l:ﬁ Nso-;g DEPA%TMENT OF EOMMERCE STATE BOARD OF HEALTH OF MISSOURI 2192
-— UREAU OF THE Cansus
v. 51739 1 STANDARD CERTIFICATE OF DEATH State File No
Bo1 xaz879 F l' ID"END @
Re tion irict F 1 T946 Primary Registration District No... 1000 Registrar's No 79
1. PLACE OF DEAFTH: 2, USUAL RESIDENCE OF DECEASEI: i
8 i (&) County Buchahan 5/ 728
s State__.. ¥ o N Holt
// no: @) City or town St. Jomaph (@) State. Mimgsouri, (b) County. ,
S () Name of hogg{:rcﬁ:];:::n?i;'u limits, !;: “RURAL" and name of township) tc) City or town Q rg'f’;‘?:i]d. e TR TRORAER z
& 624 P (o vl '
/ _Leon Nursing Homée 624 Prospect. | w s . Q
- {if not in hoapital or Imlltur,ion. write nru; I mber or locotj é ' {If rural, give location)
E (d) Length of stay: In hospital or institufion OU-t davs N /
Z B (Specify whether || (£) Citlzen of foreign country? Q {Yes or No)
< In this community._...... 15 Months
E years, montha or days) If yes, name country.
5 {a) PRINT MEDICAL CERTIFICATION
& |l ¥ul? NAMEAnna. Elizabeth Stephenson
< - 20. DATE OF DEATH: Month JANUAXY. . day. 20
- 3. (& If veteran, 3. (£) Social Security 1946 N _14 i 50 P "
D ] name war. none No none year our mminute >
c. S‘ 21, 1 hereby certify that I attended the deceased from.
Yy = 5. Color or 6. (a) Single, widpywed, marred, || - 195[
g s s Hotoy
@ | 4 sex Female /| rce thite divorced.... LAOWe that I last saw h. .. alive QR o ,(
5 6. (b) Name of husband or wife.....oo.oooooeee. 6. (¢) Age of hueband or wife if || and that death occurred on the date ‘md h° stated abo"e
. ) Joéhn-Stephenson AV B 'Ifm Immediate g of death
3 7. Birth date of d d..January 30 186 — ?
- g {Month} {Day) {Yenr)
U" 8. AGE: Years Months Days If less than one day Due to s .
z
E 81 Il 20 .............. hr. -
-
B 1l 5. Birthpiace. ... Charleton West Vlrrz inhAa MYA
5 (City, town, or county) {Siote or fureign couotry) v
s Othe ditions..................Cde
% 10. Usual occupation At home ; [Inc!:g:’ l;regn‘:ncy within 3 montbs of death) -
=1 11, Industry or business i = \ PHYSICIAN
] dinga:
J_, E 12. Name.. 9.0hn Batl . : - z.ljcc)’fro;rr:ig:gm
o 13 Unk ) - ? ‘ N ’L n') : mgxégﬁ;f?e
Z |[& U 13. Birthplace : nown ; ) it Gl
ar counly, foreign coungry, h
5 & { 14. Maiden name.. ﬁrt (Unknbvﬁl Of atopsy ) :lmol':gg l&c-
~ HE _ Unknown v | \ tistically.
E § 15. Birthplace iy o ety P —— J 22. If death was due to external canses, fill in the following:
= || 16 () 1aformane_MF8.. Alyvin Creiner 7 N (@) Accident, suicide, or homicide (specify)
B (&) Address.—.o.o.ooo.Oregan, Missouri (&) Date of occurrence
17. (a) Burial . {¥) Date thereofJ BN _22. 1944 || () Where didinjury occur? {City o town) (County) (State)
(Barial, cremation, or removal) (Montb} (Day) (Year) (d) Did injury occur in or about home, on ; arm, in industriai plaoe in Dﬂbhc place?
() Piace: burial or cremationJr:EEON,
18. (o) Signature of funeral director. ! kol | - while ae wegk? s (SF"’ ‘(")’"i"’h;,of TAOEY oo eer s seeeeees e
(8) Address. e - LT ettt st an Sgnat M.D.
y ure. "
19. % AP Y Yo . g E
le (Dnu:mved local r ) £% Address..... 2—{ y )({ ? a C‘f W Date gigned.. _.g_a_(

i & CAF {Licensed Embalmer’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 —

ALt

P. 0. Address {MV
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revocation of license,)

working under my personal supervision.

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




