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

DEPARTMENT OF COMMERCE
BumEBaU oF THE CENSUS

b ILED,JAY 10985

MISSOUR1 STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registration District No.....;l;.o..Q.Q_.__

State Fila No

41113

v

Repistrar's Na..._m...,

1. PLACFE OF DEATH.:

{a) County
{#) City or town

Sorinefield
(If ontside city or town limits, write * RURAL™ and name of township)
{¢) Name of hospital or institution:

2. USUAL RESIDENCE OF DECEASED:
Missouri

{a) State (3) County

St. Louis ‘7/

Florissan t (Rural)

{c) Cityortown

(I{ outaide city or town limits, writs “RURAL")

.

0!Reilly General Hogpital a (@) Street No Route #2 o
(If 0ot in hoapital or Institetion, write atrest number or location) v (I rural, give location)
(@) Length of stay: In hospital or institution d-ays No
9 day g (Specily whether (e} Citizen of foreign country? (Yes ot No)
In this community. f
yoarn, months ar daye) If yes, name country [/
3 1 PRINT TENEY G BIBPEN MEDICAL CERTIFICATION
20. DATE OF DEATH: Month. DECEMDEr 4., 15
3. (&) If veteran, 3. (¢} Social Security 19!4']-[‘ - 9 ! 30. P ",
OUT. t ot
name war, WORLD WAR I I Nn.._....m“_'__.___ year . minnte
21. I hereby certify that I attended the deceased from
O 5. Color or 6. (a) Single, widowed, married, || 7 December 1wttt o 15 December 10 L1
1 sex. Male _ White | U divorced..Single I oo hiM siveon 15 December 19,4,
6. (5) Name of hushand or wife... ... 6. (¢) Age of husband or wifeif |} and that death occurred on the date and hour stated above. Duration
!
'N.ﬂ ¥ .le' nﬂve_ ........ i ........... years Immedla_te cause of death
7. Birth date of dec Augmst 1918 |l Carcinoma of stomach 3 mos.
{Moath) (Du:-) {Year)
8. AGE: Years Months Days If less than one day Due to 'y
b/ 26 h‘ 12 hr. min ll /{{vj
. Vg . Due to / ) A
9. Birthplace, Florigsant i/ __Missouri MW
{City, towa, tur county) {State or foreign country) " T T
Carpenter - "1 otber conditiona, -
10. Usual cccupation TR (Include pregnancy within 3 months of death)
11. Industry or business. - . PHYSICIAN
E 12. Name. H€0ry John Bippen Major fodings: Biopsy of left supraclavicur ~—
. P . . . Underline
Z) 12, Bisthpiace FLOTLS8ANY ¢/ Missduri~ || 1er node; 11/8/4k, Findings: Carcnnom?_b;iggum
(ﬁ& ~lowh, or cousnty) (Stats or fareign ecuntry) Of au Co nfirmation of above wbouldm!?:
& | 4. Maiden name..... LSO 2 diasnosis charged yo-
E 5. Bisthplace_F1OT1ssaNY ( J Missouri 2 - _|dsticaily.
S . : ey a———l A i iate or foraign country) 2. If dat}_wal flnc to external canses, fill in the following: "
16. (@) lnformant AA_GO Forms 20 and 2 (s} Accident. sulcide. or bomicide (specify)
®) Address... gH o260 Bai\) \i ... Niagpr|f @) Date of cocarrence
17. (@ Remova (4) Date lhxm-nf C. -18 14U () Where did injury ? (Ciy o tawa) {Comoty) {State)
(Burial, cremation, or removal) {Month) (Day} (Year} || () Did injury occur in or about home, on farm, in indastrial place in pnblu: place?

() Place: burial or cremation 9.5 Loulq, Missouri

18. (a) Slgnature of funeral d:rector H
(b) Addreu ..................
19. {a)

(Date received local

(Specify typ- ol' place)
While at work?. €) X
P

......‘(M D.ofo

ofi/ury_.W c




i

4“’ k19
L

Y

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name i3 recorded on the reverse side of this certificate was embalmed by me, or by, e

, Registered Apprenﬂce No L

working under my personal supervision,

" P. 0. Addres® /2 ot

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN
the above constitutes grounds for revocation of license.)

If this body is not embalmed, fact shouid be so stated above.

(Failure to comply wit




