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WRITE PLAINLY~USE UNFADING BLACK INK—MAKE A PERMANENT RECORD ‘o ' <™~

N. B.—Every item of information should be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS should state
CAUSE OF DEATH In plain terms, so that it may be properly classified. Exnct statement of OCCUPATION is very important,
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DEPARTMENT OF COMMERE:E
nmu or TRE CeENauy

APRg/

MISSOUR! STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

120207
737

Primary Reglstration Distriet NoédLé_

on Diatriqt N
1. PLACE OF DEATH: T 3 2. USUAL RESIDENCE OF DECEASED: ‘s /
(a) County. Sf Lonis . /
{b) City or town.......S L.« ONNS (a) State MO, (5) County.
(1T ontside city or town limits, writs "RURAL" and name of township) .

{c) Name of hospital or institution: () City or town___ 9L e dONNS

3361 BI‘OWII RO ad {If outelde clty or town limita, write "RURAL"} u

(1T not Ln hospital or {nstitution, write street number or location}
(d) Length of stay: In hospital or Institution (d) Streat No. 5361 Brown Road

{Specify whether . (L1 rura), give location}
Inthis community.
years, months or days) (e) If forelgn born, how long in T). 8. A.Y years.

8. (o) PRINT
FULL

NAME Sarah A.Weblev

MEDICAL  CERTIFICATION

20, DATE OF BEATH: Momb... MATCH a4y  28tha

8, (b) If vet , 3. Socizl Seeuri
(B} It veteran (©) 8o i year. 1947 hotr, ) mlnuumz_ M.
name war. No.
21. T hereby certify that I attended the d d from
, 5. Color or 6. (a) Single, widowed, married, 19 to 19
JEE ) e 1
4. SOI__—E—O—-—-—--_. raca......w............ ,_ﬁiéoreed_midﬁﬂe_d that I [ast saw h alive on 19 3
6. (b) Name of husband or WiHe....oeee._ 6. (¢} Ago of busband or wife if || 804 that death occurred on the date and hour stated above,
=3 2L Dusation
Jamas Weblev allve......... .yenm || Irnmediate caumpét? death
7. Birth date of decessed Cie'ot 28, 1947 N
(Manth) Day) (Year)
8. AGE: Years Months Days { If lema than one day Due
9 0 6 | hr. min }] ™
- U Dus
9. Birthpla uis,Mo. . N
(City. town, or coanty) {Btuta or foreign country)

At Home |

10. Usunl occupation

Other conditio; -
| (Include prequancy within 3 months of desth) )

11 Industry or business PHYSICIAN
g { 12. Name_...Patrick Quinn o |l MR8 Cperntiana Underiine
= \ 18. Birthplace ___I.tﬁl &.Q__.W (+ whieh dosth
. Malder name A(CT!;}I “Ro wTIF‘ (State oe forelsn m"-‘,) Of autopsy. :El‘:‘:elddﬂl‘-,;
15, Birthplace T ve—pp——") (Stats or foreign cowtntry) || 22+ I death was due to external eauses, £ill in the following:
16. {a) Informant’s own dsmtm_,.Miﬁ.ﬂ Mﬁrt hg H (=] lmkgm pr (@) Accident, suicide, or homicide (specify)
() Address d (&) Date of occurrence.
i @ _Burisl () Date thereot.... =3 = (e} Where did Injury cccur? (City or ows) pro— )
(Barial, rersation, or remaval, (Montk) (Dey) (Year) (| (d) Did injury oceur in or about home, on lum, in industrial place, In public place?

(¢} Place: burial or cremation
18. (a) Signature of funeral direct
(b) Addrem

19. {(a) el
(Date received Iunl ru-huu)

(Re;hln'r'- sigmaturs) 1o S

{Licensed Emhalmesr's Statement on Hoverse Side)
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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, or by

, Registered Apprentice No ’

s;gned__&fjffflfam\mgjfm

Licensed Embalmer No. &% 2.

working under my personal supervision.

P.O. Address..‘x‘:a.%.ﬂ-.:g\c{ ........... —
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, above space should be left blank.




