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DEPARTMENT OF COMMERCE
BuRgAy ofF THE CENSUS

FILED MARS 8194

Registration District No....—.

THE STATE BOARD OF HEALTH OF MISSOURI ] s

éT ANDARD CERTIFICATE %(BE b ATH k

Primary Registration District No.__%

State Fite No 3 4; 9“?9

Registrar's No.

1. PLACE OF DEATH:
(s) County. n A

2. USUAL RESIDENCE OF DECEASED: .

Y. % County._.___. _lp,{“j ...... _7

2 ¢ - (a) State
(b) Cityor mwn..&_»Q.M_‘.h.g,_ _%:“.T -
{If outsida city or town limils, te “RURAL" and name nl w-'mhap) () City or tOWHmeeerveemerenne Q‘a L
(¢) Name of hospital or institution: . “(If its, write "RURAL")
. P
@ Street Nowo....78 %0 7
(If not in hospita] or institution, write street number or location) (If rural, give location) d
Length of stay: In hospital or institution .
@ oth o ¥ v {Specify whather (¢) Citizen of foreign country? (Yes or No)
In this community. é 14 '30‘ . P
ycars, months of days) If yes, name country,
ot MEDICAL CERTIFICATION
3ol B WAR b\ Jox A Dauis. ¢ l 3
> ) Social Seeurh 20, DATE OF DEATH: Month__ Y10 ! day
3. If vet s - e a. Uity . .
(&) If veteran Veﬂr-..m.M...........J:...%hour............,........u%%.......minute._....._..gf...'...__M
name war, No
21, I hereby certify that I attended the d d from
5. Color or G. (a) Single, widowed, martied, , 10 . to
4. Set--!-'-—/ race.... \AJ-£.— dlvmmxd-ﬁ-mﬁa that 1last saw hRA _aliveon. .

6. {¢) Age of husband or wife if

6. (b) Name of husband or wxfe —
ﬂ Reons £

[ (W,

7. Birth date of deceased..

Duration

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

(Montt) ¢} (Day) (Year)
8. AGE: Years Months Days If less than one day
é hr, min
9. Birthplace. — __.._._/.,‘._._

te or foreign country)

10. Usual occupation

Due to

Dite to

Other conditions

i3 Birthnhm

15. Birthplace.

City, tmm. or emhfl.y) - {State or I.;n-ﬁi.:;a_u'nu,)
16. (8) !nformanL_“.m.u. Y _OAMNAY

) Address .o A S . . S

17. @ "'"m[m! mation o-n:q;a{f.ﬁ ® Daélhemﬁ (Month) (Dag) (Ywi )"

{c) ‘P]ace: busial er cremation......
18 (z} Signature of funeral director.
(bJ Address

- (a) d local re;
;é%e %

a (Hznurnl l signature)

) {Includé Iregonancy within 3 months of death) '.\
t. Industry or business : A PHYSICIAN
S m BMajor findings: N -
. operations._ ...
{u Name.oen . B e I s St
@_&h o o . . R the cause to
? At ¥ lwhich death
'.' {City, Wown, or county) {Stale or| reu'n u_mnu,) *Of ARtopSy. . " . ihould be
Ma:den name . ’ X W s 4 < N . I charged sta-
JRT— : tistically.
22. If death was due to external causes, fill in the following: -~ "'+ 7

(a) Accldent, guicide, or homicide (specify)
(b} Date of oocurrence.

() Where did injory occttr? i
(d) Did injury occur in or about home, on

ar t.o-u) {Counnty) 2111
, in industrial ptace, in public pl.ace?
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(Licensed Embalmcr’s Statement on Reverse Side)
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STATEMENT BY LICENSED EMDALMER

I hereby certify that th

y whose name isrecorded on the reverse side of this certificate was embalmed by me, or by

working under my personal supefsfision,

Signed........coee X MM y\ W

Lic@zd Embalmer No. ‘i' 2 ‘5- o

T PO Address W 2724,

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

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




