ.tl:@rEg_ divorced .&._g:_.._ that I Last saw b & /2, alive on TEr. /4 9
6. (5) Name of husband or wif€.—..ccoceervee. 6. {£) Age of husband or wife if || and that death occirred on the date and hour etated above, Duration
alive vears I diate cause of death ) -
7. Birth date of d d UMIEND WO o BAR FINE 0 0 18 6/4’5‘-.
(Month) (Day) {Year) .
8. AGE: Years Months Days If less than one day Die to. ({
M‘3 q ﬁ‘ ( _ hr. min. “ g
v Duae to. X
9. Birthpl Uh XN puint ‘9 v
{City, town, or county) (Suu or foredgn country) =" 1
Other conditions.
10. Usual occupation. Ne MNE {inctods y wiihin § months of death)
2. Industry or business SimerEer PHYSICIAN
or nga: -
ﬁ 12, Name.__..._._p- K' 2 Oof opﬂl-nﬁ':ml
> 0 / thUnderlll:e
13. Birthplace _ . e cause to
B t or tooaty) (State or forelgn coautry) of w}?ichl%m‘;-h
& { 14. Maiden name AL ‘ 7 autopay should be
v o) K : : tistically.
g 15. Birthplace T P p——- (Btate or farolem country) || 22. 1f death was due to external causes, fill in *he following:
16. (a) Informant !*iLVs 21 T 'i? £ CORMDS {2) Accident, suicide, or homicide (specify)
(b} Addpes ! . (b) Date of occurrence.
- Where did Injury cccur?.
17. (a) _...M_ (5) Date thereo [751] @ [T pr— rom— rETRY
(Buris) arermmivaces removal) {Month) (Day) (Yeer) (d} Did injury occur in or about home, on farm, in indmrL! place, in public place?
. (¢) Place: burial or cremation
18. (o) Signature of fu ¥ Larte—

{Licensed Emhalmer's Statement on Roverse Side)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name i.ﬁ recorded on the reverse side of this certificate was embalmz by me, or by

JQMMM M (12172 4 "‘g"* '3‘5 7 @ @ , Registered ,ﬁzprutlce No.

wotking under my personal supervision,

- Signed

- - ' L'icensed Embalmer Neo. .

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 thm body is not embalmed, fact should be so stated above.




