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USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

WRITE PLAINLY.

“To

DEPA%TMENT OF C(.‘:OMMERCE THE STATE BOARD OF HEALTH OF MISSOQURI

UREAY OF T .

FILED JUﬁE 2“5”5 47 STANDARD CERTIFICATE OF.DEATH

Registration District Now..____ /4 . Primary Registration District No. ,,._\5 a7 2_—:.

I, PLACE OF DEATH: 2. USUAL RESIDEN(E OF DECEASED:’
{a) County Clay Mle 861.*

@) Cityortown.. mXC€18i0r Sorings e || @ State

{1f oulsida city ar town limits, write “RURAL" and name of tnwm.hit’
(¢) Name of hospital or mstitur.lon

Excelelior Soringa Hosoi tal o .

{If not in bospital or institation, writs stroat nnmlzr ug:a
(d) Length of stay: In hospital or institution urs

{c} City or town,

(&) Street No.

Clay RF

ior Sori nge

Vi

a (Il’oul.u:dc city of town limits, write "RURAL"™)

{1f rural, give location)

o

16. (g) Informant Mres. Frank® A Staroeiﬂ’a
®) Address...__EXCeleglor Springs, Mo,
17. (a) BUT‘i CL]- (b) Date thereof 5/8 /194’?

2 . (Bwul.. mmhnn,or removal) = {(Mcotb) (Day) (Year)

" (c)' Place: burial or cremation.. __C oW, ...ié;{ lb e
18. (n) Slznature of funeral d.lrecr.or_

® Address_Y.CelslioT Spr'*ng

{c) Accident, sulcide, or homicide (s
{8} Date of cocurrence.

{c) Where did injury occur?__=

. (Spocily whether ;| ‘(e) Citizen of foreign country? {Yes or No)
In this community Lifetime -
years, tonthas or days) L. H yes, name country.
L a) PR[NT MEDICAL CERTIFICATION ity
_FRANCTS CHARLES STARQITKA. .
20. DATE OF DEATH: Month ___
3. (b) If veteran, 3. (¢} Social Security . OJ
s M
NAMme War. NO No. Noﬂ 2 year. . .
21. I hereby certify thawFattesided the deceasgd from e
5, Co]oE' A[o}r’] 6. {a) Single, widow:d. maitied. 19. .
X ; in e b -
. sz Malwe/D | netnlte d.won:d_.._.s............g.........é that T last saw koo, g 92 19.._.;
6. (&) Name of husband of wife... oo, 6. (c} Age of husband or wife if || 2nd that occur?®d on the date and hour stated above. j
\ Duration
alive...... ... yearg || Immediate cause of dpm‘h (/;Lc [ )
7. Birth date of deceased Januery & 1541
{Month) {Day) {Your)
8. AGE: Years Months Daya If less than one day
6 | 4 0 -
ht. min
5 mewnee BXGelalor Springs, Missouri. 2;,.« r
{City, town, or oonnty) {State or foreign country) 4 B I —
T Otker conditions.
10, Usual occupation S t ud_ en t (Inct ?’:r;z:\::c! within 3 months of deat)ﬁ})/ *
11, Tndustry or business Kindergarten o /",, £ PEYSICIAN
' g Neme. - Frank A, Starostka - || Masrheding: U-—d. ]
nderline
=\ 13, Birthplace_ @& VEDWOTLh Kznsas/ the caise to
: jwhich dea
(‘a Lon fi
5 (4. datton imeMEDELWendel] gy | ofesors el
istically.
: v Miasourt s
g{ 15. Birthplace CiLEJE:‘Z i?o?mﬂ Tt (S“E p roiwn mmu,) 22. If death was due to external causes, fill in the follow12§ ‘

2¢

h«c

Ead

‘Vhﬂe at work’......_._...._

ii;d:'é,@@w MAL

19. (a) %_ (b)é__" L &Mwﬂe
© __(Dats reccived registrar) (Registrar's signatore) 7. T

(.‘Spu-.:!‘r lypa of p]am)
na of ipjory_

{Licerzsed Embalmer’s Sl.nlement on Reverse Side}




-RECEIVED
Distriot Health Dfflcer No 8,

istrict File Mumher _ - .

STATEMENT BY LICENSED EMBALMER |

I‘hercby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by
- r -

working under my personal supervision.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN IIANDWRITING (Failure fo co
the above constitutes grounds for revocation of license.) .

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

comply with

.




