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

DEPARTMENT OF COMMERCE
Buseau or T8E CENSUS

riibEB AR . 1048

STATE.BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE CF DEATH
Primary Reglstration District No._..__ﬁ_.p..{_ﬁ__r

4421
/9

State File No.

Registrar's No

1. PLACE OF DEATH:OQ .

() County. ﬂ,y-_}f'
(&) City or town.....v..e. JM«-—-/

{If octaide city or town limits, write “RURAL' and nams of tawnashin)
(¢} Name of hospital or institution:

{If oot in bospital ot institution, write street number or location)

() Length of stay: In hospit ! ot institution.
In this community_ ...
years, mohths or days)

{Specify whether

2. USUAL RESIDEI\CE OF DECEASED:

(a) State_

_‘fju‘h &) County. .QJ’A-J‘ '5 3
{e) City ot town_.__—= .

(If outside city or town lmits, write “RURAL"”)

(d) Street No. e 7/
{1 roral. give tocation) : .-
(¢} Citlzen of foreign country?. {Yes or No)
I yes, name country. Wﬁ

3. {a) PRINT EFF/E 'J - T« RAER

FULL NAME
3. (0 If veteran, 3.'{¢) Social Security

MEDICAL CERTIFICATION

20, DATE OF DEATH: Monr.h..f-)ﬂé.-._........._...dny /,7
yarﬁ.{! .o bour L minute 3O PM.

name War. Mo.
ccﬁﬁam_h
5. Color or 6. (a) Single, widowed, married, P
. s F. / rce divarced — & [ Y
6. (b Nameof husbandorwife.. ... 6. (¢) Age of husband or wife if
) -olive.. . years
7. Birth date of deceased... YOH EMBER 14 Vi
{Meonth) (Day} (Ycar)
8. AGE: Yeara Montha Day»s If less than one day

[y i

/4 3 S 5 I T min.

9, Bmhplace___.j z /

(Cley, town, or mnmy) - (Stats or foreign country)
24).‘.4
v

1. Industry oz busmess...M A,

10. Usual occpation

E( 1 Name.  JACK -~ VAARD

=4 P et cb— " /

a0 13 thpm«m..__‘_._ S g

tuwa, or count - A tats or [oreizo epunlry,

E 14. Maiden namL_.. lv INE W.QL 'y ATY‘S Jo

51 15. Birthpla 7

= = (City. tn'n.ormnly) (State or loreign sodairy)

16. () Informant_ M_—W“__ i enpemerers
) Add _Za:ﬂ_._ BT e e

17. (a) . (8 Date thereoM f

{Buris). cremation, or removal) (Month) (Dnr) (Yur)

() _ Place: burial ot cremauon.._ﬂ..ﬂ ﬂ-‘[ -

18. (.°)_ Signattire of fuperal dlrcclor.g/cé&rm j itleyn, .
) Add.ress.j Py A 7 S
9. (@) . &- 20 - ag @ T o Hoak M.D L

(Registrne’s sfrnstare) €3 Y

{Data received local resistrar} ‘

Due to...

Other conditions
(Include prognancy within 3 months of dealk)
N t

PHYSICIAN

Ma]or findings: *
Of operations

Underline
the cause to
[which death
ahovld be

sig-

f‘%H-

Of autopsy

charged
tistically.
22. If death was due to external causes, fill in the following: ’

(e) Accident, suicide, or bomicide SsEE‘lyl

(5) Date of occurrence

{c) Where did Injury occur?

(City nr towa) nty) (Sta
() Did injury occur in or about home, on farm, in lndmtr{a.l ptace, in pu(l‘):u/e"blace?

{Licensed Embalimer's Statemant on RavSide)




REGINID |

D‘:"‘-' i’:-.er\\loj}z
1w Lo .

District File Number---—=- f v/.___.g' K

Do Filed ammmmmemem 3.z

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 iy

, Registered Apprentice Noé‘:?\r ......................... ,
workmg under my personal supervmxon

P. 0. Address. (. )Adl \S
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fallure to comply with
ithe abave constitutes grounds for revecation of license.)
v

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




