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WRITE PLAINLY—USING TUNFADING BZ.LACK INE—MAKE, A PERMANENT RECORD

BLRTH NO.

EILEB MAR 14 1951

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. DIST. NO. __ D 3 PRIMARY REG. DIST. m._30_1_0_. Registrar's No. do Q0o

4038

State File No

I. PLLACE OF DEATH 2. USUAL RESIDENCE (Whers deceased lived. I Institution: residence before
a. COUNTY a. STATE b. COUNTY, adictmton).
Cape Girardeau Missonri Cape Girardeau
b. CITY (I catslds corpurate gmu. write RURAL nd'::v:-up) %Al#iﬂfli: a?:; c. ng (If ouide carparate limite, write RURAL and glve township) 0/(9,5’6
TOWN Caype Girardesan 2 vyrs, TOWN  rpne (Girardean é
d. FULL NAME OF (If not in hospital or lustitution. give strect address or location) || d. STREET T (I rural, give location)
HOSPITAL OR ADDRESS
INSTITUTION 24 Francis Hognital 317 So,)Middle Street
3, gE?:'EE E%IE 8. (Flst) b. (Middle) c. (Last) 4 DSF- (Month) (Dsy) (Yea
{ Typs or Print) Joseph I, Avers pEATH March 1,1951
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH .9 GE (In years| o teoen | YEAR | o motR B R,
0 WIDOWED. DIVORCED (Bpacily) - birthday) | Months Hours | Min
Male White Widowed 0ct,23,1861 BY - l
108. USUAL OCCUPATION (Gitvekindof work | 10b. KIND OF BUISINESS OR IN- | 11. BIRTHPLACE (Btate or forolgn oownty? g% . | 12 CITIZEN OF WHAT
dons during most of working Ule, even If retired} DUSTRY 2o COUNTRY?
Retired emnloyee of Mo,& T11, R.BJd Ste.Genevieve,Mo,. 1 U.S.A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF MUSEAND OR Ww|FE
T\nr" + Know 'Donl t Know I onljse I-gbl’ugﬁl"e A!er‘s
[

AT WORK.

I5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | I RMANT S SIGNATURE OR NAME ADDRESS
(Yws. no,or unknown) | (1f yes, give was of dates of service) 0.
o A :
19. CAUSE OF DEATH MEDICAL CERTIFICATI INTERVA), BETWEEN
. Enter only onecausoper | |. DISEASE OR CONDITION OMSET AND DEATH
Jine for (a), (b), and () | PVRECTLY LEADING TO DEATH* ) S ;AT
ANTECEDENT CAUSES ﬁ. ?, /f
*This does not mean D el
the mode of dying, such |  Adorbld conditions, if eny, y!dnp DUE TO “’) ?‘ W /l/e(/ T - e KS
o heart faflure, asthenda, | Tise to the aboor cause (u) ot . ’ Tt e Y
de. It means fhe dig- | Ve underlying couae fast. P e
case, énfury, or complica- DUE TO ()
tion which coused death. | 11. OTHER SIGNIFICANT CONDITIONS
Conditions contributing to the death buf not 2 Z?,;Z ) W azd%
related (o the disease or condition mpusing death. .
19a. DATE OF OPFE;N- 19b. MAJOR FINDINGS OF OPERATION / 2. AUTQHSY?
0 £ (10 ek Ve b~ Fewv/T v 3 0 2
21a, ACCIDENT {Bp.d!,) .| 21b. PLACEOF INJURY ts.. fncrabout | 2lc. (ATY. TOWN, QR TOWNSHIP)  /  (COUNTY) _,- 2 GTATD
~ SUICIDE T boma, farm, . sireat, offioe bids..4te) : 3
ROREDE Ll ¢yl 71 T s a0 2’ e,
21d. TIME (Month) (Day) (Year) (Hour) [ 2le, INJURY OCCURRED DID nuumr OCCUR? (72 ‘3}~ i
mﬁfm WHILEAT ] NOT WHILE
£3- WORK

alive on

198

2. I hereby certify that L attended the deceased Jrom
and that death oceurred at 0 8 S0P

o Ay f Xy e
fo_4¢iﬁiéé§ﬂaﬁﬂﬁﬁm4EMaa the deceased

3 an., from Lhe causes and on the dale stated above.

a. BURI

TION REMOVAL (Bpeclly}
Burig]l )

M.

Zia. SIGNATURE -

CREMA-

| 3-8 -5/

DRESS 23c. DATE SIGKED
( 2 ; Vs % ; ", Z a

. NAME

CEMETERY OR CREMATORY
Valle Snrinrs

+| 24d. LOCATION (City, town, or coanty) (Btate) |
Ste.Genevieve,Mo.

Cemtbt..

DATE REC'D BY LOCAL

’gﬂgs SENATURE 4% 2. F;NGRM. DIRECTOR® l/;lﬂll‘l’ul!

ADDRESS

Cape Gir,Mo.

T (Licensed Embd;:u- Staternent 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 i

. .. ' Student Embalmer No. PeBReNs ettt sasana
wotking under my persona! supervision,
Signed..... ,ﬁéﬂ.@é gz“ia %
Slgned. ------ L I IS R R sesena Licenscd Embalmer Nn 4/‘72

Student Embalmer
P. Q. AddressMM:{,_?

Note: The shove 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.




