S. No.300 THE DIVISION OF HEALTH OF MISSOURI
v e || FILED 3MAY 14 1951  STANDARD CERTIFICATE OF DEATH svre Fite o A0

BIRTH NO. REG. DIST. NO. _AZLPMHMV REG. DIST. N.MI_._ Registrar's No 1753

1. PLACE OF 2. USUAL RESIDENCE (Whera decoased lived. 1If instiwtion: resldence befors
a. COUNTY a. STATE . adicimion).

toide corpurate liméts, writs RURAL and give ¢. LENGTH “OF ¢ CITY (If outelde corporate limits, writs RURAL

b. CITY
OR

township) | STAY (in this place)|
TOowW TOWN
d. FI‘&’(‘%P#REOOF (H pot ia hospltal orfnstitution, give street d.ASI;I'[!’iF%TSS (If rars}, ghvs locat!
INSTITUTION /. 7/ »M . fg?
P T -
DE%NE'}E\S%’E . (Firat) ] b. (Middie) c. (Last) l 4. DS}-E (Month)  (Dsy)  (Yed)
(Tweor Printy LTSS /0 e CRlsn | O Bes 23 s55,
6. COLOR OR_RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BfRTH 9. AGE [ e T g - —
@‘ %ED o] VORCEDfp-dIy) ) |Mosntha /am, Mis,
Iﬂn USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS QR IN- | 11. BI E (Btate or forelgn country) 12, CITIZEN OF WHAT
dongdpring most of workiog l{fe, sven If retired) DUSTRY / NTR.
NAME 14. NAME OF HUSBAND OR Wl .
W = o L
13. WAS DECEASED EVER IN Li.5.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT . & GNATURE OR NAME ADDRESS
{Yes, 0o, of unknown) I ar sive war or dates of service) NO. .
i é cl -
18. CAUSE OF DEATH MEDICA RTIFICATIO gTERV:I;‘ m%u
Enter only onecauseper | 1. DISEASE OR CONDITION
Ine far (8), (b}, and () DIRECTLY LEADING TQ DEATH*

“This dos et mean | ANTECEDENT CAUSES —
the mode of dying, such | Morbid conditions, if ony, giring DUE TO (b) . 2 22 Z

s hear! fallure, asthenia, | rise to the above cauze (o) stating

de. It meana the dig. the underlying catide last.

eare, infury, of complicg- . DUE TO {c)
tiom which caused death. | 11. OTHER SIGNIFICANT CONDITIONS LV,
Conditions contributing to the death but ot \
related to the disease ar condition causing death. . . “
19a. DATE QF OQPERA- | 19b. MAJOR FINDINGS OF OPERATION . _ 20, AUTOPSY1
TION ’
. : ves (] wo (X
21a. ACCIDENT (Bpecify) 21b. PLACE OF INJURY (s.g..inorabout { 21c. {CITY, TOWN, OR TOWNSHIP) (COUNTY) {STATE)
SUICIDE homs, farm, fastory, strest. oflce bidg..se.)
HOMICIDE
21d. TIME (Menth) (Day) (Year) (Hour) 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
- WHILEAT ] NOT WHILE co T
INJURY WGRK AT WORK i
2. I hereby certify that I allended the deceased from _2;_‘_,;' IQ_Z lo _’;’;:2__ m.iZ that I last saw the deceased
aliveon _4/ ~ 2 2 194/, and that death occurred at m., Jrom the causes and on'the date stated above.
% W. Greene () (egeortitly | 23b. ADDRI 2. DATE SIGNED
feene S TP 3103 Zm( /@ﬂm%% 4-32-5]

“24b, DATE 24c. NAME OF CEMETERY OR CR ATORY TION ny. tgdm, ) (Btate)

WRITE PLAINLY—USING UNFADING BLACK INK—MARKE A PERMANENT RECORD

:cron S1GMATURE ~ ADDRE3S
*elf:‘.d»‘/y”?

(Licensed Embalmer's Su!unm on Rm Side)

UNERAL O
=)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embaimed by me, or by — .

Student Embdalmer No,

working under my personal supervision.

Student ...iiasasnes trsiseses deemssesaranas Signed. %
Student Embalmar

¢ensed Embalmer No... 57

P. 0. Addresg,W

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

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




