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BIRTH NO.

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. DISY. uo._LLPalmv REG. DIST. m._[QQZ:’R,,,.,m”Nn 1587 ‘

State File No

1. PLACE OF DEATH

2. USUAL RESIDENCE (Whers deseased lived. If ingtitation: | residence bd'oul

a. COU a. STATE b. CO "Tadmission).
Wr_kso« MJSSour‘t ne Kson
b. CITY (It outeids sorpurate Hmits, writs RURAL and give ¢, LENGTH OF ¢. CITY (If outskde sorporasa limits, write BURAL and give townshlp)
OR A/ C {- township} | STAY (o thie place) TORN + }
TOWN ANSKS N Mo oW 4’4)\15-45 City DA
d. FULL NAME OF (If ot tn boapital o tmstitation, wive street addrem or looation) d. STREET 01 ramal, whvs locationd] "] L
HOSPITAL OR ADDRESS
INSTITUTION. F o a 7 Ht?h/ggg{ 30,0 7 H‘qklﬁ.ﬂ,’

3. gg%ﬁs%% u. (First) b. (Middle) c ¢. (Last) Iy DSTE T (Month) (Day) (Year)
(‘ImorPrlntJ Cledus W IFsn la xebnoo K DATH Hpa/ 3- /1750
‘ d - 1 6. COLOR OR RACE | 7. MA\"AIZ%:%EB EIE“;'SECMSRRI_ED. 8, DATE OF BIRTH Q.hﬁ‘GE Un r-;u l: :'En | YEAR | o OWDER b as.
N N : - v ORC (Bpacify) ' birthday, o Deaye | Hours } Mig.

'_Mgle white Arnied Odept (/- 1776 2= |

lOa USUAL OCCUPATION (Giwakiodof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Stats or torslgn country) 12. CITIZEN OF WHAT
durm: of working 1ifs, even if retired) DUSTRY . : C) COUNTRY?
P ﬁbyen Ao re Z?/eﬂué/? MU, 227D LS. S A

‘13.._ FATHER'S MAME

1

13b, MOTHER'S MAIDEN NAME

1

14. NAME OF HUSBAND OR WIFE

CCr et z = oo

S g
I5. WAS DECEASED EVER IN U.5. ARMED FORi l 16. SOCIAL SECURITY | 17. INFORMANT' 5 S1GNATWURE OR NAME o7 ”ADDR;
(Yes.n0,orunkuown) | (If yes. sive war or dates of service) A7,
A A% rve £ 3}"/"7‘2”%?7'{ E Gl x eé/ad/f’/ix 25 ﬁﬁé‘g
18. CAUSE OF DEATH ’ MEDICAL CERTIFIGATION INTERVAL
Enter only onecausoper | 1. DISEASE OR CONDITION _ -~ a/ . ONSET AND DEATH
Iine for (s}, (b), &nd (¢} DIRECTLY LEADING TO DEATH ()
*This does mot mean | ANTECEDENT CAUSES -—_

the mode of dying, such | ' Morbid conditions, if any, gising DUE TO (B)

s heart fallure, asthenia, rize to the above couse (o) Hating - - .

He. It means the diy. | Ih¢ underlying cavse last.

ease, infury, or complica- . DUE TO {c} .

tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS LJ

Conditions eontributing to he death but not 0 0
related to the dlaease or condition causing death. d—zot_ N .
19a. DATE OF OPTEIrg;«I- 19b. MAJOR FINDINGS OF OPERATION A . ' ’ T 2. AUTCOPSY?
L _ . . _ ves [] wo [
21a. ACCIDENT {Bpucity) 21b. PLACE OF INJURY (s.s..inorabous | 2T¢, (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE bome, farm, fastory, strest, offics bidy..ea.} . .-
HOMICIDE
.|l 21d. TIME - {Month) {(Day) (Year} (Hour) 21e. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?
INJURY WHII.E AT NOT WHILE| -
fo. AT WORK

alive on
2. SIGNATU

‘o

- || 22 T hereby certify that I-attended the deceased from
: 1832, and that death oceurred at 4L

1844 . ko 19570, that I last saw the deceased

r {Degros or

T HJ

/Z m., frﬁ the causes and on the date stated above.
23b. ADDRESS /g . ' ‘
PN,

WRITE  PLAINLY—USING UNFADING BLACK INK—MAKE A PERMANENT RECORD ™.

DATE

24z. NAME OF CEMETERY OR CREMORY
/%vowﬂé; € Cezgoden,

VDL o 4
244, LOCATION (Oity. tnwn.

Aé’/’m;./qm e,

L

m. v 0 f -
W
DATE REC'D BY LOCAL 'S SIGNATURE
REG. -
4 4.5 &e&;ﬁw

L &
wcmn 5 SICHATURE > ADDRESS

{Licensed Embalmer’s Statement on Reverse Side)




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 e rmerrcramane

et ra ettt b eSS b emARAERRLAL s hm e ot rem e FARRAE et seete et ems oee e A Ao e A et B et omemtemet e emeemern Student Embalmer Ne.
b

working under my persona! supervision.

Student coveiveacccansanee teressassansasene Signed.-”
Student Embalimer

Licensed' Embalmer No....., _2.——\{‘\; .............
P. O _Ad_dr;w Bl LC ! ;'726

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.
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