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WRITE PLAINLY--USING UNFADING BLACK INK—MAXE A PERMANENT RECORD

1

AILED NOV 25 1940

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

k39115

State F:Ic Na..,

Line for (a), (by, and {c} DIRECTLY LEADING TOQ DEATH‘(a)

ANTECEDENT CAUSES
Morbid conditions, if eny, giving DUE TO {b)

*This doey not mean
the mode of dying, such

() SR
r - . N 9\)(
BIRTH NG. REG. DISY. NO. __%:LBPMHARY REG. DIST. NO. wkmmmrmo e s s st st st e e
. PLACE OF DEATH . 2. USUAL RESIDENCE (Where dtcossed lived. 1f instisution: residense before
. COUNTY STATE . COUNT diniseion).
: = -Missourl o Y Y iou
b. CITY (I outzids corudrate limits, write RURAL snd give ¢. LENGTH OF | ¢ CITY (1f cutside corporase limite, write BURAL and give township) V/ R
(o] townahipl | STAY (in this place) . R ;
TOWN gt ,T.ouls ~2, TOWN .. 3t.ouls ‘{ .
d. FULL NAME OF (If not in bospdtal or inu.lwﬁt'm/:iu stroot addreas or loestion) STREET (I rursl, give Inaunn) (/
HOSPITAL O
INSTITUTION Enroute City Hospltal ALM‘T Hotel « 4873 Page
3 NAME OF a. (First) b. {Middle) ¢ (Last) 4 DATE (Month)  (Day) (Year)
(1w Pt Curtis Be Newton oo L/~ /(- Y§
‘ 6. COLOR OR RACE | 7. MAD%Q'E'EB I‘SIE‘\%ECI‘E!SRRJEU ) 8, DATE OF BIRTH 9.&65‘!&2«.“ L-;- ur 1 YR8 | o unfiRr bonm,
{Bpecily) it ) o Days | Hours Min,
‘wale /] White ever Marpied | About 1894 557 l |
W0a. USUAL OCCUPATION {Ghekindof work | 10b, KIND OF BUSINESS OR IN— 11. BIRTHPLACE (State or forcign coustry} 12. CITIZEN OF WHAT
dope during most of working Lifs, even if retired) DUSTRY : COUNTRY?
lopic U.S .Adm.Canter Ohioway,Nebraska I oS e
I3a. FATHER S NAME 13b. MOTHER™S MAIDEN NAME 14. NAME OF HUSBAND OR.WIFE
charles Newton .Noonie Corley None
i5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' &
(Yee. 0o, or unknown) | (If yea, wive war or dates of servios) . T°5 SIGNATURE OR Npg? .C"lar 1% %o ®
No Uhknown Mrs «EWOverhoif,908 Circle Dr.
18. CAUSE OF DEATH MERDUCAL CERTIFICATION _INTERVAL BETWEEN
Enter only onecauseper | |. DISEASE OR CONDITION " ONSET AND DEATH

rise to the above cause (a) stating

as heart failure, asthenia,
f e -the underlying couse last. -

de. It meons the 'dis-

case, infury, or complica- DUE TO (¢)

tion which caused death, ) II. OTHER SIGNIFICANT CONDITIONS |, © .

Conditions contributing to the death bt mod
related to the disease or condition cousing death.

‘alive on

3 , to —— e e
, and that deathm 6 fsmn., from th

19a. DATE OF OP'IEIROAIG' 195. MAJOR FINDINGS OF OPERATION ' .| . AUTOPSY?
_ ves (X wo (]
21a. ACCIDENT (Bpecify) 21b. PLACEOF INJURY (s.g..inorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (SI'ATE)u
SUICIDE bome, farm, l-utory stroet, office bldx..a10) .
HOMICIDE .
21d. TIME (Mooth): (Day)  (Year) (Hoar) | 2le. INJURY OCCURRED | 211. HOW DID INJURY OCCURY ‘ f
’ ) N . WHILEAT[™] NOT WHILE /
INJURY N = - |- work AT WORK M
I L34 .
2.1 hereby certify that I attendcd the deceased from 19, that I last saw the deceased

¢ causes gnd on the date staled above.

MIGNANQE? ,é Z M @rjaruue)

23b. AD

/

RESS

Coart

Z3c. DATE SIGNED
- o4 '-9

24a. BURIAL, CREMA- | 24b. DATE l

TION REMO Al.ingu,

n.\rs R.EC’D BY LOCAL | REGISERAR'S SIGNAZL/RE
NV 1 lt !

24c, NAME.OF CEMEI'ERY OR CREMATORY

1-16"49 Va Iha lla

24d. LOCATION (Clty. town, or county) . .

. (State).

St eLouls

25.

l.bert H.H

(1.icensed Emgn!mt_r:-ASu_tcm:mr on Reverse Side}

FUNERAL DIRECTOR'S 31GHATURE

'n‘bote 48

34700 Washington Blvd.




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by W.A/L -........-

Student Embalmer No.

working under my personal supervision,

Student coeercnseraanans eaviraverssesananas Signed 94"/\-’\ LU L{) /Zé(/l/\,%\_.-

Student Embalmer
Lmen:ed Embalmer No 35— 7J
P. 0. Addre)/] #’L’V"O W77

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

If this body is niot embalmed, fadt should be so stated above.

. .
s




