No.300 F"En MAY 6 ]050 THE DIVISION OF HEALTH OF MISSOURI - ‘)“:’
. 0.
-2 . 9% STANDARD CERJIFICATE OF DEATH state Fie o T ..
"BIRTH NO. ___, REG. DISY. NO. PRIMARY REG. DIST. _L/E"_g.;/ Kegistrar's No /0
' 1. PLACE OF DEAT 2 USUAL RESIDENCE (Whers decoassd lived. If itstitution: residence befors
C/ ,é a. COUNTY ? W) a. STATE 77, !1 + b COUNTY sdiniselon).
/ 7
b. CITY (If outside carporato lindle, writs RURAL and give | ¢. LENGTH OF || c. CITY (If ouwdds corporste limite, write RURAL and glve towsshipi?
e on townshipt| STAY (in thia place) OR o8 o
TOwN (AL B 48 e TOWN
d. FULL NAME OF (If oot in bospital or institution, give streat -dd,n-cr lotation) d. STREET {1 rara!, give location) : D’
HOSPITAL OR ADDRESS
INSTITUTION
3. NAME OF a. (First) b, (Middle) ¢. (Last) 4. DATE (Month) (Day) (Year)
DECEASED g OF f
MMO/?D/A GRIZZLE SHARP DEATH /b - /95D
SEX . 6. COLOR OR RACE | 7. m&%ég !‘éIE‘\’IgFRl MBRR]ED. 8. DATE OF BIRTH 9.:.(‘35 (l::!")n h'; UN:.'.‘I |D\"tn IF UNDER 4 KX,
. (Bpedify) on ays | Hours | Min.
lOa USUN. OCCUPATION (Givekind of work 10b KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (3tate or forelgn country) 12. CITIZEN OF WHAT
dons most of working L, 0 if retired) DUSTRY A/ 9—@ COUNTRY?
/éé-rn_&. AL , | U S.&.
p FATHER® s NAME 13b. MOTHER'S MAIDEN 14, NAME OF uus'ﬁmn OR WIFE
‘/fS WAS DECEASED EVER IN MED FORCES" 16. SOCIAL SECURITY 3 SIGNATURE OR N ADDRESS
{Yes. no, or unknown) (H rou. riv. r or dates of cervice) NO.
[ VAL
18. CAUSE OF DEATH ONSET AND DEATH

| Enter only onecause per | 1. DISEASE OR CONDITION
Jine for (a), (o), and (c) | DIRECTLY LEADING TO DEATH® i)

*This does mot wnean ANTECEDENT CAUSES

the tmode of dying, such |  Morbid conditions, if any, gising DUE TO (b} : .
o Beart follure, asthenia, | Tise t0 the above cause () dating .. . e e I
e, It means fhe dis- - the underlying catse lost. - . . A . - g

ease, infury, of complica- DUE TO (c] _
tion whick caused death. | 11. OTHER SIGNIFICANT CONDITIONS - - LA
Conditions contributing (o the death but mot #2 }
related to the disecse or condition causing death. QJ
19a. DATE OF op_lgfgﬁ' 19b. ‘MAJOR FINDINGS OF OPERATION . % . "= -7 = % 4t = 40 o = e f - | 2, AUTOPSY?
.. A : ves L] “wo
21a. ACCIDENT (Bpecity) 21b. PLACE OF INJURY (es., lnoraboms | 2lc. (CU OWN, OR TOWNSHIP) (CQUNTY) {(STATE}
SUICIDE e ———— homa, Isrm, faotory, street, office bldy., ete.) ST ., I fat
HOMICIDE b
21id. TIME | (Menth) (Day) (Year) (Hoar) 2le. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR? N
S A, : WHILEAT[—] NOT WHILE . . . A
INJURY © = | work L. aTwork

- - ] \ - .- - - . 0

22. [ hereby gextif] l{l I attended the deceased from i , 1045 € to %ﬁ, 19 2 '?lhat I last saw the deceaszed
alive MMLY_, 19ﬂ3, and that death ogturred M&A_‘ m., frond the causes and on the date staled above.

i L /@em%lo) 23b. ADQRESS X

?'r% Y EMOVALCREM 24b. DATE i Z8:. NAWE OF CEMETERY OR CREMATORY -} 24d. TION (Oity, town, or county). - -
m afnil 5 /150 %&W e ﬁ/@ﬂ om0
DAIE REC'D BY Loc.%;l. aﬁmsrmmmng 5b 25 KUMERAL DIRECYOR 551 GNATUR ‘ADDRESS r )

On /Z/?j: /’rn»ézwp @L""'Cﬁ Lt

(Licensed Embdmnl Séstement on Reverse Side)

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




RECEvep — WAY:

Dlstrict Health Offioer N, - o

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

working under my personal supervision.
Studont ......- cetasereen heesstesanenranene Si A A

Studm t Embaimer

. ) ) Licensed Em aéir No..lf{’.‘.rg.? ................ ...... _
. P. 0. Addr : 2y Ll

Note: The sbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN. HANDWRITING. (ann to ¢
the shove constitutes grounds for revocation of license.)

I this body is not embal_n:ed..fact~slmddbemmd above.




