. No. 2
—1-4-41
5-17-39
1 X263%0

00
‘7

4

WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD
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Rezistmttou Diutrlct No..
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4

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE Oli @Bﬁ H State File No.

40448

Primary Registration District No... Registrer's No 1 ﬂz: i

i. PLACE OF DEATH:
(a) County

) Ciey or town.........SbheLouig

(If outalde city or town Limits, write "RURAL" end name of townahip)
{t) Name of hospital or institution:

Pacific Hospit

(ll’ nolin hn-ptl.nl or institution, write strest Dumber or location,
{d) Length of stay: In hospital or institution

-0 O F—

{Specily whather

In this community.
years, months or days)

2. USUAL RESIDENCE OF DECEASED:

@ stae._.J11linoda. . . ¢ comy..Jackson.
oy 4//@

(e) Cltyor town.mlrg rshaoro._. N
(IT outaide city or town limits, write “RURAL

(d) Street Nowuee 230 8. 9.1’-]1‘__81'“_____ —

If rural, give location)

(e} Citlzen of foreign country?

If yes, name country

(Yes or No)
-4--/

L@ PRINT R,y Lrg 22 &l 72 /yor’:]d??

MEDICAL CERTIFICATION

(8) Addrﬂn

19. (a)

(D-u raceived

{¢} Place: burial or maﬁonwﬂgmgng boro [ Il 1'0
18. (a) Signature of funeral director.. Albe I't H..HOPPQ S,

T & 20, DATE OF DEATH: Month.._/%. tay L& _
: ( ) veteran, U_nk 3 (C) SNO_-aalne 24 year. /4 ‘// hour. ‘? minute, /’-‘ p M
fame war ha ° 21, I hereby certify that I attended the deceased from 4 4}/ ¥r
s. Color or 6. {a) Slngle, widowed, married, 19 w Ll P2 Y T
4. Sex Male / 2 mwhite divorcodl..g_ﬂ;mied that I last saw h?_**? sliveon. £ 0.~ 2L %7 ) L —
6. {b) Name of husbaud or wife... rve 6. (¢} Age of husband or wife if || 2nd that death occtirred on the date and hour stated above. Duration
R -2 H illa- MO r_ga'n alive...... LM _years || Immediate cause of death
7. Birth date of deceased.......J ATAE 29 1867
(Month) (Dny) (Year) yo™ Qﬂ el ﬁmmi?/ e !
8. AGE: Yeara Montha Days If less than one day Due to b
7 4 5 2 3 - min ;... .......... ./%b m / A / L,
ue to.
5. Birapice... MUTPAYBDOTO. ../ Illinois 77
. . (City, town, or county} (State or foreign country) - % M
10. Usual or:cupatioL..........B.e.t.1I'.Q.d.....Qﬂnduc.t.o.r....................._... c’(‘l';:{nf,‘:“g‘:“::’x . ;-e’é o dein :/'7 7
11. Industry or business ' E : 5/;.:;:401,;{ PHYSIGIAN
Major findings: —_
E 12. Name.....coceeverene Thomas. uorga%’ OF operationa, Underline
[ . .
=\ 13 pirnpee.. MUTDOhY8DO f° - Tllinois _ ) thecauseto
{Ci of county, Bm.e or fareign country, bould b
E{ 14, Maiden name... ﬁé‘he QE. HenﬂO Of autopey sl :u ]ltae-
tistically.
§ 15. Birthplace . Gﬁﬂqﬂ%ﬁ% D o 4}3;1—;‘ %ﬂ&r 22. If death was_due to ext.emal cauw'u.‘ﬁli in the following:
16. (a) [n_formant__,______,_____Mrﬁ,..B...E.M.QIg.an....._.........._........._........... {2) Accident, suicide. or homicide { ¥
(5) Address......... Muxphyﬂhgxo.,lll. ......................... _{| & Date of occusrence
ooecur?
17. (2) Al . ) Date thereoi =44l || {9 Where did injury Cive o vaws (Conat) B
(Buarial, cremation, or remaval) (Month) {(Dsy) (Year) {d) Did injury occur in or about home, on fa.rm in indnstrial place, in public place?

{Specify type of place)

Wh:le at work? ..reecer o eeoereme—. L€} Means of injury.....e.—

4700 ¥ m Signature. /Mm < / Q O3 A {M.D.orother)..ccere..
@) - (Resltrars Addmam_._&!t . 4%4{ Date ngned_M 74

(Licensed Embalmer's Statement on Reverse Side)
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. : STATEMENT BY LICENSED EMBALMER ' .

cad k200 T * . !

1 bereby certify that the body whose name is recorded on the reverse side-of this certiﬁcate was embalmed by me, or By .o

Reglstered Apprentlce No

Slgned......Q (A )‘n\ ﬂ&v&/@)"\

/"
" Licensed Embalmer No, -, \ 3 \()

. : P. O Addrﬁs ‘-J} #}jﬂllm :

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMFR in his OWN HANDWRITING. (Failure to comply wi
- the above consntutes grounds for revocation of license.) .

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

working under my personal supervision.




