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WRITE PLAINLY—USING UNFADING BLACK INE—MAEKE A PERMANENT RECOR

THE DIVISION OF HEALTH OF MISSOURI

‘ ALED DEC 12 1944

STANDARD CERTIFICATE OF DEATH

REG. DIST. NO.( ;.ﬁ é PRIMARY REG. DIST. WO. M/_ Registrar's No...... %,Z... -

State File NQ}S’. ’P"‘ > tsaonnim

102. USUAL OCCUPATION (Give kind of work

10b. KIND OF BUSINESS OR'IN-
o DUSTRY

"BIRTH NO.
1. PLACE OF DEATH 2. USUAL RESIDENCE (Wherv J d lived. i I “betore
LN 7E fp s STV 1S SpuR] > e
b. CITY (I outaids corpursta limits, write RUBAL nod sire ¢. LENGTH OF || c. CITY (If outside eorporate lsits, write RURAL and give townehips /0 7_
towaahlp) S"I‘QY w' } OR i /\/
o HousTon KE| _tomn 0 g
d. FULL NAME OF (If not in hospizal or inatitation, give strect addroes or location) d. STREET (U rural, give location) (74
HOSPITAL OR ADDRESS
INSTITUTION 0
3. NAME OF 8. {(First) b. (Middle) ¢. (Last) a, DATE (Month) (Dey) (Year)
DECEASED
(twear i) )M D S wW. Fr¢ //ﬁfﬂjo/)/i pERTH Aov. 23 /743
5. SEX V: cOLOR OR RACE | 7. MARRIED NEVEECM[A)RRIED 8. DATE OF BIRTH ] 9. AGE Un yeuns| w e * UKER 1 NS,
(Smcd:r ¥, on Dny- Bou.u Min.
_MALE( FEB, s /870 l l

11. BERTHPLACE (State or fnrdtn sountry) IZ CI'IH%ENOFWHAT

done during m;: of working life, even if retired)

M)SSoukfs . 0 S A

13b. MOTHER’S MAIDEN

UN KA

13a. FATHER'S NAME

UNKNe wAN

i5. WAS DECEASED EVER IN U.S. ARMED FORCES?
W—.M.MW-n) | (Il yan. wive war or dates of sarvios)

16. SOC[AL SECURlTY

18. GAUSE OF DEATH

. Enter only onecaussper | I. DISEASE OR CONDITION

NAME 14. NAME OF-HUSBAND OR_WIFE
tr LY AY-Y 4
17. INFORMANT'S SIGNATURE OR NAME ADDRESS
C0. WELFARS OFFes [fousin
INTERVAL BETWEEN
ONSET AND DEATH

line for (8}, (b}, and (c)
ANTECEDENT CAUSES

Morbid conditiona, if any, gleing DUE TO (b)
rise to the above cause (a) a&c.tmq

* This does mnot mean
the mode of dying, such
as heart jaﬂuu. asthenia,

W eter It meons<the dis- |- the underlying cause last. = ’ J
D DUE TO (c)

case, infury, or

/IC CERT!FI CATION .
DIRECTLY LEADING TO DEATH® 5 dwz' -~ A hﬂmx

I1. OTHER SIGNIFICANT- CONDITIONS

Conditions contributing to the degih bus-not
related Lo the disease or condition euuahwde_am

tion which cau.;cd denzh.

U220

z. I hereby certify that I attended the deceased from
__alive on M, 19_;41 and that death oceurred. al

19a. DATE OF OPERA. | 190. MAIOR FINDINGS OF OPERATION & . .. - et Y e . ¢ F | 20. AUTOPSY?
. ‘W’———”—" YES D NO
21a. ACCIDENT (Bpecity) 2ib. PLACEOF INJURY (e.x..inorabogt | 2Tc. (CITY, TOWN, OR TOWNSHIF) {COUNTY) (STATE)
SUICIDE home, farm, Inctory, street, offics bids.. ete.} . e R I A
HOMICIDE :
2id. TIME (Mooth) (Day) (Year) (Hoan) | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
oF WHILEAT[—] NOTWHILE
INJURY WORK AT WORK,
2 e

1927 1o m 1947, that I last saw the deceased

, from the causes and on the date stated above.

:"”MM e, |/25/W

BURIAL b, DATE
. REM, V

u

24c. l\A'dE QF CEMETERY OR CREMATORY

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

_, ///94’7'.5}/040/ Mo

DATE REC'D BY LOCAL
EG,

Jc‘:ﬁ;-i

H

bDRESS




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.

(R —

e ety Student Eabalmer Ho.

working under my persona! supervision.

Student secrecnan.s veeraaerens -. e Slgned"%.mz_fw . o

Student Embaimer 2 . .
Licenzed Embalmer No..... % 02‘24’

: P. Q. Address li o “d;_" ji LO

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.)

Xf this body is not embalmed, fact should be so stated sbove.




