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

Do

’

DEPARTMENT OF COMMERCE
Buggav of THE CENSUS

HUED NOV § 3

Regdetration District !\o.._._g.___l.___! e

MISSOURI STATE BOARD OF HEALTH d‘; s

STANDARD CERTIFICATE OF DEATH

Primary Registration Distdct No..... £ T % 7

Staie File No.

£oo - Registrar's No

1. PLACE OF DEATIL

© Couty. o LA SO gy oroey——

() City or town_...
(lf ontgids city or town limits, write “RURAL"” and name of wwmh[p)
{¢) Name of hospita! or institution:

2828 Trongt Ave

{11 pot it hopltal of Inytitution, write strast number nr location)
(&) Length of stay: In hospital or instltudon

55 Years

{Specily whother

In this community.
years, manths or days)

2. USUAL RESIDENCE OF DECEASED:

o4S

@ s Mlgeouri _ ® County__lﬁ.ckﬂon.____.:
{¢} City or town.._......_K.gn B_aﬂ__giﬂ ___lﬁﬂm

{If oouaids city or town Hmitr write “RURAL")

2825 Troost Ave

{If rural. give location)

{£) I forelgn born, how long In U, S, A.? No

{d} Street No

aycara.

3. (o) PRINT

rurL name_ Mra Julana NYLUND

8. (&) If veteran, 3. (¢} Soclal Security

MEDICAL CERTIFICATION

Bth
30 Pex

20. DATE OF DEATH: Momn_QCEODED 4.,
1oh T 7

minnte,

name war__NONE _None year
21, I hereby certify that I attended the deceased from
l 5. Color or 6. () Slogle, widowed, married, 19, to 19_..;
o s Female divoreed ... Widowed ;.o ©L aiveon et S 1w,
6. (b) Nameof husbandorwife._______ ... 6. {¢} Age of husbaod or wife if and that death occurred on the date and hour stated above. Duration
_..BLI.':_L__..A'_.'_H alive... == years || Immediate ﬁe of death -
7. Bisth date of d 885 ko, Solov-a
. _ (Month} (Day) (Yoar) 7 /
e -
Cely Bl Ve xendy,
& AGE: Years Months Days If Jesa than cne day Due to :
22 10 2 hr. smin %M—af Mooz
F) Due to vy 7
9. Blrthplace.____Kﬂns,a.B C_i MlSBQur-i-—— . _/V M 1 .
. (Ciry, town, or wunw) {Stnta or forelgn country) I}Aﬁr
s . . |} Other conditions.
10. Usual occupation At Home . e (toclade progaancy within § monthe of desth) /«
11 Induetry or bumncu.__....,.H.Qu.ﬂ.eﬂlf_e_____._ S — PHYBICIAN
Major findinga: (-1 C(/J
& {12 Nme___F_.__A.__ﬂaodwn rd 20t operntions ﬁ‘:
= ,l Underline
Z 7 e
{City, gown, br tate or euunlrv) ) M,\,\,_L‘ M__ w 2
. 1o hould b
E 14, Malden mam: i_ Of autopsy. 4 Iehirged sth.
tistically.
s 18, Biuhp!ace.._.__lﬂ(-g: 22' ot covaty) % 22, If death was due to external causes, fill in the following:

16. (&) Tnformane__.@8XL _ Nylund _( Son)..
() Address &Lﬁanniaon_sr.neet______
17. (o) ___BJJ.I.'J..B.l " (%) Daie thereof. LOQee B

arial, cremation, o removal) {Month} (Du) (an)

(¢} Place: bural or mmuon_maﬂd..c.eme-teryi——
18. (a) Slgoature of fineral mmtor_Mﬁllm“Hmw

I
{Registrar's slgoatore)

{a) Accldent, suicide, or komidde (specily)
(¥) Date of occutrence.
{¢} Where did injury occur?
(City or town)} ({County) {Stats)
{d} Did injury occur in ot about home, on fa.rm. fn industrial place, In public place?

Spect(y 1 { place)
( ,(c,)womn.;a of inj

{Licensed Embolmer’s Statemnent oo Rercrse Side}




STATEMENT BY LICENSED EMBALMER

I 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........ 2.‘7

working under my personal supervision.

Signed ) . A % dj/
. Li%d Embalmer No y ; ? ‘4_‘(9—‘
P. O. Address. ,/C'

Note: The above MUST BE SIGNED BY THE LICENSED EMBAL\TFH i his OWN HANDWRITING. (Failure to comply
the above constitutes grounds for revocnnon of license.) .

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



