 No.2 DEPARTMENT OF COMMERCE MISSCURI STATE BOARD OF HEALTH -_; 5 U 2 1
Stale Fite No

P HLEE"'E“" or TR Crusus STANDARD CERTI FICATE OF DEATH
1 X28390 RmmdﬁglﬂéNo ayj Primary Registration District No —o 1 Registrar's No "? o

e P, 275 4 :;,”:::‘.. gt w i ard 163

J
0 (&) City or town e oevo ...

(1f outside cily or town litaits, write “BURAL" and aume of towrzakip) {¢) City or town, -
(¢) Name of hospital or mstft.ut[on/ el {if gutside city or town Limits, write “RURAL™) a
N (If oot in hoapital or institution, writs street number or locetion) () Street No (1f rural, give location)
(d) Length of stay: In hospital or lnatit!mnn - .
Z Md (Specify whether {¢) Citizen of foreign country?. (Yes or No)
In this community.
yeurs, months or days) If yes, name country
(a} PRINT M i '2’\ p ﬁ G E MEDICAL CERTIFICATION
FULL NAME_. b O 04\ 20
20. DATE OF DEATH: Month A\ ¥ . .day,
3. (b} If veteran, 3. (¢} Scocial Security /
year. hour...... B e e ... M
name war No

21, I hereby certify that I attended the deceased from.

s, ColoW 6. (a) Single, widowed / 195,42 o
race blvorcedm that 1 last saw ey alive on Oet s2

ekt /|

6. {& Name of husband or wife... ... 6. {¢) Age of husband or wife if || and that death occurred on the date and hour stated above.
AUVE e ﬁ Immediate gyse of death. " ey
. 7. Birth date of deceased. m% /1_._.. "_/fmu é i ?""" Bt o [ P o
| {Day) (Year} V
|
| 8. AGE; Years Months Days If less than one day Due to ~

IR I e
9. Birthplace ﬁ)Wg ?)Z{d / Due to

“(Cityytown, anty} (State or forelgn cotlitry) : s A ﬁ
10. Usual i ww . Other conditiona ( I{ /L‘_,.(-'
. Usual occupation...e M. . O A e 0 " oS st oT death} / . y

11, Industry ot Ixy PHYSICIAN
Maijor findings: —_—
@ a_Z/r Of operations. Ll

g 12. Name.... "&&4 o peratio i Undetline
=1 43 the cause to
= . St { L G s - L’ 'which death
= Of auntopsy. should be
= 14 charged ata-
-] tstically.
S . FL T oryingamin 22. 1f death was due to external causes, fill in the following:

{(6) Accident. suicide, or homicide (specify).... &7,

16. (o) Informant.

& A M g ____________ﬁ{_é__ (8) Date of eccurrence___#~ =

17. (a) /”f”/ b) Date thereof, / O _-/2 -'y; {c) Where did injury occur? (Cll!wlo"n) (Conaty) (State)
Barisl, cremation, or remaval) {Month) (Day) (Year) {d) Did injury occur in or about houe, on farm, in industrial place, in public plm:e?

(c) Place: burial or cremation
18. (o) Signatur eral du'ectod

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

(Specify type of place)
".. .. (¢} Means of injury_. ‘_f__.._.._.._..._..

While at workf......
) Addtesa WJ . 4 2. Sicoat M.D v .
. Signature.... vt . 3008 S0 -D. erotterar. ...
0. WO LL =52 o AP (/PP ;
(d) Dute roceived éruﬁu-zr). ®, {flegistrar's signature) Address . Date signed..

1 l 3 ! {Licensed Embalmer's Statement on Reverse Side)




N RECEIVED
. Cistrict Health Office No. 2,
District Fite Number //%4R~2.3.2/

Cabe Filed /-3 - 52

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 Wsonal supervision.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. * (Failure é comply with
the above constitutes grounds for revocation of license.)

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




