. THE DIVISION OF HEALTH OF MISSOURI ‘
PN ’ ALED SEPp 4 3 1951 STANDARD CERTIFICATE OF DEATH T4 b i

'nmm NO. i 7 REG. DIST, NO. / 7 % PRIMARY REG. DIST. NO. 3__L9 5 . Registrar's No. ..../.(?:3.....,..

a. COUNTY a. STATE . b. couu'nr ! adinisalon),
/] ) P~ : Missoard L@favette ~
- CITY Gt ol orourys ;

. LENGTH OF c. Cg;{ (I outsids oorporats limits, writs RURAL sod give townakip)

AY unm..a..m ;s
e 2O Texineton : AL 2
n{ut nddr-. or losgtion) d. STREET (1 rurat, ghve location) T
/ b ADDRESS
1719 South Street
3. EI;IE%PEES%E a. (pifat) b. (Mid:ys) ¢ (Last) 4. DATE (Mentd) (Day) (Year)
(Twpeor Print) S TILA : ALTCE NTISON DEATH Septemberd 1951
5. SEX / 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH S_ AGE (In yeans| o Unew 1 nn " Do 4 .
. WIDOWED, DIV RCED ;p.uﬂ:r) ) tast birthday) Moathl, Hours | M.
|Female White _lmrried Jane 29, 1889 62 i |
108, USUAL OCCUPATION (Giv work | 10b. KIND OF BUSINESS OR_IN- | 11. BIRTHPLACE ‘
:om durlng mrst of working u(:(::::‘;m: - . DUSTRY (Buate os forelen sowuter) O 'zcg{’“%&‘f?l‘- WHAT
Hougewife I Lexington, Mi
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME
Wille V, Cuartis {jAlice Kell ]
IS. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT" 5 S{GNATURE OR NAME ADDRESS
(Yen, 10, or unknown) | (If yes, dive war or dates of ssrvics) NO.
No Nane Lzﬂ_mm_mim._nuﬂagn_i_

18, CAUSE OF DEATH ™ DICAL CERTIFICATION INTERVAL BETWEEN
 Enter only onecausper | I. DISEASE OR CONDITION 2 A Z o NSET
line for (a), (b, and (¢) | DIRECTLY EEADING TO DEATH" (4 YA

*Thir doer nat mean | ANTECEDENT CAUSES

the mode of dying, suck | Aforbid conditions, if any, gieing DUE TO ()
s Beart foflure, asthenia, | rive Lo the abose couse (a) stating-

de. It means the dis- the uaderlying couse laat.

cast, infury, or complica- DUE TO (e}
tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS

Chnditions contributing to the death but not
related to the disease or condition cauting death.

19a. DATE OF OP_FI%m 19b. MAJOR FINDINGS OF OPERA% . / 20, AUTOPSY?
] . '
- 0} hi:] D mﬁ

21n. ACCIDENT - ) 215 PLACEOF INJURY (o hmb.{ 2lc. (CITY, TOWN, OR TOWNSHIP) . (COUNTY) (STATE)
HOMICIDE Oﬁ a '
216. TIME . (Mooth) (Day) (Yean) (Houn | 219/#NJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
AT NOT WHILE
INJURY =. (] Wgwonx Y -

2. [ hereby 3 y-th I atiended the dueis@ , , o , 18 , that I last saip the deceased
alive on u“ , 19_22, and that h occurred al m., from the causes cnd on lhe daie atated above.
: "5 (Degres or tiile) 'I . _ Zk. DATE SIGNED
@Wﬂ-‘o m Po 9 SA-5/

24b. DATE 24, NAME OF CEMETERY OR CREMATORY 244, LOCATION (Oity, town, or county) ~ (5tats)

)
Hent 9- 51“‘
DATE D BY LOCAL REGISTRAR'S SIGNATURE /5°(

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




H =3/
RECEIVED?-/2 ~
DISTRICT HEALTH QFFICE No. 3

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, 0f by evceecrcsmeeee

_Z . ....... L 2 Sk TP e o ; Y
whorking under my personal supqrvision. nt Emhalmer No. 6?7. besseane eensnaan
'Q
Signed

stanes @R preees. - A . Embahw o 2 7/ >

Student Embalmer

) - P. O. Add V(—?/}ln %
Note: The sbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN G. (Failure to comply with

the above constitutes grounds for revocation of license.,)
If this body is not embalmed, fact should be so stated above. .
t . .




