D A Y Y

S

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

DEPARTMENT OF COMMERCE

FILED"JAR 1324

THE STATE BOARD OF HEALTH OF MISSQURI

STANDARD CERTIFICATE OF D
Primary Registration District No. ‘jt-\? '2'

2074
State File No.
Registrar's No. 3 KSJ

TH

{a} Coun
(¥ City or town

(1f outside city or tlown limits, write *"'RURAL" and name of township)
{¢) Name of hospital or institution:

{Specily whether

({1f not in hospital or jnstitation, write strest number or location)
(d) Length of stay: In hospital or institutfon

In this community.
years, months or days)

2. USUAL

IDENCE OF DECEASED;
. . (b) COM
/ , /

— {[I’numdn u'll.y or l.o'n l:m:l.l, wr‘h«e RURAL"}

?}’

(&) Street No.

{If rural, give location)

€e) Citizen of forelgn country?

(\:e_a or No)

If yes, name country

Sl BT Thoma s EpwARDBAlESS.

3. (c) Social Security
No...— ...

3. (¥ If veteran,

—_—

DA War.

=

O 5. Colurpr {c) Slngle, wid wred &w
4. @(é‘_ .............. divy ey L
6. (b) Name of husband or wife....— ... 6. (¢) Age of husl or wife if
___-—-._'_—_‘
Ve T s
7. Birth date of deceased... LA = / ” /Z/(‘ff
{Month) {Day) {Year)
8. AGE: Years Months If less than one day
N

. Bm,m%é’wéa— W«TQ e 0

“Stefry, town, or com{t;) ~ - (Siate or forelgn country)

tion e Tl Eaent

10. Usual occ

MEDICAL CERTIFICATION

4
X

LD
m[nuh—"eo 0101\{.

0. DATE OF DEATH: Month

i 7/[4/

hour

21. I hereby certify that I attended the deceased from 4

wf %,
4

/ -1 195_/_4, W/ e z“:/

that 1last saw b £#*alive on // "g'ﬂ /
and that death occurred on the date and hour stf:cd above.

Immedli cause of death

/i'f/ﬂ

Othet conditions
{Inelads progouney within 3 montha of death)

. Industry or busingss.

11

E 12, N
£ 1 13. Birth
S

{ 14, Maiden name.

< PHYSICIAN
Q f éﬁdg/ Major findinga:
o= . b Of of tions
é" j aper Underline
%‘Q ﬂ tti;a_ c:lcllse ul)
l'whilc. eath
foreign cousitry)} Of autopsy should be
o r_ha:geﬁ sta-
2 2 * ﬁ tistically,
15. Birthpla n 22. If death was due to external causes, fill in the following:
iy, town, o gount ) {State or fureign coudiry)
- {a} Accident, puicide, or homicide (specify)
M b ot % (b} Date of pocurrence
-— Where did i oocur?.
(®) Date thereof..£7. 2 F AL | @ r njury occur e s o

{Barial, mml.iun. or removal)

/AN

onth) (Day) (Year)

)] Addmss

19. (a) /

(Dnureecwedlouln

(d) ce, in public place?

Did injury occur i?ﬂf&)ut home, on farm, in industrial p

,,w-f.

(Licensed Emha‘lmer ’s Statement on Reverse Side)




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...

working under my personal supervision.
W
Signed Loy &
Licensed Embalmer No g "(W

P.O. Address..m ZL“’

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply witl
the above constitutes grounds for revocation of license.)

~

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




0. 2B
5-43
I X35930

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

DEPARTMENT OF COMMERCE
Bureav oF THE CENSUS

Registration District No........... 8H£_I_

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICA{TE OF DEATH
Primary Registration District Na-._sﬁ_\_i_gl_i }

el
g5 0

State File No

Registrar's No.

1. PLACE OF DEATH:
{a) County. .. . __. _CA.

{d) City or town.

“(If outside eity or Imn{lu%ﬁa 'n!a BURAL" nnd name of wwmhlp)/
{c) Name of hospital or institution:

(If not in hospital or institution, wrile street number or location)

(d) Length of stay: In hospital or institution

{Specify whether

In this community. i
yoars, monihs or days}

{a)
(c)

@

(e)

. USUAL%C—E‘OF DECEASED: Z 9
State County.

City eor town

[4 V {If outside ch.y or lown]:mn.u, write ‘ﬁU!\AL )

Street No.

(if rural, give location)

Citizen of foreign country? a2 el

I ves, name country.

{Yes or No)

3. {a) PRINT
FULL NAME

3. (¢) Soclal Security
No

3. (&) If veteran,

name war,

6. (2) Single, widowed, married,
divorced___

| S. CaI%

D741 -
6. (») Name of husband or wile.

4, Sex

7. Birth.date of deceased....._..

20.

21.

MEDICAL CERTIFICA

DA’I'E(7 Dz\'l'& ;:onth,.., ....... .
year. y 2 P, N

I hereby certify t

8. AGE: Years

.9. Birthplace. ... ?\ %\ ______
Other conditions. Y \
10. Usual mueﬂog {Inctude pregnancy wilhin 3 months of death) a \
t1. Tndustry or busm Fal \ PHYSICIAN
M.ﬂ,s){ findings: \ 1 ) ] —
tiona
E{ 2. Name o ‘ ~ hUnclerlima
£ | 13. Birthplace . , { thecause to
{City, town, or county) {3tata or foreign country) Of autopsy ahould be
E 14, Maiden name chatged sta-
tigtically.
§ 15. Birthplace., P —r——p——_— it saseee- [ 22, If death was due to external causes, fill in the following:
16, (a) Informant (a) Accident, suicide, or homicide (specify)
® Add () Date of occurrence
17. o) : - (8) Date thereot. (c) Where did Injury occtr? prrpe— e
(Burial, cremation, or remaval) (Mooth) (Day) (Year) {d) Didinjury occur in or about home, on farm, in mdustrial place in public plar.e?
{c) Place: burial or cremation.
18. {a) Signature of funeral director While at work? Bpocity tyw 0' phu)of m]ury
(b} Address W
19, () & 23, Signaturél_AY 2 55 A (M. D or other)..
. (a )
(Dats received focal rexistrar) (Registrar's signaturs) Address...__X, I V1A /, s ... Datesigned_ ...







