No = DEPARTMENT OF COMMERCE
e | Burgau or THE CENSUS
j

o

W

Remslranon District No Primary

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATEC} sz TH

Registration Pistrict No...

28732
Recisiror's to.._ SRR

1. PLACE OF DEATH:

2. USIJAL RESIDENCE OF DECEASED:

7oL

3. (&) Social Security

6. (a) Single eij gowed émrricd

3. (b) If veteran,

name war.

s Sex Male /j

it

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

JG (8) Name of husband or wifel F‘dith [ (c) Age of husband or wife if
alive 1886 ..years
7. Birth date of deceased Jan 21
{Month) {Day} {Year)
8, AGE: Years Months Days If less than one day
&z Fa 12
A I . Fe— hr. ....oe.min
................ Mo 2,
> - Birtbplace. (‘li:‘??ogl?ﬁ?n llcﬁ)o ¥ O-s {State or keelgn country)
10. Usual occupation .
11, Industry or business
]
= Rt Name....._..Bhy.nﬂlda...mtOn . s
E 13. Birthplace Indiania /
H w {State or foreign country)
é 14. Maiden name. S%aﬂ 'B?’:Wﬂ
51 15. Birthplace Missour o)
= {City. town, or county) (Bul._a or foreign country)

21,

Missouri

(a) County. (@ Staee . ® County /5 Ly
(6) City or town St Lends,. Mo, St fouis = A

(1t autside ciby or town Hmits, write *RURAL" uod name of townahip) (¢} Cityor town L] s
{¢) Name of hospital or institution: %r ui-g ily or town Jimits, wrile "l_lfl'l-!AL") °

D2 LR L Lo .. @ sweano. 312 Utdh St.
(II’ not in hospital or uuti ul.mn, nnm atrost nnmbcr or location} (T raeal, give loostian)
(d} Length of stay: In hospital or institution
(Specity whether || (¢) Citizen of foreign country? * (Yes or No)
In thiscommunlty. - 0
years. montha or days) If yes, name country.
MEDICAL CERTIFICATION
3. (o) PRINT
FULL NAME................23, - FULT . . ‘J
SANUEL Hy TON 20, DATE OF DEATH; MonthGIE8N: a0y B0 ~

L.

yar.....f_?_¥_L.hnu.r..__3_4.(3.0.

I hereby certify that I attended the deceased {r,

.minute.. . -
G

Imm

Due to...

fate ca of ggath

Due to

Other cooditions...-
{Include pregoaney within 3 months of death)

PHYSICIAN
Major findings: ’/ J—
Of operations
' Underline
the cause to
lwhich death
Of autopsy.... should be
charged ata-
Listicall
22. If death was due to exteraal causes, fill in the following:

(a)

Accident, sticide, or homicide (specify)

!_6. {z) Informant. ____.,,F_'mma_ Thomas
® Addess..............St-James..Mo. (b) Date of octurrence
17. (a) --gurial e (8) Datethereof.00% .8 A2 {c) Where did Injury occur? i ; s s
urlol. cremation, ar camsoral e’t,hany Geﬁ;wl cath) (Day)” (Yeur) (dy Did injury oceur in or about home(. 0:1 f;rr;ri; industrial ptace. in publgc place?
Place: - O eeger e mpemtmere b s e mememsm b
. B Siar:e bunalror cre;n:lnon.__ 1 tHE.AGb 6T
8. f .
18- (o) Sinatare o 4954 'ﬁ&nchester Ave, While at wo
@ Address 23. Slmture.. e -
' (BCD%E-:J Jﬁﬁ fatrar) @ {Rogistrar's signatare) Address...... j£3

Z

(Licensed Embalmer's Statcinent oo Roverso Side)
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) 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 ...........
.......... g , Registered Apprentice No,‘
-]

T,
working under my personal supervision,

" Licensed Embalmer No. - = f /

 P.0O. Address. Mn}%a ............

Note: ' The above MUST BE: SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply wi
“the above constltutes grounds for revocauon of license.)

If this. body is not embalmed fact should be so stated above.
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ANCT=USE-UNFADING - BLEACK-INK=manr~i PERMANENT RECORD
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DEPARTMENT OF COMMERCE

BUREAU oF THE CENSUS

Regislmfion District No..............

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH
Primary Registration District No.._/éio_i....

sute pits ¥ NE 722
FAXp

Registrar's No,

1. PLACE OF DEATH:

(s} County Py

(¥) City or town
{¢) Name of hospital or institution:

NP ol 5/ Y PP

(If outside city or town limita, write “RURAL" and name of Lownshin)

{if not in hospital or institution, write streat number or locatioh)

(d) Length of stay:

In this community.

In hospital or institution

{Specify whether

yeara, months or days)

2, USUAL RESIDENCE OF DECEASED:

{a} State. (b} County.

-{£) City or town

(If outside city or town limits, write "RURAL™)

(d) Street No
' (1f rural; give location)

(Yes or No)

() Citizen of foreign country? v

If yes, name country.

3. {¢) PRINT
FULL NAME_

3. () If veteran,

name war,

3. (¢} Social Security
No

e

5. Color nw
Tace

4, Sex

6. {a) Single, widowed, married,
dlvorcedv_

20, DATE OF DEA'I;I Month...

v/

21. 1 hereby certify that

6. (b) Name of husband or wife.... . 6. {¢) Age of husband or wife if '
Duraiion
be ]
7. Birth date of deceased % X7
hﬁ-m) (Day). \((\' RN} w
.
i
8. AGE: Years Momhs Daya )> Due to
Due to
9. Birthp!ace..._.._..
unty) (State or foreign counntry)
Other conditions
10. Usual occ {include pregnancy withlo 3 montha of death)
11, Industry o \\J} PHYSICIAN
o ) Major findings: —_
12. Name. Of operations.
E A Ve Undertne
= | 13. Birthplace the cagse to
(City, towbn, or county) {State or foreign country) Of autopsy. :’hou ) dabe
14. Maiden name charged sta.
itistically.

15. Birthplace.

o

16. (&) Informant

(City, 1own, or county)

(Stata or foreign country)

' (b) Address_ ..

17. ()
(Burial, cremation, of removal)

(c) Place: burial or cremation

{8) Date thereof.

(Monib} (Day) (Year)

18. (o} Sigmature of funeral director.

{}) Address

o @ OCL 91 16857

{Date received local registrar) N

g3

22, If death was due to external causes, fill in the following:
{o6) Accldent, suicdde, or homicde (specify)

(¥} Date of occurrence.

(c) Where did injury oecur?.

(City of town) (County) {State)
(d) Didinjury occur in or about home, on farm, in industrial place in public place?

(Specify typa ﬂ placa)

(thmr-umwn)

VWhile at work? e (€) Means of injury. JES—
23. Signature. (M. D.orother). ...
Address. Date signed.... ...

—






