THE DIVISION OF HEALTH OF MISSOURI
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”4 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME . | 14. NAME OF HUSBAND™OR WIFE.
d r .
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= [5. WAS DECEASED EVER IN U.S. ARMED FORCES? | [6. SOCIAL SECURITY | 77 INFORMANT" S 51GNATURE OR NAME- ADDRESS ™
o (Yea, no, or unknowa) T e, ¥ive war or d.lu of wvica) NO. . oot W M
3 ] Glen Sweet Steffensville, Mo
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21a. ACCIDENT (Specity) 210. PLACEOF INJURY (o, Inoraboge | 2le. (CITY, TOWN, OR TOWNSHIP {COUNTY) {(STATE)
| ? HSUOIﬁIEIED bome.farm, [aotory, strest, office bldg.. et0.) o . Tt
o | S ]
g 21g. TIME ~ (Month) {(Day) (Year) (Hous) | 2le. INJURY QCCURRED | 21f, HOW DID INJURY OCCUR?
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RECENVED 10
District Health Officer No. 10
Disict Fie Nophr. ?ﬂfn/j L6
Dzato Fled

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, vy .

Student Embaimer No.

working under my personal supervision. 6 |
" -
. Signed_ /_gl.ﬂ'!ﬂ A AEL ....’ﬂ%w.. e

SIgNAad.c.ueissnnrosccsesaraatsssnascrassassanss Licensed Embalmer _fg? .s........ P
Student Embalimer . [y l/
P. O. Address AA &y 4 q,

- Note: The above MUST BE SIGNEb 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,




