| 12048
S. Ne. 2 DEPARTMENT OF COMMERCE MISSOURI STATE BOARD OF HEALTH s a7 C

oo | PLEE VAT $ 049  STANDARD CERTIFICATE OF DEATH oo il No

r, 5-17-3¢
1 x21402 \f 3 l _7 7
Registration District No. Primary Registration District No. w8 e Registrar's No.

2. USUAL RESIDENCE OF DECEASEIM

A. {a) Smtm 65} County——é'%7
of township) Z@ ; 2 ; S ; a

1. PLACE OF DEATH:
(3} County.
(b) City or tnwn...__..._.._..

{If outside city or town lim!ts, write “R
(¢) Name of hospital or institution:

(¢} City of tow
J —/ {11 catulde clty or tawn limits, write R O
{If oot in haspital or institatlon, write strest nomber or kocation) e
O {d} Length of stay: In hospital or institugon e~ (d) Street No. 3
4 (8 whether (It rural, give location)
In this community. o W
years, months or days) 4 (2) If foreign bomn, how long In U. 5. A.2 years,

20. DATE OF DEATHI Month.

8. (b)) If veteran, 8. (¢) Social Security

;/ " / _hnur__za_._ L—A__;E

nAME War. No,
21! by certify_that I attended the deceased froms
/ 5. Color or z : 6. () Single, widowed, n‘mrriz. gﬂ to.r. = L 19&.)7
i s G divor e /that Itast saw h & _allveon_ M= == | ‘19..2....;?
(o) MNa huskapd or, e B, {2) Age of husband or wife if || and that death occurred on’the dateand hour stated above, Duratio
. uratfon
{2 ,_/td_ A o n]i\-e“"_.%_”ym Immediate cause of death.. &Lﬁw L.._......_.. -

7. Bitrth date of d d K /?'72— . 5

(Moxfh) {Day) (Year) M,

3. f@) PRINT 442 VA QAL [; ‘ _L!i WL KE )ﬁﬂLo W, MEDICAL CERTIFICATION

ol :
8. AGE: Years Months Days If less than one day Due t%
7 7 7 ﬂ & hr, 1}
v - =~ || Due to

9. Birthplace ___. o ——slee.__SUDR
{City, tow

; Other conditiona

10. Usual occupation_ w. CEnclad. v within 8 be of death)

11. Industry or business_, £ ‘A PHYSICIAN

N :Z e- / Major findingai \ —_

ONg.

E{ ame_____ -—m Lo Of opera = \ hUuderlIm:

2 Uss. Bicthpiace... At destriarn— - : ich death
y hould b

& { 14. Malden nam Of autogsy Chonrged sta

E tistically.

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

(a) Acddent, sulcide, or homidde (specify)
(&} Date of oocurrence
{¢) Where did Injury occnr?

or tawn) ({County)

(Clty (State)
{d) Did injury cocur in or about home, on fa.rm in [ndustrial place, It public pla.o/es
—

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

&) Address_._.._.._
17. {0}

16, <:)5 :Q-;?D- , "
AZlinuadla, , 22es

(Barial, cremation, or remaval)
(¢) Flace: burial or cremation
18, (a) Signature of funeral d Q

) Address____ 2 ,_/m

19, (o) _f
{ aurecelvadbmlregul.rar)

pe of place)




RECEIVED
District Health Officer No. 8,

~iatrict File Number, .. . .. .. ccoaes .

5/2'

vate Filod mmmmmreilil L vannan
RN

‘r
e
e

— e ——— .}

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

working under my personal “WTV% / % % p
Slgned Mﬁ)
Licensed Embalmer 6" a 6 f

P. Q. Address... o

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN H.A.I\DWRITING. (Failure to comply with
the above constitutes grounds for revocation of license.)

If this body is not embalmed, above apace should be left blank.




