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

DEPARTMENT OF COMMERCE
Burpavu oF THE CENSUS

ALED NOV 7 194318

Registration District No..

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
Primary Registration District Na.___.,____.__lD_D ;ﬂ

Siate File No....... _356 ?

Registrar's No.

1. PLACE OF DEATH:

{e) County.
(b City or town_...... 5 t. _Louis .p- ...M..:LSS.Q.W i_.___._ ..............

{If outaids cily or town I.[gu, write "NURAL"” and namas of township)

(¢} N f hospital or institution:
£ ame o 0SP1 or iostitution: a‘rnes HOSplta" O

{1 not in hospital or institulion, ¥rite strect nombee or location)

A0 days.

(Specify whether

{d) Length of stay: In hospital or institution,.........

In this community.
years, monthe or days)

2. USUAL RESIDENCE OF DECEASED:

sate_Missouri ® County LEXAS
Sherrill

(1 outside city or town limits, write “HUKAL")

(d) StreegNo..ny
KR
(e) Citizerd ol fareign country?

If yes. hame country.

/d7

(®

(c} City or town

Al
=
{1f rural, give location) /

(Yes or No)

Ii

3. (o) PRINT
FULL NAME

Ralph John Cooper

3. (&) Social Security
Neo.__Unknown

3. (&) If veteran,

No

name Wwar,

5. Color or 6. (o) Single, widowed, married,

s MMaleO‘

MEDICAL CERTIFICATION
October day 30
}'mr 19h7 8 minute. hs A M.

21. I hereby certify that I attended the deceased fmmsepteﬂbe,rSQ .

V- 1. e Qctober 30 wh:

20. ATE OF DEATIH; Morth

hour

mc&‘Nhlt e. divomd,M&I?l?.lE.d. .éat I last saw 1,iﬂl alive on October 30 . |9_LT_:

6. (8 Name of husband or wife. . 6. (¢} Age of husband or wife if and that death occurred on the date and hour stated above, Duration

...Georgena C aoper — alive___ 22 __years || Immediate cause of death.......

7. Birth date of deceased.......... I?l 1 S l?_......._ 19 2‘_5_.__ ---ErOHChODneumonla

Manth) Day) ear}
8. AGE: Years Months .| Days IE less thar one day Due to
£ Chronic glomerulonephritis

L 2 2 1 5 [ ....min. ——
¥ N . N Due to.. T

o. Binnplece. P lACE -7 N1 Missourd. . gl

{Civy. town, or cotiaty) {State or forcign country) Fd
i Fasrmer ' Other conditimmz)e rtensive cardiovascula)
10. Usual eceupation (Include preguaney within 3 montba of death) J st
11, Tndustry or business disease and uremia. o f"n PHYSICIAN
. S - || Major findinge: I /? { -
8 { 12. Name Eatr]l James Cooper 5|| O avessilens -5 Ondertine
= » - .
2| 12 Birnpnce_Harpis onr: Con- M Missourd. . is above A %ﬁ?ﬁﬁ:&éﬁ
wn.or un or fore: aatry Of aut anou
% ¢ 14, Maitenname 0L 116 JANe. HildEBFaRg T ||  Ofsuer- A hould be
E .L tistically.
ol 15 Bi"'-hpm--——-——i—cea;_,x&gj"—g-&i:;mwm e %&::E;S‘-O uEJu;:E— 22. If death was due to external causes, fill in the following:
= . areign
16. (@) Informant Rov E.C Qoper e (2} Accident, suicide, or homicide (specify)
(6} Address Pal ace, Mo. (%) Date of occurrence

i1 @ . Burial (b) Date thereof 11-2-47 (e} Where did injury occur? T promwr i

(Burial, ct:ml.:on. or remnvnl) {Month) (Da)) (Yeu')
{¢) Place: hunalar cremation.. ,LJ.CkJ. MD e

18'. (o) Sl.gnal.l.‘lre of funera dm:ctor Alb erkt. HQHQD 1 ~J—
& ritGor 3 %ﬁ%lnat on. B VQ...,.

('f\epuuulngnal;re) ~ o

1%, (a)
{Date received local lezm.rur)

-

L raaes. Barnes Hospital,

)

Did injury occur in or about home, on farm, in industrial place, in public place?

(Spm-fr l(:u)u of place)

While at work? of injury.

'..
23. Signature.t ¥(£ (M.D 0

1. D. Xoaeese. .
Date smnedlo./j.o/hT

{Licensed Embalmer's Statcment on Reverse Sade)

s



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

Q leze.. /a% Z

Licensed Embalmer No.

P.O. Address..... «#<Z %ﬂﬂ CI—

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

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

working under my personal supervision.




