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Registration District N o A AR Primary Registration District Néﬂ..é__.,

Eire o SBCY g‘,gM STANDARD CERTIFICATE OF DEATH A

STATE BOARD OF HEALTH OF MISSOURIJ

149941

Registrar's No '/ 7

1. PLACE OF DEATH:
(a) County Jefferaan
{b} Cityortown. ___._.

e e MALLE .
{11 oatside city or mﬁm White "RURAL" and%ame nl;mmh[p

2. USUAL RESIDENCE OF DECEASED:

@ smte _Migsouri

® county_dJeffepson -

{Dinte received looal resistrar) T (Reciatrfg vignature)

Address.__ e

i {¢) City ot to Bursal < .
{¢) Name of hospital or institution: ¢ ¥ or towm éouuld- city or town limits, write “ILURAL™) -
Rout 2, DeSuto (@ Street No, ROUYE DeSoto E
(If mot in hmnlul ot imtitation, 'dullndwhrét loeation) {1f rural, give location)
{d) Length of stay: In hospital or institution J
n pecily whether || (¢} Cltizen of forelgn country?. NO (Yes or No)
In this community.._.. l‘ = f a .
years, montha or dayy) If yes, name country.
(@} PRINT rt h a v MEDICAL CERTIFICATION
Yot NAMIL........B.Mj rt_Joseph Reando
T 2 o 20. DATE OF DEATH: Momb MAYCR a0v 1]
3 v s . Social Securit
eteren Infant . ¢ ¥ year._...l_9_44 hour. : minute, M,
name war. Ne .
21. I hereby that 1 attended the deceased from.
. 5. Color or 6. (¢) Single, widowed, married, __........?' _________ .19 _5{_% to .
4. Sex..yg.'].:.gm...’g... mee_._.‘_m..it_ dlvorccd_mf_.a_-,..n_t...._{.) that T last saw h &‘n alive on.....
6. (5) Name of busband of wife mrmermmmen . 6. (<) Age of busband or wife if |} and that death occurred on the date and hour gtated abgve. Duration
Infant o alve years Immcdlat)ﬁae of death.. fof7%2 : t-
7. Birth dateof decensed__J 8N, 229 1944 y = 2 A :
(Month) {Day) {Year) Vi o
8. AGE: Yeurs Months Days If less than one day Due ton_MW'? A
o ok ok k 19 19 ,( ]
hr. in.
_ . L | Y A el M
9. Bithplace__ DES0OL O ¥ IS g/m
{City, town. or county) (State or forsign conntry)
10. Usual occupation T'ﬂfﬂ_n t O(lhﬂ' m’;ld:;ilu(::; within 3 months of death}
11, Industry or business R . 1:;} 3. PHYSICIAN
£ (12 neme. RBymond Re ando Majer findings: f;} N/ V] o
= . ﬁf"’ i nderline
=\ 13 mrmpuce ¥@Shington Co, Mo.nA ) //W} the came to
or or foreign coantr *
g { 14, Maiden rame RAOKEL” CHE 1 81 0 pHEfpe foreiea coontry Of autopsy ( ot e
= . Wash o etleally.
© { 15. Birthplace as ingt n Co, Mo ..is 22, If death was due 1o external causes, £l in the following:
= ty. town, or eounty)
16. (a) s {a} Accident, suicide, or homicide (specily)
@ L 2 () Date of cocurrence
17. {a) R‘lll" 1 al (&) Date thereof....l{&r.ch.._la -lI;@4Where did injury ocrur?, {City ar town) (Co (State}
(Burial, remation, or removal) {Manth} (Day) (Yord) (d) Did injury oceur {a or about home, on farm, in Industrial place in public placa?
. (¢} Place: burial or mﬁomme.mtﬂmMOJJﬂﬂ;_Y,&r_ﬂ
18. (o) Signature of funeral director. —I}e-e"-#o-ther—ahe—ad—m.._....ﬁ. While at work?. ___________._-f.?:ii,' “;’. o :la.;)of lniury._..............__.___!:)____
) Address_____ " /{gt <. - oL, ,2,_,2.’:5‘
19, (e} i - [ a 1 E ® . Signature R oy 2 B ot ool SO TR { or other =

. Date signed

3 ff 7 {Licensed Embalmer's Statement on Reverse Side)




RECEIVED
District Heaith Offlcer No 9,

District File Nember
Date Fled_£-37- 4 ,

STATEMENT BY LICENSED EMBALMER

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

working under my personal supervision.

° P.O. Addrmc
(Failure to comply with

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN H_ANDWRITING

the. above constitutes grounds for revocation of license.)
If this body is not embalmed, fact should be so stated shove.




