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

“DEPARTMENT OF COMMERCE

PUED Ja” ?%

Registration District Now ...,

STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Statr File Ne..... '5'9
‘-488‘6 .....

Registrar's No

PR S NG o

1. PLACE OF DEATH:

{a) County
(8) City or towWn.uvvs oo 31: ’LO

{If outside city or town limits, write HUIIAL and names of tawaahip)

() Name of hospital or institution: c 1ty Sanitarium n

;&15 Primary Redntration District No.z .o .

0070
Lo

‘(a) sae. Mlsgourt = County.
) City or town_... Sk +Lonis

(Il cotaida clty or town limits, write * RURA.L
L1ty Infirmary /J

{d) Street No.

{1f not in hoepital or institotion, write sirost number or location) { al_givgBontion)
(d) Length of stay: Iun hoapital or institution.... 53}'5 smos lda - "-'-\,‘ 9 fd 4 .
‘(Specu, whather - |]"{¢) " Cltizen of foreign country? (Yeg or No)
in thia community 47 yrsa, ¥ | ' N
yexrs, montha or daya) - 1< I{ yes, pams country. )

3. (o) PRINT
FULL NAME.

WILLIAM FORREST

MEDBICAL CERTIFICATION

{Date recelved local regls

—— = 20 IJATE OF DEATH: Month MBY ay...11lkh
3. 1 v 3. Social Securi
(&) 1 veteran @ i yur_ma ______ hotir ... .12 15 minwe M.
DAME Whlewrivorsrerer No. .. F b v
1M1 hereby certify that I attended the d d from K80 .
MAIE /) S Coloropu o ‘l'é 6. (@ Single, wiggnep, married, || 1st, 144 ... May. 11_,_
4. Sex race. I 0 divorced.....eeerisiseeens || that I last saw h im alive on M_ay 11 5
6. (8) Nameof husband of #ife. . 6. (¢) Age of husband or wife If || 80d that death oécirred on the date and bour stated above. Duration
& ’ alive...._—........__years || [mmediate cause of death
7. Birth date of decensed____SODPE 26, 1864 General Arteriosclercsias... .. Jo42x
. (Montd) (Ds7) ed |l Chronic Myocarditis 1542x
8, AGE: Years Months Daya If leas than one day Due to .i )
. P
W 8ol 7] 15 b o | A5
9. Brthplace...... tesville Missouri ﬂ : e, ;?/
Y. town, or county) . __. (State or foreign country) i if /?r.«éz
C ook : Or_h" mnr“!“nrl.
10. Usual occupation.... e KRS g (lnclude pretnnnc, within 3 moatbs of desth) V! /?'J
11, Industry or business v? P PHYSICIAN
ajor fim —
(12, Name Cilifton Forrest o iy ! if:n, ....... —
=1 13 Birthplace not known ° ) yd .- . - “ﬁ:‘;‘z;“E
- {Ciry. . or foreign country) | Of auto no wh !dub
& ¢ 14, Maiden came Triz2td Wheoellr™ " ; AULODAY ... ﬁf;ﬁ.me_
i y.
E 15. Birthplace not known 4 22. If death was due to external causes, 611 iti the following:
= w;-n ”nmu) . # (Syate or fopafen country) i
16. (o) Informant W ;M {a} Accident, midde.. or homicide {spedly)
@ A _ n__"_s_ﬂ-_?% Arg w‘;_l ' us g te of occurrence.
. . W'(c) Where did injury occur?
17. (a) bY Batedhtreof M (Clty or town) {County) (Qtaze)
{Burlal, cramation, or zan (MomthI' (Day) () Did injury occur jn or about home, on I'arm in industrial plnce in public place?
(¢} Place: burial or crem3Hon. ._ ___________
i8. (a) Stznatun of {uneys d;rector...,_ ...... _"—W k? ¢ ' ‘ ™ ’lﬂ ___________
® djm 1 I h Signature. W‘- 1.D. afother)_.. —
19, ta) ..MU _L i

Address._ 5400 Arsenal . 8t

- Duedaned §./16 /I

(Licansed Embalmaer’s Statement on Reveran Side)
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"STATEMENT BY LlCENSED EMBALMER , !
s  Fageo Tre 0D )
I hereby certily that the body whose name is recorded on ther reverse 51de of this certlﬁcate was embalmed by me, or by
T S | “"' RO AP -Reglst_ered Apprentxce No ' o
working under my personal supervision. —_— : F ' pSal T =
L . & Signed . e
' ' g P AR CA LA VS
* 4 A - ot
N » ' Licensed Embalmer No .
b |’ - ' P-O A—ddrpqa
Neote: The above IﬂUST BE SIGNED BRY THE LLCENSED E'\IBALIHER in, ]us OWN HANDWRIT[NG (leure to comply with
the above constitutes grounds for revocation of license. )“g ¢ - oo

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

e



