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WRITE PLAINLY—USE UNFADING Bi..XCK INK—MAKE A PERMANENT RECORD

ElLED. 1%

}"
DEPARTMENT OF COMMERCE THE STATE BCARD OF HEALTH OF MISSOURI 101 23

By or e Casis 278 1026STANDARD CERTIFICATE OF DEATH e P2 o

—
Primary Registration District No.. ﬁ_j 7 Regisirar's No.........g....._...............__.....

1. PLACE OF DEATH:
-_—
. {a) County__ £ ¥l araAs gt

{b) City or town.....c..n der
(¢) Name of hospital ar institution:

{[f outside c:ty nt towa limits, write * e RU“AL nnd nnma ol’ l.uwm.hap) -

(d) Length of stay: In hogpital or [nstitution

{[f not in hoepital or institution, writa street number or loénl.inn)

In this community_ . ¥ e
years, months or days)

(Specify whether

2. USUAL RESIDENCE OF DECEASED:
{z) State kl—t] (8) County....._ 7 g bk

{c) City or town......

0T cunida city or town Limits, write “RUNAL")
e 0
(&) Street No N
{[f rursl, give location) L/
(¢) Citizen of foreign country? (Yes ar No)
PR

If yes, name country.

3. {g) PRIN ’ J
FULL NAME\A .. I\

3. {8) If veteran,
name war, ot 20

3. (¢} Social Security
Nowo et

"f / 5. Color or ;
- race.]

6. (G} Single, widowed, married,

MEDICAL CERTIFICATION

2). DATE OF DEATH: Month. ;4-'01-’
_...._../ _? _?db%.hour .......... / "[ ......._..mmute./ vl / ¥...M,

21, T hereby certify that I attended the deceased from

...... e 10, Z’_. to__97_..€/£___7.. SRS . 7 ;

24 L@' ‘"Z'Z"

()
18. (&)

» w
19. (a) a ®) -

(Bnuw!{edlocalromtnr) o~ e

17. {a) M._‘ i (8) Date thereof

(State or l'ut n wunpy)

=2 - /U-—/? GJH"Q Whete did injury occur?

(Month) {(Day) {Yesr)

{Rogistrar's sigoature)

. Serl Bt s divorced) £ 11ast v W alive on.. 2T £ 19?54;

6. {#) Name of husband or wife......c.y . 6. (€ Age of husband or wifeif || 3nd that death occurred on the date and hour stated above Duration

) - t 3 ) alive D Asag ..Imm;‘;iate cause gf death 5 - B et
4 Birth date of decensed............. £ ......?.;-:.........[.%.. : & 47%'” . ‘zf‘d

onth} Day)
v
8. AGE: Yeara Months Days If less than one day Dute to....
- % / A : 6 hr, min
Due to
9, Blrthpla.oe.;....M_._ga _______ M { ) -
{City, town, o county) {State or forcign country)
he diti

10. Usual occupation... £ ters e 4—: 9‘ gr_?or; itians., ‘within 8 ba of death) [

11. Industry or bugj = m o ﬂ PHYSICIAN
‘ Magnl; findings: ( f ‘ N
A rations .
E 12, Name...... AU LB Aot ._ L opel : hUnderline
t
& L 13, Birthptace hich death
(Cuy.to”n.otco l.u or f unlry) Of autopay...... ahould be
g 14. Maiden nam M—Gﬁf ...... -’ charged sta-
Fal ) tistically.
. p. g =

22, If death was due to external cattses, fill in the following:
(a) Accident, suicide, or homicide (specify)

{8} Date of occtrrence

{City or \own) (Couaty) (Sate)
(d) Did injury oocur in or about home, on farm, in industrial place, in public place?

. . (Swulv type ul place)
While at work? : et} 9 of injury. £

- .

{Liccnsed Embaliner's Statement oo Reverse Side)



RECEIVED
Dictrict Health Officer No. 10

District Filo Numbnré.-./ 6546
Date Filed -MAR-]-S_IQA.E“-____

STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embaimed by me, or by.

, Registered Apprentice No... .

Licensed Embalmer No 3 A ?2‘

working under my personal supervision.

P. 0. Address

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.)

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




