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

THE DIVISION OF HEALTH OF MISSOURI

ALED OCT 21 1950 STANDARD CERTIF

ICATE OF DEATH

- BIRTH- NO. REG. DIST. NO. 318 PRIMARY REG. DIST. m1003

State Fi f‘%@{" 7.
’86*?9

1. PLACE OF DEATH 2 USUAL RESIDENCE (Whers d d Lived. - If lzatitut) iduatce before
a. COUNTY a. STATE _ b. COUNTY sdinimiond.
-/ A L/ /V 2785 S e
b. ClTY (11 outalde corpurate limits, write RURAL and give ¢. LENGTH OF . CITY (if outaide corporate limite, write RURAL and give township) y o
. township) | STAY (in shis place) B’ f M
W ST Loy S L pay | "W £ ST LowvtS 4
d. FULL NAME OF (If not in hosapital or institution, cive streat add orl d. STREET (E! rural, give loestion)
HOSPITAL ADDRESS
WSTTONON & T Mamyd Jn FIRMARY LooB A T p > 2
) M X .
3 DNEQ:EES%FD 8. (First) b. (Middie) ¢. {Last) 4. DS}.E (Month) (Day) (Year)
{ T¥pe or Prini) M1 SSpou 74 Corre DA ol T, 42, 195D
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (ln years| ¥ Unoén | YoAR | o Woen u nes.
F. 3 WIDOWED. DIVORCED (8pecity laat birthday) |Monthe| Days | Hours | Mis.
EMALE|l Neeko ep 1 /213 v B7 |+ L2, |
10a. USUAL OCCUPATION (Givekiadof wark | 105, KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Gtas of toreien sousies 1Z] CITIZEN OF WHAT
dona during most of working life, aven if retired) DUSTRY COUNTR‘_[?
Hovsewir s LAV RE /S, M/.ss/ A7
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME T4. NAME OF HUSBAND OR WIFE
UNK o M. : LAY A 4
IS. WAS DECEASED EVER IN U.S, ARMED FORCES? | 16. SOCIAL SECURITY .| 17. INFORMANT' S SIGNATURE OR NAME ADDRESS
{Yes. 0o, or unknown) | (If yea. give war or dates of sarvice} NO.
— 4 2, vy, /s
18. CAUSE OF DEATH MEDICAL GERTHICA INTERVAL BETWEEN
 Enter only onecouseper | I DISEASE OR'CONDITION W;_" ONSET AND DEATH
line Icr (a), (b), and (c) DIRECTLY LEADING TO DEATH (a)

“This docs mot mean | ANTECEDENT CAUSES

the mode of dying, such | AMorbi¢ conditions, if any, gieing DUE TO (b)
ar Beart fatlure, asthenda, | rise to the abose cause (o) uatiug

cte.- It -Theans the dis- Lhe underlying cause lagt. v -- - = . s
case, injury, or complica- DUE TO (c) b 9‘—!‘4‘?-'"' :

tion whick caused death, | 11. OTHER SIGNIFICANT CONDITIONS = - ;T

Cunditions contributing to the death but ot
related to the disease or condition causing death.

@CT 1 4w

e0T 1 4 1553

@?L o‘la}:c'rgu'a 8,
]

{Ticented Embalmer’s Statemeht on Heverse W_

19a. DATE OF OPERA- | 15b.- MAJOR FINDINGS OF OPERATION - . . = | 20. AUTOPSY?
TION
YES D wo L]
21a. ACCIDENT *" (Bpecity) 21b. PLACEOF INJURY (s.g..inorabout | 2lc. (CITY. TOWN, OR TOWNSHIP) (counm (srxn:)
SUICIDE bome, farm, factary, strest, office bldy., ove.) L. . .
HOMICIDE e : D
21d. TIME (Mosth}) (Day)  (Year) (Bwar) 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
oF e e WHILEAT[ ] NOT WHILE 0
INJURY - . - Lt - : - WORKX AT WORK . tee
2. I hereby cemfy hat T auended the deceazed from JM:I_ 1922, to o4y oS I.9£s.l that I last saw the deceased
alive on , 19 3, and that death occurrtd at __$r Q. m., from the couses and on the date stated above,
23a. GNATURE {Degres or title) 23b. ADDRESS 23¢. DATE SIGNED
M&uw o | TSN Ll LS
Z4a. BURTALU CREMA- | 24b. DATE 24¢, NAME OF CEMETERY OR CREMATORY 24d. LOCATION (City, town, or county) (State)
Tl REMOVAL [Mr], - . y -
vaA/s £flocT.13 At tt] )
DATE REC'D BY LOCAL | REGISTRAR'S S;GN ATURE ADDRESS

1036 T o
ST LOowrs i b,




STATEMENT BY LICENSED EMBALMER

[ hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by

........... Studant Embeimer So.

working under tny personal supervision.

T SEUAANE 4rraeenarerisaisenaninnaarennaenans Signed....., 4.0 L4 XT ..................................

Student Embalmar

Licenszed Embalmer No. 7. 272

P. O. Address ../d . i ...... rEE
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OQWN HANDW! G. (Failurg to
the above constitutes grounds for revocation of license.) ‘

If this body is not embalmed, fact should be so stated above. ' o

I




