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WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

- AILED JAN 31 1951

E DIVISION OF HEALTH OF MISSOURI
ST ANDARD CERTIFICATE OF DEATH

State File No

BLRTH RO.

REG. DIST. WNO. _4& PRIMARY -REG. DIST. m-% Repistrar's No,...... D e .

Iafayette

Migsouri

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decessed lived. If Institution: residence befors
a. COUNTY a. STATE admimion).

> . Saline

as heart fallure, asthenia,

b. CITY uf outeide corpurnte imits, write RURAL and give ¢. LENGTH OF ¢. CITY (If outslds corporata limits, write EURAL and gve township)
. . townahip){ STAY (Ln thia placs} OR - 0 ? 7 0
TOWN Waverlv,Missouri TOWN 2
d. FULL NAME OF (11 nos i hoepital or institntion, give streat address or location) d. STREET (It rursl, give loaatlon)
HOSPITAL OR i ADDRESS . /
INSTITUTION Clinic o Street lame aor Number
3'6‘5%%%5 %IE 8. (First) b. (Middle) c. (Laat) 4. Dgt_r_'E (Month) (Day) (Yea)
{ Type or Print) Pinxie Beatrice Wolfe DEATH Tanuary=20-5]
5. SEX 6. COLOR OR RACE | 7. \,\'}#D%R\."}EB EIE\‘;OESC'.E‘E‘;R(SEEJ:) 8. DATE OF BIRTH 9.:'?E {In w’l-u ;D:::n |Dg ;;::z m
Female [ white liarried JYRE 351883 67 8 1o |
10a. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR IN- 1 1L BIRTHPLACE (Btate or forelqn ocountry) . 12, CITIZEN OF WHAT
done daring most of working life, sven if retired) DUSTRY COUNTRY?
House Wife Qwn Home Mt. Leomard,lussourl 'D UsS.A.
138. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WiFE
James H. Stt¥ahdt Florence Kelso Jo 0
IS. WAS DECEASED EVER IN U.5.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yes.no, orunknown) | (If yes, xive war or dates of service) NO. i .
No. - - None Mrs,James Richhart-Waverlv,lo,
18. CAUSE OF DEATH . MEDICAL CERTIFICATION INTERVAL BETWEEN
| Enter only onecaussper | 1. DISEASE OR CONDITION . ONSET AND DEATH
lie for (&), (b, acd (¢ | DIRECTLY LEADING TODEATH*(y) Carcinomz -of right bresst. 3 years
This does ANTECEDENT CAUSES .
e made st v von | agorsic conditions, i any. gising DVE TO (o) Metastasis of liver and pancress 4 mons.

rize to the above cause (a) stating - . ..
the underlying cause lgst.

,;ﬂ// et

ec. I means the dig- ot s PP . -
case, infury, or V) . DUETO ([€) g, FFdareyies. . 008 T Ry
tion which caused deazh, | 11, OTHER SIGNIFICANT CONDITIONS -
Conditions contributing to the death but not - !
related to the disease oy condision causing death. Chronic myo carditis 10 yesrs
19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION N 20. AUTOPSYT
Mar. 18,1838 carcinoms of right breast ( Memmectony) ves [ wo (]
21a. ACCIDENT {Bpacity) 21b. PLACEOF INJURY (s.s..incrabout | 21c. (CITY, TOWN, OR TOWNSHIP), - (COUNTY) - (sll'ATﬂ
SUICIDE home, Iarm. factory. street, offics bids..et0.) .
HOMICIDE
21d. TIME {Moathk) (Day} {(Year) (Hour) 21e, INJURY OCCURRED | 2tf, HOW DID INJURY OCCUR?
F : . | wHiLE AT NOT WHILE, TR
INJURY = | work AT WORK -
2. I heréby certify that I attended the deceaséd from Mar.18  yp 48 ¢, Jan.20 1951  that 1 last sow the deceased

alive on _.Ian._ZQ_ 19_5_l and thal death occurred at _LSDP_ m., from the causes and on thc date stated above.

(szj title) | 23b. ADDRESS

Zk. DATE SIGNED

/-~ 2345y

[ f24c. NAME OF CEMETERY OR CREMATORY -

TION (City, town, or county) « .,

(State)

7 : /é'%cn R 5 sn;;u ; -
Wn_/@_ ._-_____._‘.- s e rsnres ~




QEG EIVED ~777
DISTRICT HEALTH OFFICE No. 3

District File Number..j _________
Date Filed ../ 2222/ e

STATEMENT BY LICENSED EMBALMER

o Loy . car . - . . . i Carmr
211 hereby-certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, of by

Ao

....... l — - Student Embalmer No.
working under my personal supervision,

Student ...veeerctecsisiasurerrosscnrcsans .
) Student Embalmer

Licensed Embalmer Noc$. 2. T 4/

P. O Addrcssww P

) Note: The. above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRI’I’ING (Failute to comply with
the above constitutes grounds for revocation of ficense.)

If this body is not embalmed, fact should be so stated zbove.

..




