. 8. No. 2
IM—8-43
v. 5-17.39

I Xaze2a

S o~
A

_ WRITE PLAINLY=—-USE UﬁFADING BLACK INK--MAKE A PERMANENT RECORD

DEPA%’I‘MENT OF %OMMERCE T] STATE BOARD OF HEALTH OF MISSOURI)
UREAU OF THE CENSUS
D J 'N 7 ANDARD CERTIFICATE OF DEATH state Fite 53—
Registration District No. KY &7 Primary Registration District NO-L-._.____._ Registrar’s No.__.. .._k_ S
1. PLACE or;;:?'m: - 2. USUAL R.IEIDENCE OF DECEASED:
(a) County......./= ..uQ._WVH,.K..Q,..mmm.. i “1| (o) State _ MA ALAHALAAL () County W%g
{8) City ar town RUL H L » 7
{I{ octside city or town limits, write “RURAL" and pame of towaship} () City or town...... //fé‘—
{¢} Name of hospital or institution: / o o ey i g - 2“9
(iF pot in hospital or institution, writs strest mumber or location) (d} Street No. T s s o

(d) Length of stay: In hospital or institution

(Sped (¢) Citizen of foreign country? ‘2‘/,0 (Yes or No)
In this commurity é 4 6/ Mo /Z%,

years, months or days) 1f yes, name country. ———

s @ pRINT \TL?/L//I/ Q{QQ W/JE Rm“ MEDICAL CERTIFICATION ;Z

b = 0. DATE OF Dmrm M
3. (b) If veteran, 3. {¢) Bocial Security g
hour. minute M.

pame war e 28-22:7573 ST

21. I hereby certify that I attended the deceLsed from

d 5. Color or 6, {a) Single, widowed, marrigd, || 19 to
) ! -
; {
4 M racl/: ﬁ{uﬁ divorced.., adeLeddata that I last saw hj%d-mn__ﬁ 2.gt __"‘5:"” 19
6. (b} Name of husband or wife.............—.__.... 6. (c) Age of husband o wife if [| and that death occurred on the date antf four stated zbove. .
; DI S B I
P T e P oy T e S P

7. Birth date of deceased... !7',(7 A[.J.................. /% ....... /ffz 2.4 o

(Momthy (Year) /”

(]

8. AGE: Year, Months Daya If leas than one day Duye to

A Y131

Diie to

9. Birthplace __= LAl LAl 210 0

— (3ipta or foreign conatry) .
: Other conditions ?
. = . o {[nctudo progoancy within 3 months of lhth)}j\ J
/

Major findings: \

Of operationa
Underline

N
\ /Z\L the cause to
3 which death
Of antopsy should be

&° charged sta-
tistically,

22, II death was due to external causes, i1l inm
(&) Accident, suicide, or homicidg (specify).. Q@
)b) Date of occurrence. ~ / é) ....... G

10. Usnal oceupation. ..
PHYSICIAN

-
-

. Industry or busipéss

/

12. Name___. o
13. Birth e

(/
City, Wawn, ar co )
Infoman_%--——;- 3

¢} Where did injury occur?_..
- w-n) Co l!) 3
. in Lnal pla.ce in lic place?

&, ey

7&& 5 S o 1mmyj,_4<§_2a_ /%:;}

..... — {M. D. or other).

it B L i . Date dignedd. = 2.0 5
/cn..,)" (I.wenned Embalmer’s Statement on Revr.rle Sxdn)q 0 N %




RECEIVED _ |
District Health Oﬁlcer No. 8,

District Filo NUmMbOr. camamen asa===="
Date F“Gd annn .:5.';—‘##:;55:

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

. s;gnepg 777%») WMV -----

Licensed Embalmer No 2 3 3

working under my personal supervision

7
P. O. Address /%W

h -l
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Faﬂu.l-c to comply with
the above constitutes grounds for revocation of license.)}
If this body is not embalmed, fact should be so stated above.




