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

'DEPA%TMENT OF CCOMMERCE
UREAL or 'mn ENT 19&"

Registration Dlstrict No._.._.xg.__

THE STATE BOARD OF HEALTH OF MISSOURI - . 1{‘)dt;;)

STANDARD CERTIFICATE OF DEATH Staie File No
Primary Registration District No._A).-_?_.Q[. Y } Registrer's No j—-é#’

t. PLACE OF DEA’
{a} County......... A

(b) City or town, ’p. < !
outaide city or 'n limits, wri

{¢) Name of hosplzl %

el .
its “RURAL" and name of townshipy !

/

In this community.

{If not in hospital or institution, writo street ber or location)
(d) Length of stay: In hospital or lnnﬁhnin%&

(Specify whether

years, months or ld‘)’l)

2. USUAL RESIDENCE OF DECEASED:
(a} State -_% b (6) County.... A/

() City or town...__3 A AAMLy )
(IF outside city z/mm limits, writo “RURAL"}

(d) Street No.

{If rural, give lecation) fa

{¢) Citizen of foreign country? (Yesor N:).

If yes, name country.

3. (a) PRI
FULL NAME. 29 Chedl KoKl oW LA bR

MEDICAL CERTIFICATION

20. DATE OF DEATEH: Month arch day 9

15. Birthplace..ceieceeee
2ity, town, or c.ounzy)

(Sull.e or foremn mzury)

3. ) I ‘izd 3. (c) Social Security 1947
a I. h minute. M.
name-war W /ZYM . yea our. t
0 ¢ 21. 1 hereby certify that I attended the deceased from
p&”’f ﬁ 2: 5. Color 6. (2) Single, widowed, mar[ . axr . z, 155_2_, to. March 8 1%?
. e dive EE ........./ that 1last saw T aliveon..._. jiATCh_ 8 - R
by~-Name af husband or w.,_f..______'. _____ cs... 6. (,J Age ol’ hnsba.nd or wife if |} abd that death occurred on the date and hour stated above. ‘ D .
{501
W &W c4 o« alive... — Immediate causc of death ura
7. Birth date of deccaseg "D-u— QZJ- /!é P ------ g TJn- i [N 3 N PRESVSIURSUTORUPVU I - SO
Frrre e e Cerebral-Hemorrhage d-days
8. AGE: Years Momha Days If less than one day Duye 10
75" /7 Arteriosclerosis
hr. min,
Due to
9. Birthpla W '77?4 o1 - i
woi, or sounti) (State or foreign'conntty)
4 £ 350 £ N2 1] Other conditions. e
10. Usual occupation. =-Z% ke N {Include pregraney within 3 months of death) % —_—
. Sl Bl - . PHYSICIAN
o ajor findingats . . ’ o -
5 > e - - Of operations..’..... ! LY, -ﬁ : z
z (_,,.f\ Ao Underline
=113 B 1 the cause to
=] . lrthplac& ....... Ta il S L. . ——ee U R which death
.  oF mm. (Stnu or foreign eunmrs) Of autopsy...... should be
ﬁ 14. L{mden ..... I 4 N noner it o ' . |charged sta-
S y tistically.
=

22, If death was due to external causes, fill in the following:

(a) Accident, suicide, or homicide {specify}

(b} Date of occurrence

(¢} Where did injuty occur?
(City or tawn} (County)
(@) Didinjury occur in or about home, on farm, in industrial place, in pubhc pla.ee?

ty o of place RN -7
) anslof injury_. _..__..____Ei/

T




: DISTRICT HEALTH OFFIiCE
' - Cameron, Mo.
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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 sagpdzg—--.

et o et n A Ren R ame Rt et eme et et en Aot emrany s nen b . ...., Registered Apprentice No .

y  Ldcensed Embalmer No.nol iictle flrecsicsr oo
v . P. O. 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.)

working under my personal supervision.

+

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