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

DEPARTMENT OF COMMERCE
Bureavu or THE CrNsuUs

FlED. gug_:ﬁg’%

STATE BOARD OF HEALTH OF MISSOURI et
2677

STANDARD CERTIFICATE OF DEATH ' sioee 7ite o

Primary Registration District Noéﬁ!.__i}..{..._

Registrar's No.ocovvvesibiomooooooo

1. PLACE OF DEA g -
() Comty.._-

(» City or town......_
{If culside c!l.y or town hmlh wxlu * lURAL ind name of townshlp)
() Name of hospital or institution:

In this community
years, months or days) -}

(If oot in hospital or inatitotion. write street uumbnr or luoation)

(d) Length of stay: In hospital or Institution

{Specify whether

2. USUAL RESIBENCE OF DECEASED:
- .

(a) Stat

(¢} Clty or town__

“(If oataids city or Town limite, write “RURAL"Y

(d) Street No. 1
(If rurel, give Yocatlon)

{#) Citizen of foreign country? (Yes or No)

1f yes, name country.

3. (s} PRINT -
FULL NAME

3. (b)) If veteran,

3. () Soclal Security

name war. No.
0 5. Color or 6. (a) Single, widowed, married
./ mee 2| | avormead Bttt X

MEDICAL CERTIFICATION
20. DATE OF DEATH: Momh...ZZZM day /7
yw___iﬁﬂ hour. a(—/ 2 minute, % R‘M
21, I hereby certify that I attended the deceased from_..._._.......m. ..................

73 19546 10 W@ 4 74? 19444,

that T last saw h-!éz;._ alive on 22, ~ 19..%

(b}
19. {a}

{Barial, mnu!lnn :r remov,
{c} Flace: burlal or cremado
18. {0} Signature of funeral director.

%!

(‘h-r)

aa&

>z

Thhn

drees &

L&

ly

ta raceivad ksl ruhtnr)

lllpd*rar { sivnarure}

6 () P .. 6. (&) Age of hysband or wife if || a0d that death occurred on the date and hour atat&i abave. Dur
? ﬂ o A alive.. 3l years || Immediate cause of geath ot
7. Birth date of deceased__ 1&_'_._.____2 _gf—o 7 '
{Manth) (Day) (Yes) M
8, AGE: Years Months Days If less than one day Due to —r?
é 5 L/- 02 g hr. min, Dus to
e
. 9. Birthplace. dée& e, 2720 LD
gr zount (State or loreign country)
10. ﬁ d% Other conditions,
Usual occupation..... {1nctude pregnancy witkin 3 months of death) —

11. Industry or b . N 1\ PHYSICIAN
o Ma{)ofr ﬁndimlz!: ~ —

= operations. o,
= 12, Name.. ¥ ' LY Underline
=t 3 i the cause to
= . ! (which death
- Of autopay. should be
& 4 : {charged sta-
= tistically.
E 15. 22. If death was due 1o external causes, £l in the following:

16 (8) (8) Accident, suiclde, or homicide (apecify)

(" A (# Date of occurrence.
p ey L ey Where did Injury occur?
17. (o) Qe‘e___ . (¥ Date thereof. lj— / ? ¢6 {Tity w town} {Coonty) (Siate)

{d) Did injury oceur in or about home, on farm, in industrial place, In pubtic place?

(Specify type of placs,
While at wagk?_.—...—..... {e) 1] of Injury_ g7 o

o (M. D. osatherhn ..
%..._ Date. dzned.é__g...r%

Cg j / {Licensed Embalmer's Statement Wﬁmorn Side)




ECEIVED

strict Health Officer No. Foooo—-
wiz o raet File Number_.é_;_Y._G_---:z.S‘ ?..?:
Duto ¥iled oo __.__ Y=t = %6 ..

yoit 0 T MV

STATEMENT BY LICENSED EMBALMER

1 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.

P. O. Address._.

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

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




