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STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH s ru o 2} 5%’8
Primary Registration District No. .______AQ&O p- . Retistraz's No.

1. PLACE OF

(e) County.....
@) City or,

A

{c) Namé hospital or institution:

(If eot in hoapltal or {natity

yeonrs, months or days)

(If cutaidde m’r.: or town lmita, write “RUHAL" und oame of tawnship)

es. /

a, write street number or lucat‘i.}l/
{d) Length of stay: In hospital ot inatitudon

(Specily whatber
In lhmcommunity.___;zﬁ q.&@/.vi_-_{__._ = Y —

3. (a) PRINT
FULL NAME

3. (b) If veteran,

2. USUAL RESIDENCE OF DECEASED: .l 4&

(a} Sme_m_ (%) County.___ LLL&’A{I&LI
7 d

() City or town //WM
(If outgide elty or town limite] writs “RUIAL"} y

@ Steet No.gl L F Lk, & 2 Tea.

3. (¢) Social Security
No. l-"'-’

& . Birth date of deceased_..__..____

e ofﬁband or wife_..._..

npame war. ¥
Color or 6. {a) Single, widowed, married,
Suzaa)ﬂﬂ-&, / ‘Z-d.{vurr:ed.. 47700

6. (b)) N; e B (€) Age of huahand ot wile if

(1f raral, glve location)
(e} Cltizen of forelgn country? - (Yes or No)
If yes, name country, ~ 7
MEDICAL CERTIFICATION
20. DATE OF DEATH: Month__ /.. 2. day. 2 2.
yeat. L7 55 ? A 4 minuteg J_A M,
21. I hereby certify ;ﬁﬁ)‘;n ded tff\deceased j#p
o 1877 TP
that T last saw h alide on 19}

and that death occurred on/tse date and hour stated above.

L' d
B. AGE: Months Days Ii less than one day
%‘ 7 9-\ 6 2 f ht. min
9. Birthplace W /

{City, town, or coynty) {State or forelgn country)
10. Usual occupation 0-7{_ W

Other condifona
{lnclude pregnancy witkin 3 months of death)

16, {(a)
) Addr Q /f ........

Lo

17. (). %
{Burial, tion, or removal)

(v Place: burial or crematio:
18. '(c)
(&
19. {(a)

Signature of funeral directo,

v PHYSICIAN
Major indings: —
Of operations......_.
+ Underline
the cause to
p hich death
Of autopay. nhould be

. /Q%@@_ Mﬂ:(/fé._._._; WAl

(Registrar's dnumre)

i
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22, 1f dcar.h was due to external causes, fill in the following: V
{a) Accident, sulclde, or homicide (specify)

(3) Date of occurrence.

. (¢) Where did injury occur?. :

{©lty o town) {Con . (9tare}
(d) Didinjury occur in or about home, on farm, in Indastrial nla.ce. it;public place?

\
While at wor [g
23, Signature.

{Licansed Embalinter's Statement on Rneru Side)
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STATEMENT BY LICENSED EMBALMER

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

, Registered Apprentice No e ,

working under my personal supervision. %?} .
Slgnm% i ; /(A/\-/( ,Qfﬂ

Licensed Embalmer No é{ O 5

P, Q. Address_ /... A=

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

If this body is not embalmed, fact should be so stated above.
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11, Industry or busin
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