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THE STATE BCARD OF HEALTH OF MISSOURI

MBSTANDARD CERTIFICATE OF DEATH

Primary Regtstratlon District-No ““_..._

Stale File No 8 7 4 1
2422

. 1003

‘s

Registrar’s No.

1. PLACE OF DEATH:

2. USUAL RESIDENCE OF DECEASED: yaa

ts) County Missouri
() State (b) County. -
{b) City or town._.. t_l. Lol %34 .Ml sso; l.lr.l - N ? 2,
It ity or town limits, write “RURAL” and name of township) (¢) City or town 5t . Louls .
{c) Name of hospital &T institution: . {If outside city or town limits, write “RURAL™)
Homer Phillips Hospital // (@) Street No 2729 W alnut
(If not in hospital or institutjon, write street number or location) . i (If rural, give location)
{d) Length of stay: In hospital or institution.....29..]11‘.&......3.0....11111‘13... .
(Specify whether {e) Citizen of foreign country? ] (Yes or No)
In this community 3._years a
yeors, monthd or days) If yes, name country.
) ’ MEDICAL CERTIFICATION
s P“INT Ben Bolden

3. (b} If veteran, 3. (¢) Social Security

day. 8!
15 P nm

20. DATE OF DEATH: Month LLEI'CH

ear.. L Qb ..

-....hour. 8 minute.

o IR AR Tl e

name war. No
21. T hereby certify that I attended the deceased from MarCh
1 5, Color or 6. {2) Single, widowed, married, 7, 19'_[*4" w. March 8, 19.. M
% Se‘a'-le~— e mcanﬂgxﬂ.. AV”'Ced——Ma'r ried that 1 last saw h LI alive on March 8’ REWAY
6. (B {me Ofﬁusli' &0, WAoo 64 (€) Age of husband or wife if || 2nd that death occurred on the date and hour stated above. Duration
Ann 0 aiivé lyrﬂyea.rs Iinmediate causa of death
i dote of doseened. ABZU L 8, ....1899 | --fight Lobar Pneumonia 2.wks,
{Month) {Day} (Year) "
8, AGE: Years hs Dayd If less than one day Dhe to
L f*" &
w v | Lt e e, i ;
- v Due to.. Fa
.9. Birthplace. Artisia Miﬂﬂ_.‘-___/_ ) e . ™ / /} g'
{City, town, or county) {Stats or foreign country) i
. - ey e P . Other conditions
10. Usuval DccuDauon‘""“"“"“"""““’"‘Laho Yool S + (Inclu;:pmmncy within 3 monl.ha of, m;l.h;J'r
11, Tndustry or business ST , PHYSICIAN
- . : L ajor findings: L, ) .. —
E 12. Name Bob-"Bnlden‘-"-t-:--n a2l Tt g 5|7 Of operations........ e IR T
=) hUnderhne
2| 13, Birthptace . M4 E_B - . the cauge to
o ; (C"'" '+ (Btate or foreign country) Of autopsy should be
14. Maiden name ... wn ) _ . ] charged sta-
§ . L . tigtically.
[5 15. Birthplace......... i"c."&'gm Lo Bt o b s 22, If death was due to external causes, fill in the followings
. , ¥, x A
16.~(a) ‘Tnformant- . AfAnie Folden . - Ve ok jl.(0) Accident, suicide, or homicide (specify).... e
(O] Addre_q_q. . 27 29 Wa,,]_nut 8t . (¥) Date of occurrence
1 (o). : o (b) Date them"“““a“. 141944 (&> Where did injury occur? (City or town) (County) (Etate)
(B'“""" cremalion, or remeval) (Mcoth} (Day) {(Year) (&) Did injury occur in or about home, on farm, in industrial place, in public place?
(c) Place burial or cremation Mtis .'La _uis - IP—
2 o - . 5 Iy t; f pla . B
18, (a) Slgnatm Ofégﬂal d"eﬁ'ir A'tkiﬁs \Bro .'Und' ‘co - While at Work?________,_______f______(__l_,f__y (’30 DNIl;‘ul::) of i :u:uu_ry e
nnex Ke' g { - . B . L j
&) Address e amnantne nanan . .
@ 23, Signatu Alren S - ?M D

Address HBQ. £ LA

}_ LoC s 5 censed Embalmer’s Statement on Reverse Side) N e g
f.-élg LW e A . s
HRa =5 1544 ‘f’qd S
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,STATEMENT BY LICENSED EMBALMER: . . . i . T

- r R

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me; orby eemmeemiemiand

Registerre::l. Aﬁﬁréﬁtice'Nbi

working under my personal supervision.

Note: The above MUST BE SIGNED BY THE LICENSED FMBALT\IER in hls OWN HANDWRITING (leure to comply with

the above constitutes grounds for revoeation of llcense.) . . . N
If this body is not embalmed, fact should be so stated above. ’ ' ‘ -




