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

DE

JAN 10 1939

Registration District No..
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MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH
Primary Reglstration District Noé_lo.z,.___

State File No 4 3 P

Registrar’s No, 1:2 -!

i. PLACE OFW:, : 5
(o) County 3

(b)
()

A s fuirna!
--------- ﬂ.

write "RURAL" and namooftawmhfp)v}

City or town.
{It nul.uda ¥ or town IMI.!-
Name of hospital or institution: /

(d) Length of stay:

In

(I mot in hospital or jcatitution, writa street number or location)
In hospital or institution

(Specily wheother

this community.
yours, manths or days)

Aty

2. USUAL RESIDFNCE OF DECEASED:

. (3) County.

d

(¢) Cityor town.....,./ Ty

)
‘outzide clty oc town Hgaitd, write “RURAL")

{d) Street No
(11 yural, give location)
{¢) Citizen of foreign country? 4o (Yes or No)
v/

It yes, name country

Pl WM /08 8 A PA LR NN N FhAM

3

3. {c) Soclal Security
No.

(b) If veteran,

name wap.

¢
Sex._.m

5, Color or

6. (a) ?ﬁle, widowed, mprried,
vomm‘..“'""“!{...

Z

& —

MEDICAL C‘%FICATION
20. DATE OF DEATH: Month.. _ & Mg day

yrear. /qé{/ hour. 7"

21. I hereby certify that I attended the deceased {

» L= 19644, to...
A0 <.

m?Z-ezx..A

minute / a ,DN(_

e B~ 7~ 19.(2.‘/ ;

<. that I lagt saw bowe. alive on. = - .7 m— 1954/
6. (b) Name of husbandor wife Mﬂ"‘v 06. (c} Ageof huaband or wife it || and that death occurred on the date and hour stated above Da;orian
alive ... Immediate cause of
7. Birth date of decmedMM 2 2" it {_? S;’JJ' —
{Month) {Year)
8. AGE: Years Months Days If less than one day Due to_m Wm
; 02 a 52 -3 | hr. min X
Due to.
9. Birthplace__J A/ LAtatolet  Co - oz O
{City, town, or cannty] {State or foreign country) - N T
Other conditions. o
10. Usual mmﬁonw""*m“m“"—# {Include preguancy within 3 manths of death) #
11, Industry or bygfness. ([ I ) N 41 ’/ PHYSICIAN
] Mm‘gfr ﬁlld.illﬂ.‘l: ( Z V —_—
g tiona
5 12, Nam ,opera e thUndlerurtae
& {13, Birthplace ___ + ik doath
Of aut should be

& ( 14. Maiden name....._ A=t futopsy charged sta-
g tistically.
=

. Birthplace.....ccreea.. ol L
{City, town, or cn .

22, If death was due to external causes, fill in the following:
Accident, suicide, or homicide {gpecify)

(a)
Date of pecurrence

)]
Where did injury occur?.

(e}

{City or town) {Coun

ty) (
Did injury occur in or about home, on farm, in industrial plar.e. in public place?

State)

fy type of place} X
—. () Means of injury_..

While at work? e 7




RECEIVED
District Health Officer No 6
Lustnc& Filo Number._ /o 2 .2/

Date Filed ————— J A.N.-_..S.J.ﬂd.z..--

‘ STATEME;.NT BY LICENSED EMBALMER
This Body Was not embalmed

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

..... yd . , Registered Apprentice No,

. / 774

Licensed Embalmey,No. %7, .05 /L rreaeaeetsareeessansanneenee

working under my personal supervision,

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

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




