.5, Mo.300
10.48
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G UNFADING BLACK INEK-—MAKE A PERMANENT RECORD

PLAINLY—USIN

WRITE

i

3

’ FILED MAY 12 1951

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATI—&
00,3

316

State File No......

13960
.......... “AT56

13a. FATHER'S NAME

W,

(Yeq. 00, or unknown}

15. WAS DECEASED EVER IN U.S.ARMED FORCES?

(1f yeu, give war or dates of sarvice)

"BIRTH NO. REG. DIST. NO. oy PRIMARY REG. DIST. NO, Registrar's No......
1, PL&SS:T\:)F DEATH 2. USUAL RESIDENCE (V\here Jacossed lived. 1f institution: residencs before
a. T a. STATE b, TY nid.nisaion) .
>, PMssoor reen -
b. CITY (Il outeide corpurate limits, write REB L and ¢. LENGTH OF . CITY (H outaide eorporate Limits, write RU]‘D\L an cive t,owmlup)
OR township} I Ince) .- . .
TOWN n§ ﬁh&‘z oW R 7
d. FH!‘%P:{{\ANI‘_EO%F (If pot ia hospital or instiflation, iu alragt nhir- or location) d-As[-)rDRESS rural, give locatipn) . /
. INSTITUTION fe) ' O M I
3. NAME OF . (Fi
DECEAS%D : (2’3‘) / {(Mldd]e) . c. (Last) 4, DATE {Month)  (Day)  (Year) ‘
(roeor i) Jo hin  Elber DavisSoun oerH  IAfay y S/
5, SEX d 6. COLOR OR RACE | . MARRIED, NEVER MARRIED. 8. DATE OF BERTH “7| 9. AGE (1o yeara|.ir wofa 1 vEAn | o uwoen w has,
WIDOWED, D|VORCEJ (Bnefly) 7 ltast birthday) Muuthl, Days | Hours | Min.
m 409 L% 2 /5 63"k l
10a. USUAL OCCUPATION (Girekindof work | 10b. KIND OF BUSINESS OR IN- BIRTHPLACE (3tuts or foraign ecountry) - 12, CITIZEN OF WHAT
- Iifs. avpn if rotired) B ) COUNTRY
rifco JO, MisSsoU K¢ a

13b. £ EMAIDEN
16. SOCIAL "SECURITY
HO,

e ——

NAME

14, NAME OF HUSBAND (l:r:
te Z@ Eig; ggg 'Buee Fin

'S SIGNA E OE NAME L’/Q,D%ESS
G,

18. CAUSE OF DEATH
. Enter only onecnuse per
line for (a), (b), and {c)

*This does no! mean
the mode of dying, such
-as heart fallure, asthenia, §.
ede. It meana the dis-
ease, infury, or complica-

I._ DISEASE OR CONDITION >
DIRECTLY LEADING TO DEATH‘(,_‘L i oyl

--',

Ly e

ANTECEDENT CAUSES

DUE TO (b) A}}l‘“@ﬁ '/m

EN
ONSET AN DEATH

EN

/6 —/s-q.»

Morbid conditions, if any, giving
rise to the above cause (a) atating
the underlying cause last.

-

P

DUE TO (¢}

tign which cavsed decth,

I, OTHER SIGNIFICANT CONDITIONS *

Conditions contributing to the death but not
related to the disense or condition cauring dealh.

L5205

19a. DATE OF OPERA. | 190 MAJOR'FINDINGS OF OPERATION - . - 20. AUTOPSY?
o
%288 Lom ber $vim ﬁt)‘lmd{om\/ ) l—f 7‘»’ ?Mf,mn. /-f' smd%c ves [ wo X
Zla. ACCIDENT (Bpecily} 21b. PLACEOF INJURY (o.¢., inorabous | £lc. (CITY, TOWN, OR TOWRSHIP), “(COUNTY) (STATE)
SUICIDE homa, farm, factory, street, office bldx.. 0w} P N I - - H
HOMICIDE ] .
21d. TIME (Monst) (Day) (Year) (Hou | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR? 2 5 g
WHILE AT NOT WHILE )
INJURY = | " work AT WORK ., :

2. I hereby certify that 1 attended the deceased from # ’/ 7z

, argd that death occurred at

s/ , lo 9 é-/, iha! I last saw th! deceased
on from the causes and on the date alated above.

CREMA-,

e

AL Dy, TG

23b. ADDRESS 23:. DATE SIGNED
FInses /’9‘4?“'/3"”

24b. DATE

Sel=Gl

Z4c. NAME OF CEMETERY OR CREMATORY .

- -
WA
. LOCATION (City, town, or couzty) - “. (Siale)

Springf jeld,Mo,. . -

DATE, RECD BY LOCAL

AY 2 REG.

lo:-

?% SlaATURE E

25, FUNERAL DIRECTOR'S S| GNATURE ADDRESS

Albert H.Hoppe,4700 Washington Blvd

(Licensed Embalmer’s Statement on Reverse Side)
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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, ot by — ..

i . . . ; : l Student Embalmer Mo. R

working under my personal superviston.

SEUGONE = e eernsrnennneanennensanansssnsases Signed 0‘6‘07)/ 22 W”

-
Student Embalimer . Y 5 %?
C e " s . T Licensed Embalmer No 7
' P. O. Addressﬂ"zﬁk&t@

" Note: The sbove.MUST .BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Failure to/comply with
the above constitutes grounds for tevocation of license.)

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




