5. No. 2
M—5-43

. 5-17-39

I 236671

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

DEPARTMENT OF COMMERCE
BurEAU OF THE CENSUS

THE STATE BOARD OF HEALTH OF MISSOUR|

STANDARD CERTIFICATE OF D ATH State File No._

003

290
84

60

Adams

6. (b} Nmﬁe of husband or wife......eeocrceecicees

Immediate cause of death

6. {c) Age of hushand or wife if || and that death occurred on the date and hour stated above.

9. Birthptace........OK0l oR&

Due to

alwe__....._
7. Blrth date of dcc&sed____.“.J u&mt;v 26, — /f %a’/ Atrophic.Buperficial gastritis. |-
8. AGE: Years Months D'.'g;.. If less than one day Due to "‘)Vdf
|/ 48 3— hr. min g
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16. (o)} Informant. George w'

\F ieldn % Wy % foee -+ || a) Accident, sulcide, or homicide (specify)

) Adg

{City, town, or county} {States or foreign country) M /
R . .« .. Other conditions
10, Usual occupation . inapester . . : “{Toclude pregasioy within 8 months of d:f} /
11. Industry or business __._. Argonsl_Plant Neaior R v PHYSICIAN
- . or indings: . ——
. Name.... - Andrew F].Q 14. - - ¥ [ Of operationst._: s i o 1.8 Lo )
J— i Underline
5 13, Birthplace .. :Minsissippi hich death
{Cil wn, or count " * (Stata or foreign country} Of autopsy. should he
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tistically.
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17. (@) I ;

{¢) Place: burial or cremauon..._.....
18. {a) Signature of funeral dlrector
@® Add_yt 13
UCE

19. (@) oo
(Dats reeahrad lucnl remu-ar)

1844 0 fﬁllon Btreet (b} Date of occurrence

{c) Where did injury occur?

P T (City or town)
r {d) Did injury occur in or about home, on farm, in industrial place, in pubhc place?

{County}

_(Rcmuu s :imture) Add - L L

1 ’ .. (Spocify type of place)
Wi'ule at work?_.__..__....._._.... PR (:)_
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T QUU (Licensed Embalines’s Statement on Reverse Side)

.......................... Primary Registration Dtstrict NO i Registrer's No.
1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED: /
/A
{a) County 8 Touls (o) State Missouri (% County.
(b} City or town i /
(It ovtsida city or town limits, write "RURAL" and name of township) (¢} City or town...... Stp [ Lea i ]
(¢) Name of hospital or institution? . {Ef optsids city or town limils, write “"RURAL"™) > .
Homer Phillips Hospital 7 1844 O Fallon ®ireet s
A " : W) {d) Street No.
(If pot in hospitel or institution, writa street number or location) R {(If rural, give location) P
{d) Length of stay: In hospital or institution weoks
{Specily whether || {¢)} Citizen of foreign country?. {Yes or No}
In this communlty... 6 _months o
years, mouths or days) If yes, name country. £ 1
MEDICAL CERTIFICATION
3. PRINT 4
FoiT NAME Magnelis Pgopdams . Octobe 1
5 If 3. (o) Social Securtt 20. DATE OF DEATH: Month r day 2
3. 4 N . e a urity
( veteran, year 1%4 hour |nnt&.35_..___.......
name wWar. ... N® oo No...._.._Un:k .................. “Augus
21. T hereby certify that I attended the deceased fron
7 | 5 Coloror 6. (&) Single, widowed, married, 2, whh ., October 1, ro. by
4, Sex Fem .» race ol divorl:et‘l...g@i!gg.gﬁgm.. that T last saw h er alive on (h tober 1 » “




STATEMENT BY LICENSED EMBALMER:- . -"‘

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

working under my personal supervision.

. o ' . a . SR \¢ P 0 Address
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in lns OWN IIANDWRI'I ING. (Failure to comply with-
the above constitutes grounds for revocation of license.)

If this body is not embalmied, fact should be so stated above. . .




