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

~——

-

DEPARTMENT OF COMMERCE

ALl SED” T9"1948

STATE BOARD OF HEALTH OF MISSOQURI

STANDARD CERTIFICATE OF DEATH

283

State File No

07

Registrar's No..,

0.8 3

‘Zﬁl}ﬂ_........

Registration District No....___......,....._. % Primary Registration District No........
1. PLACE OF DEATH:
(z) County
() City or town...... S7T.. I0118
{If outside city of Lown limits, write "RURAL'" and neme of townahip)

{¢) Name of hospital or institution:

_SP. 1OULS. NATERNITY HOSPLTAL ©

(If not in hogpita) or institution, write street aumber or kocation)
(d) Length of stay: Ir hospital or institution

{Specify whether

In this community..
yeurs, months or days}

2. USUAL RESIDENCE OF DECEASED:

-

MISSOURT ...

“as

-

(o) State....... (¥) County.
(¢) City or town...... RI CHK)ND mn’ms d
(If outalde city or l.ovm Iimics, writs “RURAL") %
(@ Street No...112% MOORLANDS T
(ll‘ruul give Incal.ian) |
(e) Citizen of foreign country? {Yes or No) |

If yes, name country.

3. (s) PRINT
FULL NAME ...

3. (B) If veteran, 3. (¢) Social Security

MEMCAL CERTIFICATION

DATE OF DEATH: Month... S KPUST........day.....

2150 _FH

20.

year. hour. minute

16.....

M

name war. No
21. I hereby certify that T attended the deceased {rom.. AU}UST S
/ 5. Color o 6. (a) Single, widowed, married, 15 e 19 . ATGUST. 16 10
s seFEMALE / | . VEITH. divorced...— 2o e 1 18t saw BT aliveon. ALI}USL‘_ ______ 16
6. (b) Name of husband or Wif®..ooooooceu. 6. (¢) Age of husband or wife if || and that death occtirred on the date and hour stated above. Duration
alive... ....years [| Immediate cauge of death
7. Birth date of decensed. AmU_ST ____________________ 15 . e [ TS a-?J\‘“‘bm.m..h... S SN »--l-l’::m-hl-g\
Month) (Da,) {Year) .
x
8. AGE: Years Months Days If less than one day AJ»L

......21.4...hr. ........__m'nin.

. MISSOURL 7/

9. Birthplace‘...ST.-..
{Stote or fureign conntry}

{Cley, mwn..z;.rmc;;;i;')

QOth ditio;
10. Usunl occupation (:n:l:-::sgu:nn‘::y within 3 munths of death)} i i Vﬁ’
11, Industry or business iR PHYSICIAN
£ 12 ... JOSEPE VILLIAK YATERIAN S st . f_r 4 —
N ne
E KANSAS CITY MISSOUET "¢ o (he canae va
m % 13. Birthplace - ; _T L which death
tate or m—u;umunur { A,ﬂ A AT TR g m hould b
E 14. Maiden mmamm mm’ Of autapey... A :hno;zled :u:
LI YEBSTER GHOVES MiSSOURE 7 briacy . e IS
2 15, Birthplace T —— (Biate or Foreinm somntan) 22, I,dmth was due to external causes, ﬁlﬁn the !ollomns
16. (&) Informant.._ Sk LOUIS MATERNITY HOSPITAL. ... ||(® Accident. suicide. or homicide (specily)
® Address 030 S0, HESEIG_BIAY CITY_ 48 (4} Date of occurrence
1. (@ Mi&ﬂiﬁﬂﬁ) Date thereot [ T34 @ where aataiury oceurt iy or wown) (o) (G
Buorisl, cremation, or removal, (M"“d‘) (D“) (Year) () Did injury occur in or about home, on t'arm. in industrial plaoe in public p!.a.ce?
(<) Place: burial or cremauon___..-%amm& Oﬂ'rﬂ S
18. (o} S[mature of funeral director.____... mmortm F'ASBI' M While at er;____m_____'____(f_'_’f _f_’ "(’L‘)" ‘g,‘,‘,',,‘;’;‘,’of [nlury...._G.....,......,............
..... Mﬂn e :
. G ...... u m J_ ‘— B:hif tiig— ‘L qJ. Signature..... £ - (M.D.ar othch.a
“” BQ n}.d b T (Regisirers denmior) bl G || Address S Wrpie sgnea P, _12/,«

(Liconsed Embalmer’s Statement on Reverse Side)




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 supervision.

Signed.

Licensed Embalmer No

P, O, Address...._...., .
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HAND'WRITING. (Fatlure to comply w

the above constitutes grounds for revocation of license.)

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




No. 2B
1—3-45
1 X43880
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. '_‘ WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

— T,

DEPARTMENT OF COMMERCE
BUREAU OF THE CENSUS

Registration Diatrict No.._._..-a._.L ..... -

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District No..___.l...o......g_.._i

State File No....

Registrar’s No.

1. PLACE OF DEATH:

{a) County.
&) Cityor town..:[.f

- P

:Ly or town Limits; write “RURAL"™ nnd name of township)
{c) Name of hospital or institution:

{If not in hoapital or inar.it.ntio_n, write street number or location)

{d) Length of stay: In hospital or institution

(Specify wheiher

In this community.
years, months or doys)

2. USUAL RESIDENCE OF DECEASED:

{a) State (&) County
{£) City or town....
(If cutside cily or town limits, write “RURAL")
{d) Street No.
{If rural, give location)
() Citizen of foreign country? -y---(Yes or No)

If yes, name country

oA sman

MEDMCAL CEJ

() A
19. (a)

3. (aﬁ PR]NT e
3. (¥ If veteran, 3. {c) Social Security
ML
name war. No
; 5. Calor b 6. {a) Single, widowed, married, 19
4, Sex | race divoreed. . 10
6. (b) Name of husband or wife......o. = 6. {c) Age of husband or wife if Durasi
uralion
alwe..... —
M
7. Birth date of deceased.. %,LL ? @5 A .
Mouth)
AL
8. AGE: Years Months I@ M Due to....
- .
. Due to
9. Birthplace ... f4
(State or foreign country)
Other conditions.
10, Us‘ual oce: {Incinda pregnancy within 3 months of death)
11. Industry or bysin PHYSICIAN
o — Major findings: ——
ﬁ{ 12, Name f operations Undeci .
= nderline
- : the cause to
e | 13. Birthplace. i
o {City, town, or county) {State or forcign country) Of autopsy. zv[.l::,c&ddeat:l;
E‘ 14. Maiden name. charged sta-
S . s tistically.
.1 15, irthplace. " P
= T m—— - [iata or foreign commrer) 22, If death was due to external causes, fill in the following:
16. (a) Informant _(a) ’A_Lufdeut, suicide, or homicide (specify)
(%) Address {#) Date of occurrence
{c} Where did injury occur?
17. {a) Barial, - ; (b} Date thereof. Monih: o (Clty or town) {County) {State)
(Burial, eremation, or removal} (Moath) (Day) (Year) {d} Did injury occur in or about home, on farm, in industrial place, in public place?
(¢) Place: burial of cremation
18. (s) Signature of funeral directar. | While at work?... ot e s O Y oo

23. Signature {M.D.orother)..___._.

Address Date signed







