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STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DE

Primary Registration District No...... Sl =/ W

414324
TH State File No.

509

1. PLACE OF DEATH:

HMORB['I\/

INTRANIR Mo . RF.D. gt ]
ou‘l-li e olty or town limits, wlh.e RUHAL" nnd name of tuwnah!p)
{c) Name of hospital or institution: /

{z) County..
(¥ City or town.,

{If not in hospita) or institction, write street oumber or location)
() Length of stay: . In hospital or institufion

{Specify whether

In this community..
years, montbs or days)

(\JM”&M JW ﬂtmet NOOQM+

Regisirar’s No..._..l éb
%.... () County.

2. USUAL RESIDENCE OF DECEASED:
_ R UWoR A \')J ‘;’
uwsK L.

@ saie.... /Y] LSS0
(Il cutaide city or town limits, write "RURAL"™)

{¢} City or town..........
RO B Mo, IT.F. D#l

(1f rural, give kocalion)

’)Vo :

{Yes or No)

{e) Citizen of foreign country?

If yes, name country,

{a) PRINT

FULL NAME.. -BQA/JQMH\L.. WI clcelh . .

3. (b If vcteran, 3. {¢) Social Security

MEDICAL CERTIFICATION

20. DATE OF DEATH: Month. ANOV . da

L9¥3... 3

______ ¥
minute. Ja g‘

hour.

18. {a) Signatur: of funeral director..... ™7

() Addr 7/4—.(.'.49_4 3. ___._ A
19. (a) ..% mq(

Raﬂ.u-r .} :!xlulur!)

gisiror)

year.........
namse war. NO- No. ”Du? —
21. [ hereby certify that I attended the deceased from VL bl Rt 4 3
Sﬁo]ur or 6. (u?lngl:. widowed, martied, , to //"'l «'- ‘{ } 19, ;
[y N -
4. Sex. M B.L' <. race. V\Ih 1€ divorced.M.ﬂ.RR;.C.D.. that I last saw hdad, alive on / /'-R O~ é/ 5 193
6. (b} Name of hushband or wife...._..._..oooooooo. 6. (¢) Age of husband or wife if {| and that death occurred on the date and hour stated above. Duration
ﬂﬁ 7‘}1 €. QM PJ WlCKfL |8 nhve er Immediate cause of "":_”‘ o . $
7. Birth date of deceased f? - m G O i e el
(Mou(h) (Duy) {Year)
8, ACE: Years Monlhs Days If less than one day Due to
67 /3 A
min.
a Due to ﬁ (.g
9. Birthplace.... C.Ikﬂ R !‘, ...... C D e eeronesincenannens M !9 /
{City, tawn, or munly) (State or furcign country)
Other conditions.
10. Usual occupauon """""" FB‘RM‘Q'R """"""""""""""""""""""""" Tresmr (lnc!ude pregnancy within 3 munths ofdmlh}
11. Tndustry or business : PHYSICIAN
= : . Major findings: ——— _
% 12, Name [} “'3 WICKGLL Of operations...... - Underline
] -
5Y 13, mirtpiace.. LN KnoW. N S A t—— i au o
coin or lare: zn counkry, Of auto B eeeeeins shotld be
g 14. Maiden name._ gh fﬁ]. w ”K}x L Bt / " - :hs:.rgelcll sta-
istically.
=
g 15. Eirthplace (Cuy P w““ r:!ll:n tﬁ,;y) 22. If death was due to external causes, fill in the following:
y y
16. (2) Informant.. e MR y /) C,{e | {6) Accident, suicide, or homicide (specify) -
(b) Address F Wite N M O (3) Date of occurrence. R —— e
ik, o
Iy {ak= -ﬁ—'ﬂtﬁ l-ﬂ--—-——'-—«-— (4} Date thereof ?’# (@) Where did injury occur? (City or town) {Cousnty) ASrate)
et a), crematica. o removal) (Monih) (ay) | {d) Did injury occur in or about home, on farm, in industrial Dlm:e. in public place?
b ' () Place: burial or cremation..! €, e —— —

Specily typa of plpte)
civas M

While at work?....x== of injury.

DFor Dthr‘ﬂDm.O

23. Signatur B
Address........ /

JOT73J

(Licensed Embalmer’s Statement on Reverse Side)

. Date signed. //?_?}}’.3




RECEIVED
District Health Officer No. 10
District File Number_ Rdnl 5 0% Z__.

UaEe Filed __-JAN 1 11.944. _____

' '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
!

\ )
The above MUST BE SIGNED BY THE Ll("FNSED EMBALMER in his OW\I [L\VDWRITING. (leure to comply with

Note:
the above conslitutes grounds for revocahon of license.) |

If this hody is not embalmed, fnct should be so stated above




