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

11941

DEPARTMENT OF COMMERCE
Burgav or THE CENSUS

791 |

Registration District No......

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

State Pile No 8 9 0 4
Registrar's No...._.. __2314-

1. PLACE OF DYEATH:
(s} County

5t. Loulsg

(Ironuidn city or town Hmita, write "RURAL" and nams of townahip}
{c} Name of hospital or inatitution:

Homer. G. thillipa Hospital £

(If not in hoapitnl or institution, write atreet Tmbﬂr ar location)
(d) Length of stay: Ia hospital or Institution daVB

{Specify whother
Unk.

(8 City or town

In this community.
years, months or day)

Primary Registration District No.—. 3422/ )

2. USUAL RESIDENCE OF DECEASED:
-y

@ s Migsourl .
Loulim / 4

(1f outedde eity or town Hmits, write “RURAL?

@ Street No. 2028 _Bell

» County......_.._...

(¢} Cityor town

(If rural, give location)

(e) If foreign born, how long in U. 5. A.2 years.

3. (8) PRINT

FULL NAME Tuey Gerrett

3. (¢) Social Security

3 o S TR

3. (b} If veteran,
HAME WAar.

6. {a) Single, widowed, marr[ed

dwnrced.!.h—l..(,d.&:"‘)

S. Color or
e rao&..

MEDICAL CERTIFICATION

20. DATE OF_DEATH: Month. _MAYcH _ dy 9

19 bnur____s.i..L_LS__.._m.inute._..P......._.._~M.
21. I hereby certify that I attended the deceased from
E_ebxm__a_r:x__aﬁ,_., wile March 9, 481
that [lastsawh _E1° alive on_}ﬁa Y Ch Q a , lD‘!J‘Jq

ycar.

6. (b) Name of husband or wife_......~——_...- 6. (¢} Age of husband or mfe if |} and that death cccurred on the date and hour stated above Durati
uracson
— alive _.years || Immediate cause of death
7. Birth date of deca.sed....?(ﬂ:!f__.. ———— J_Z_____.L:? .7..3_.._. Arteriosclerotic Heart D-{fs ;_ 1'8711'5'
(Moot) Day) ter |l Chronic Nephritis 8
8. AGE: Years Months Days If lesy than one day Due to W
L7 | 3 |22 -
min }‘ l
Due to,
.
9. Bmhpim_m%&_%_l__ ./ %1__ FYN|
(City, town, or county) - - | {State ¢ foreign conntry} - IB
bl Other conditiona
10. Usual occupation....... e S || 7 (Tactade pregnney within $ montbe of] desth) i/
11. Industry or business PHYSICIAN
M fndinga:
E 12, Nmenydmnw_mmwm_ — ai(‘)’{ ornjer:lrgi:nl
B / Z é . Underline
= \ 13, Birthpla < the cause to
: . (City, tawn, or county, {Statoor conptry) Of autopsy :vﬂc&&%ﬂ:
] { 14. Maiden nam XLt e c?mu rgf]l A
tis| y.
51 15. Birthplace_. = Sapsiniorss ZMW Gomosnmig Il 22. If death was due to external causes, £l in the following:
16. (g} Informant tdidertBeAa_ [FEANAT LN () Acddent, suicide, or homicide (apeciiy)
@ Adgress_ T4 % (X () Date of occurrence
1. ) Eeirs.. ® Dote thereel_3 /2 [ 44/ || () Where did injury occur? e - =
’ (Barisl, cromation, or removal) (M?sh) g" (Year)} (d) Didinjury occur in or about home, on farm, In indua place in puh[ic place? /
(&) Place: burdal or mmauon_maﬂglafm
18. (o) Signature of funeral director.
) Address_ B 43 2 A

o oHAE L3 o1, o

iastrar's cignature

(Licensed Embalmer's Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER - - -

i hereby certify that the body whose name is recorded on the reverse side of this certificate was emb:ilmed by me, erby"_"‘..

. . i

‘working under my personal supervision.

Llcensed Embalmer No Q‘é ? /Q
. --p.0. Addr&sﬂrtﬂ/?

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Fallure to comply
the above constitutes grounds for revocntlon of license. )

If this body is not embalmed, fact should be so stated above. - T



