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

!

DEPARTMENT OF-COMMERCE
BUREAU OF THE CENSUS,

BEC 16 194

MISSOUR! STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

37704

Sigte Fils No.

(c) Name of hospital or institution:

611 9th, St, /

{ir notin heapital ar ixstitution, wilte street number or location)

Registration District Noo o). (1} . Primary Registration District :\u_z.@Og Regisirar's No 6 9“

1. PLACE OF DEATH: 2, USUAL RESIDENCE OF DECEASED: —
ta) County B&I‘I’v i ' * [a) State..... Miﬂ.&,onri ............. (€] CountyBﬁrryd
() City or town M anatt 24 >3

(1f outside city or town limits, write "IKURAL" und name of township) (c) City or town. M Qrie tt

{1 outside city or town limits, write “HURAL")

611 __9th, St,

(ET rura), glve location)

/

{d) Street No

16. (a) Informant.. MI*8.a.. Fred Lillas P N
®) Address._.he.. #l ,...Mcm.att _MO-
Burdal

17. (a) (b} Date thereof...ll:
{Burial, cremation. or remova]) Month) (Du') {Yeoar)

(¢} Place: burial or cremation L o0, _0,.24..... mﬂ.t.el'.y._._,,_,.
18, (s) Signature of {uperal director.

(5) Address %—Wo Y2
1o @ JL=l D o LA)e ST ,,u.w_j\-

Date received bocsl registrar) P {Hegistrer's siguature)

() Length of stay: In hospital or irstitition :
Tyt (Specity whether {e) Citizen of forcign country? NO 4 {Yes or No)
In this community. : :
yours, montha or days) If yes, name country
. MEDICAL CERTIFICATION
3. (a) PRINT X
FULL mm:____Ma:ty....E.li.z.a.b.ei:h...Ro.lan ___________ . a
T PR — 20, DATE OF DEATH: Month 4 &% ... A8y et
. veteran, . (e urity ) 2
name war No None year, /? y/ hour. ? - minute, 4 d M.
21. I hereby certify that I attended the deceased from
5. Color or 6. {a) Single, widowed, married, 2 194, S o 2 19 f/
4. Sex Fema le IL race divorcegw...idowed h i Af;{ 2’ _4%
" 7 mmrreee=feemie== || that § last saw hdep=___ alive on P il : ' 19421 ;
6. (3 Name of husband or wife..... ... 6. (¢) Age of husband or wife if || and that death occurred on the date and honr stated above. .
John Nol : . ' Duration
[o] o418n alive_.... .years || Ifpediate cquse ofgleath )
7. Birth date of deceased.. DQIl 'L Bnow. Pasitivelg (2l in b :’
(Month) (Day) sar)
8. AGE: Years Montha Daye If lesa than one day Due to.
_Ahout 93 hr. min
/ N Due to
9. Birthplace. ..h@.ﬂmm. / o
(City, town, or county) (State or foreign country) i ; ,-)
A ) Other conditions.
10. Usaal occupation t * Hﬂmﬂ (toclude pregnanoy withio 3 months of death} al-’
11, Indnbstry or busi ’ ‘f; PHYSICIAN
ot Major Andings: - —_
= IV A Name.....s0D.. Bome A Of operations )
= Underline
S QRN - ( Kentuclgl)_ i e
1y, , OX oUny) Stnte or foreign country, 0
& { 14. Maiden maﬁOf}Tfl\nfﬁ{V? f autopay :ll:a‘;::guae-
5 tistically.
1
E 1. Bmhmace'"""'1%99‘;;2";%? ¥ (State or foarelgn country) 22. 1f death was due to external causes, fill in the following:

(a) Accident, sulcide, or homicide (apecify}
b)
(3]

(d)

Date of occurrence.

Where did injury occur?

(City or town) {County) (State)
Did injury oceur in or about home, on fn.rm in industrial place, in public plax:e?

(Specify type of place) -
(¢) Mypans of injury. ..

While at work?. ...

23. Signatdre....... /.

Address. ...

Sl

{Licensed Embzliner’s Sintoment on Reverse Side)



RECEIVED

District Health Officer No. 6‘.‘

District File Numbar. (R HEL /T D/ | . L '
" Date Filod ____DEC 111941 '

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...

working under my personal supervision.

Licensed Embalrnér No.......ZL. ﬂéé ..............

P. O. Address.. Al 2245

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

If this hody is not embalmed, fact should be so stated above.

J



