"R ST,

Registration District y,.......‘l....‘...... .

STANDARD CERTIFICATE OF DEATH
anary Registration Distdct.‘N].Q..Q,B. verarsenere

MISSOURI STATE BCARD OF HEALTH

State File No

3475

Registrar's No

84314

1. PLACE OF DEATH:
{a) County.

(#) City or town.... 3bs LOWigS, Miggouri
(I outside city or town limits, write “RURAL”
() Name of hospital or institution:

_..St. Lonia City Hospital .

If not in hospital or institution, wnu atreet uumber or

and name of wwn;hm)

locntlon}

2. USUAL SIDENCE OF DECEASED:

{a} State

Lo =g 5@\&

(¢) City ortown \S:’){;'"

(If Siitside city or town Liflits, writa “RURAL")

{d) Street No... d’ é 00%

(d) Length of stay: In hospital or Institution.. ... .- 3Da%§emﬁm“ P ../ o VAR

In this community. k‘5—-—0 A .
years, months or days) 7 (&) If foreign born, how long in U. 8. A.? years.

i MEDICAL CERTIFICATION
3 (o PR e Everett Foss
20. DATE OF DEATH: Month_Qgkober . day 224

3. () I veteran, 74 3. ;} Sqﬁ Security year 19}; o 10315  minute..... Asm
name wer hdans 2] 21. 1 hereby certify that I attended the deceased rmmMQQ_thQI.‘ ................
5. Color or 6. (a) Single, widowed, married, ﬂ ’ 10. 190 l]lm October 22, 19_!.[.,1.;

e Pztale.

|/ divorced. LAt glt

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

that I last saw h.im._. aliveon. .. ...

_Qetober 22,....

“e) Place bupal or cremat!o

18. (o) Signature of funeral director_,

o
._._.._ L R ()

19, (a)
Dnu received local registrar)

and that death occurred on the date and hour stated above.
6. {b) Name of husbapd or wife_ a,ZZ‘eJ 6. {c) Age of husband or wife if Duration.
[ . e B e allve._ = o ve: Immediate cayge of feath >
7. Birth date of deceased I / f‘ S/ MM o b L2 fE .
(/  (Mouff) (Day) {Year) fdﬂ?ﬂéﬂl_ . A tals ?
8. AGE: Years Months Daya If less than one day Due to. . o
? 0 \3 02- / min
Due to. ]
9. Birthplace /7/La,442_. / i i .
s tr town, or enun!.y {Jtate or foreign country) ;
10. Usual occupation..... f/&' ===~ |§.  (Include pregnancy within 3 montha of death) L{’;
11, Industry or bminess % o .- % PHYSICIAN
B {12, Name w Major tindinge: o H2 —
Tt
: ‘Zf/ iliod e
m \ 13. Birthplace. e A
o D, O, unly) (State or I‘wd;n eountry} - Of aut . J ] ] :’lil‘lﬁl:l]t;ljeabth
£ ( 14. Maiden nam . ___“.mm?.m. altopsy H ff‘“:fi.:ﬁ’“f
51 15. Birthplace : istically.
= . l'.y, town, or (Smuu farelgn conniry) 22. If death was due to external causes, fill in the following:
16 (c). Informant. 14_4,54‘/ (e} Accident, suicide, or homicide (specify).
- (8), Address Lﬁ OZ 0.3 It e D ) Date of accurrence.. —— =
i? (a) PO % 2 Wy W o Zuan s A (b) Date thereof. 7 0 .2 é 7/ (e} Where did hﬂm OOCIII? {City or town) (County) (Stata}
(B"’“' °'°m“'°"' o “"’“"l) apth) (D") (Year)’ (d) Did Injury occur in or about home, on farm, in Indystrial place, in public place?

While at work? __, P

23, Signat

Address__ 2015 Lafayetie AV

M £ /’ or other, -
st _;‘;%xgé‘ziz;

{Licensed Embalmer’s Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

. hereby certify that the body whose name m recorded on the reverse side of this certificate was embalmed by me, or by

: Registered Appréntice No.ooo...

working under my personal supervision.

P. 0. Address A

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

If tlna body is not embalmed, fact should be so stated above,




