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DEPARTMENT OF COMMERCE
Burzav of THE CENSUS

FILED DEC 151

Registration District No..... ? .....

STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
Primary Registration District Noé‘azfp/

37813
24

State File No.

Rzgu's!rn;': No

1. PLACE OF DEATH: 2, USUAL RESIDENCE OF DECEASED: 3 7
. 8
(@) County AERENE w sae_Missouri % County..GLeEME._.T7 . .
() City of town.......... Hepuhlic 7,
(I outaide cuf;' or town limita, write "HIJRAL" and name of township) (¢} City or town.. BP“U nlic. Ao
{¢) Name of hospital or institution: {If outaide city or town limils, write “RURAL")} 0
L ImTIILImTL I . / @ sweet No.BASE_flem
{If not in hoapltal ur institutivn, write street number or logution) ’ ([T rurul, give location)
d} Length of stay: In hospital or institution oot o it e
{ . . . (Specify whether || (¢} Citizen of foreign country? NO {Yes or No)
In this community........ ikt QL 111 Life
years, months or days) If yes, name country. 27
MEDICAL CERTIFICATION
3. PRINT 4 .
Suid FEINT pdward Y _Kritain o
T ( o 20. DATE OF DEATI: Month NOY. __ aay 27 5 £hi
3. If veteran, 3. (¢} Socia urity
ete NO I\; year......1.Qfl'.z._......_._......hollr 5 minute... 2300, M,
name war. ) ’
21. 1 hereby certify that I attended the deceased fromy/ LA ./9 ¥é
O 5. Color or 6. (o) Single, widowed. married, L 19440, to. W dnasd 4
4. sexhlale. X . mcejyhl.t;e...._ divorced. W that I last saw w alive on.. j/__—_Q'Z A q7 -
6. {b) Name of husband or wife.........oeoeeecreverenes 6. {c) Age of husband or wife if || and that death occurred on the date and hour stated above. Disrasion
nettie alive... .years || Tmmediate cause of death
7. Birth date of deceased NOY EMbEY 14 1§ 5[
(Monthb} (D
B AGE: Ysars Months .Days If lcas than one day Due mQM(’WWJJ @ﬁl '
e + 3 he. I | e T I A
,U Due to.. M
9. Blrthplace_ Mis SOUrd..oe
{City, towan, or county) ($1ate or foreign country) | 7 o = o .
. Other conditions
10. Usual occupation. .ua.I‘ ber e (l'nf:ludo pregoancy .I_'ithin 3 months of desth) Q)
11. Industry or business iTE % : eonneres: | PHYSICIAN
M - o — ~—'|}"Major findings:— ~ T B A
E Name.  JAMES Britain ~ Of operation........ — \)’U / . Ungest
: : Y] A PR . - . K . Underline
2111 Birthplace_.m iS souri.. . SO —— "tlr 1Y &ﬁgﬁ:&g
o (City, town, or county) (State or foreign country) Of autopsy.... should be
4. Maiden name...... ali ice: R OSG |charged sta-
E 1.'5 o 1 O tistically.
2 5. Birthplace. ﬁ(luw wS'n E :um’) G ﬁ"ig; oy 22 If death was due to external causes, fill in the following:
16. (a) Informant ~ethtie 'Rr"i + ot {a) Accident, suicide, or homicide (apecify}
. tain
(®) Addr __1.1.912!!.9.1 d Mo {) Date of occurrence
- {¢) Where did injury occur?.
17. (g} ......[s . (Cit town) (County) (State)
(Burinl.uunlhn.uremu::l') a.de Ch el oth) (Dﬂl') (Year) {d) Did injury occur in or about home o Fa':'rm.‘:';mdustnal place in pubhc place?
(<} Place: burial or cremation ap Cenetery
Specif. {f placs,
18. (s} Signature of funeral director. I, !-\-! Tuurman . While at work?....., (m' t(',‘)” ‘i{';m,) njuty......! P
@ Address. REPUDLic. Mo . ;p »
23. Slgnature ..... I o W /o A etk TR rother) ...
190. () Noy-30-47 g I : . .
(Date rfelved local re‘zilrar z (Ileguuu (] nl:nnlure) ,n oy Address. . . MAW ........ Date s’igned.(lfm
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STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose npme is recorcl/y he reverse side of this certificate was embalmed by me, or by.

9 %0, Meglstereﬂ Apprent:ce No.. -? C fr

working under my personal supervision.
Signed. % W ;

P. O. Address.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN llANDWIl]TING. (Fnilure to comply with
the above conaututes grounds for revocatlon of license.)

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