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WRITE PLAINLY—TUSIN

- THE DIVISION OF HEALTH OF MISSOURI
ALED AUG 18 1950 STANDARD CERTIFICATE OF DEATH State File No....... i)

«BIRTH RO, _____ ...  REG. DIST. NG.M_ PRIMARY REG. DIST. No._ﬁemﬁmgr',nn ‘.’ "

1. PLACE EATH 2. USUAL RESIDENCE (Wbere decsased livid, If institutlon: residence before
a. COUNTY a. STAT. . . b, COUNTY alinizsion}
oA 2~ ;\/\ SSOM-EY IO e o €

b. %‘EY (If ontelde corpurate lmits, write RURAL and qive c. AI?ENGTH OF c. CI‘n’ {If ouside eorporate limies, write RURAL std give towaship) ﬂ (5 j '&
township) (n chis place
Towg{:a!!ﬂnunng £R EL*‘M‘—“" e o o, s i lle. KR

d, FULL NAME OF (1f nos in bospital or institution, mive streot address or loeation) d. STREET (If rural, give location}
HOSPITAL OR ADDRESS

INSTITUTION "N @~y 4 Y ‘(
3. NAME OF - (Firsn) b. (Al1adie) c. (Last) 3. DATE (Month)  (Day)  (Year)

DECEASED
f“'f’“’”’“"‘!/-\:é 2 . TL_Z - /Nl e o S I /FS50

5. SEX / 6. COLOR OR RACE | 7. MARRIED, N'—‘VER MARRIED,, | 8. DATE OF BIRTH 9. AGE (Io year| If UNDER | YEAR | IF oNDER w1 3.

R 1DOWED, DIVORCED (Specith |+ last birthday) |Moothai Days | Houm | Min.
Wﬁu @,ﬁ__}/ 12 -L-lFSF 9.7 [
10a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN- BIRTHPLACE (State or torelgn coun / 12, CITIZEN OF WHAT
COUNTRY

, dome during mutofznrkluma.-n::- ratirad) a-/\l_ l_w N-UUS:,Y nt\ \(D ~ k oL . LE— S,

Iéﬁ FATHER' SiINAME 3.7 8227 13b. MOTHER'S MAIDEN 14. NXME OF HUSBAND OR WIFE

T VN HC'QWMJ A"rﬁaf\\_eb /Ah;ld.s_ﬂl Y ]”]’1 LL{J?(

ADDRESS

(Yes, no, o;::nkgown) S y- , klve war or datea of service}

R a -

I5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOGIAL S'ECURLT(;( }7 INFORMANT' § SIZ%‘TURE /]

"|| Enter onty onecausper | 1 DISEASE OR CONDITION - . 0\%&4 . (

RVAL B

18. CAUSE CF DEATH - MEDICAL. CERTIFICATION ETWEEN
y ONSET/AND DEATH

Iime for (a), (b), and (c) PIRECTLY LEADING TO DEATH* () a At ¢

*This does not mean | ANTECEDENT CAUSES , : —_— QAM,;
the mode of dying, such | Morbid conditions, if any, giving DUE TO (b}
o# heart failure, asthenfe, | rite to the abooe cause (a) stating
de. It means the diz- the underlying cause last.

G UNFADING BLACK INK_-———MAKE

case, Injury, or complica- DUE TG () R
tion which cansed decth. | 1. OTHER SIGNIFICANT CONDITIONS . . .
Conditions contributing to the death but not ‘ VK B 7
related to the disease nrooondi!inn cauring death. / M 2 2‘ 0
19a. DATE OF OP'FI%?I' 19b. MAJOR FINDINGS OF OPERATION . ﬁl 20, AUTOPSY?
ves [ wo (9
21a. ACCIDENT {Bpecify) 215, PLACEQF INJURY te.x..inorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE homa, {arm, faotory, strest. offics bldg.,e10.)
HOMICIDE
21d. TIME (Mopth} (Duy) (Year) (Houn 2le. INJURY OCCURRED | 21f. HOW DID [NJURY OCCUR?
WHILEAT ] NOT WHILE
INJURY WORK AT WORK .
f Ll »
2. I hereby certify that I auended the deceased from , 19401):0! I last saw the deceased
alive on , 2 and that deat occurred at .LQ..._Q_ from th¥ causes and on the dale staled above. b 37 4T
232. SIGNATU {Degres or title) 23b. ADDRES . 23c. DATE SIGNED
MMOM"& /DM[M{& F-2-J70
z% NBllil ER M| 3\}. l_’] 24b. DATE 24, NAME OF 'CEMETERY OR CREMATORY 2447 LOCATION (City, town, or county) (State)
¥ -
e 2-|F Javide, Floveden, Yo

DATE RECD BY LOCAL REGISTRARE SIGNATURE AAD O | Z-FUNERAL DIRECTOR'S $1GNATURE %
Qine, 01550 . /1. %MM.D}_L,Q, 1 Jue !Ez 2

(Licensed Embalmer’s Statemnent on Reverse Side)




RECEIVED AuG 1 4 1950
District Health Officer No.

Oistsict Filo Musber_ 9-50°13

Dots Fiied aemac A6 101500

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, of bY e

Student Embaimer No.

working under my personal supervision.

Student ...ius-s puaasesnaessieninns aena Signed.%@mé._gﬂﬁ:h““,,_,'%4_‘
Studen almer
Licensed Embalmegr No 5’? Y {
P. O. Addmséﬁf;.—m7 Z‘-«)

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

H this body is not embalmed, fact should be so stated above.




