B

1913

)

ROS,:, ,L/qne)/ (nee Carr(w) L. March A3

-

TTAALS VATLMAAIALU LVATLIOAS 13 A FRHMANENT KEKCOKD

HYSIGTANS shonid alate
act statement of OCCUPATION is very Important.

tated EXACTLY. ‘P

should be s

=0 that it may bo properly classified: Ex

ormation should be carefnlly supplied. AGE
in plain terms,

N. B.~Every item of Inf
CAUSEOF DEATH

By

PLACE OF DEATH

County.

.-.oi:-:_v

<_=-rr\

City K\g

ao-._-..i:o: District z°

MISSOUR!I STATE BOARD OF HEALTH
BUREAU OF VITAL STATISTICS
CERTIFICATE OF DEATH .,. M

Q®H Fite No H Hmum
1003 2987 > 3

/
FULL’ NAME &\ﬁm\ ,\wN\h\\\.\\«\.\\

vla‘.d Registration District Noo = non_-.!.oc No - Loy
~death occurred in
»-N!N\N §§\A\ m..nlbhpi-:s Ma::E or F...E.l-.
’ give its FAHE instead
) d of street and camber) #

PERSONAL AND STATISTICAL'PARTICULARS

~ MEDICAL CERTIFICATE OF DEATH

OR DIVORCED .

(I#rite the word)

SEX COLOR QR RACE | SINOLE 77 ' VN.
A “ N “ ”H WIDOWED :

DATE OF 0m>4§ 2 %u : k:.ml

(Moath) (Day)  (Year)

DATE OF w.aq“ \%‘ ‘
/" (Moath) 4 :v-i (Year)
AQE g Q IfLESS than

N N s

| occupaTiON .
{a) Trade, profession, or §
particular kind of work ?4\(

Prrssery 0 1913, to
that I last sawh e alive on g\..\ﬂ N

/ gze,
and. that death occurred, on the date stated above, atf = Z.m.
The CAUSE OF DEATE* was as follows: '

%.. .1 HEREBY CERTIFY, thatI attended decessed from

(b) Qeneral nature of industry,
butiness, or establishment in Q/
which employed (or yer)

@KQ%\\\&QAN.M# /44 . LYy

~

7] \uh},\/w

RD

L
st ssga..

\ )'
MmmuerOM . . & % - Ao.:.-zg;lhll!d
'ng couatry
——
m—p— ; Contributory.
FATHER “ﬂ| N\» o ,Ja ( yrs
w::.z....»o.m. >
® | OF FATHER_ y S — p pw&“ &.
z (City or town, State or foreign couniry) 1910 ﬁbcnﬂo-ua\\\ n\
« MAIDEN NAME isease Caosing Death, In deaths f Violent Camses, state
& | oF moTHER ? vv\-\;\\.*\k\# :v-mnw-bo&.whﬂd. and (2) whether E “kxu-_.ﬂog
LENQGTH OF RESIDENCE (ForR HOSPITALS, INSTITUTIONS, TRANSIENTS, OR
BIRTHPLACE . RECENT RESIDENTS) .
OF MOTHER
(City or town, State or TRB- nuﬂ-ni- \?C\r\\?; ”" place Vet men - d. a.u..»ﬂ.'l.ksnllﬁ.o-l'a-.

THE ABOVE I8 TRUE TO THE Umb.-. OF !<§0¢<_|Mgn
5

:..«o!:-::b\u

Where was disease contracted
if not atplace of death?

Former or
usual resid

DATE OF BURIAL

Flled Ewm

PLACE OF BURIAL uwm!0<>

2ne k2] ol

ADDRESS

, CZOMI._. )X?

\\\“Qoﬂ.\.




