DEPARTMENT OF COMMERCE

Registration District No._z,, 0. "~ S,

ifiifpeoTT 21=194

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

31452

5

State File No,

Registrar's No.

1. PLACE OF DEATH:

Nent : .

Primary Reglstration District NO.M_.%.

2. USUAL RESIDENCE OF DECEASED:

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

(a) County. [
: ]
(8 City or town Salem. ‘AL NS @ Sme_Migsourd —— o comy.Dent . F 2
{If outside city or town limits, writs “AURAL" and name ol' tnm!up) ' e / :
{c) Name of hospitai or institution: i i (2) City or town Salem :
b'd / (If outaide city or town limits, write “AURAL") :
{If not in hospital or institztion, write street number or location) x /
. (d) Street No
() Length of stay: In hospital or Insdltution (Specify whether (It rural, give location)} Q
In this community.
yoars, months or days) (¢) If foreign born, how long in U. 8. A.? years.
MEDICAL CERTIFICATION
3. PRINT
FUL NAME. Tommy. Malone
i 20. DATE OF DEATH: Month......_.se.Pt; day. 3
3. (b) If veteran, 3. (¢) Social Security °, 1941 oo e P "
name war.._. 3 NOweeeceee e
21. I hereby certify that I attended the d d from
»% 5. Color or 6. (a) Single, widowed, married, 0 to
o, Mmal v divorced___ X '
4 X ace. vo A e that I last saw h alive on 19 H
6. (5) Name of husband ot wife__ 6. (c) Age of husband or wife if || and that death occurred on the and hour stated ve, Duration
TOFE
X alive__2% _veara Immedlate use of death... N
7. Birth date of deceased.......nn.n...- W.S.e..p.LnM ..... 5 ____:_L_.g_i.];_._
(bionc e o) Wﬁ , E 5'[ M
8. AGE: Years Months Days If less than one day Due to. __;
X X X 2 hrs & e
br. min
Duye to
9. Birthplace. ; Salam : Mo &
- City, town, or county) Stnte or foreign country)
10, Usual occupation Other conditions. /{ z
- U8 (tncluds pr within 3 months of death) 7
i1, Industry or busl X i i 7 4 PHYSIGIAN
{12 Name__Wayne __ Malone M e | VA : —
a - n - 16 N thUmlerline
=t L 13, Birth; lace_.._... S '_'be' e cause to
P P tow! ;\:lﬁ# bt G(Suu w‘iord;n oountry) which death
%‘ 14, Maiden name helma Thompso Of adtopay g
5] 15. Birthplace Carson L& / : tistically.
= A (City. town. oz coonty) {State or foreign couatry) 22. If death was due to external catses, fill in the following:
16. (o) Info 4 9 (o} Accident, suiclde, or homicde (apecify)
(8) Address......._._.Sglem {#) Date of occurrence.
17. (0) e GM“—* (b) Dats thereof. 9 4- /41 (&) Whete did Injury occtic?, e e
" (Barial, (Month} (Day) (Year} || ¢ Didinjury farm, in;ﬁdmma: p!a.ce in publie piace?
(c) Place: burial or cremation____ %% l_/ P &
18. (a) Signature of funeral director. i . . While at typo °fP’-'°°g )r.\-f/' -
(3) Address Salem” M )
_al 13. Slgnature D, ) N
19. (8) .. Q-7 Li —

{Datereceivad local rexistrar} 7% 4 (Registrar's dmtm)

Address —

-4 I %(Licensed Embalmer’s Statement on Reverse Side)



s \)r-" oY

e Yia
DECEIVED | RN
Yistrict  Health Officer No. 8,

Cistrick File Number./d._fi../..g.oj.a

Date Filed

. . o 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 undér my personal supervision.

Signed

Licensed Embalmer No

P. O. Address..:

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

If this body is not exnbalmed, fact should be so stated above. - ’ - C !




