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18. CAUSE OF DEATH
Hpe for {a), (b), and (¢)

*This does not mean
the mode of dring, such
a# heart fallure, esthenia,
ete. It means the dis-
caze, injury, or complica-

1. DISEASE OR CONDITION

DIRECTLY LEADING TO DEATH* ()

ANTECEDENT CAUSES

Morbid eonditions, if any, DUE TO (b)
rize to the above eamj; fa) é’:ﬁg

the underlying cause last.

tion which coused death.

[1. OTHER SIGNIFICANT CONDITIONS

19a. DATE OF OPERA-
TION

__DUE TO (G%M—MMMAL

Conditions contributing to the death but not
related to the disease or condition causing death.

19b. MAJOR FINDINGS OF OPERATION

1. PLACE OF DEATH Z. USUAL. RESIDENCE (Whars deceased lived. If § reidence bafors
a. COUNTY -~ a. STATE b. COUNTY adinimlon).
Buchanan Missourd Buchanan
b. CITY (1f outeide corpurate limita, write RURAL und cive ¢. LENGTH OF ¢. CITY (I outide corporate limits, write RURAL and give townahip) -
R townahip) | STAY (in this place) R - 0 / / ?
TOWN gt Joseph Min. TOWN  5t,Joseph A
d. FULL NAME OF (U oot in hoapital or institation, glve strect address or loeation) d. STREET {If raral, give location) -
HOSPITAL O ADDRESS -
INSTITUTION _ Tppeoute to Mo, Meth. Hospit 1012 Broadway Street
3DNEA::%E S%li-) a. (First) b. (Middle) ¢, (Last) 4. ng;_t (Month)  (Day) (Year)
(Typeor Print)  Willdam Ja Pevpas DEATH Sept, 28, 1951
5, SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE {Io years| i UNDER | TLIR | F WOER M wms.
) WIDOWED, DIVORCED (Bpacify) last birthday) Hcmh’ Days | Hours | Min
Male () | white Married  / | Aug, 14, 1887 bl, |
10a. USUAL OCCUPATION (Givekind of werk | 10b. KIND QF BUSINESS ORJIN- | 11. BIRTHPLACE (Btate or forelgn country) 12. CITIZEN OF WHAT
done during most of working life, even if retired) DUSTRY COUNTRY?
Salesman D1l & TInsurance Unk, Greece é «S.A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
Unknown _ , Unknown latherine
I5. WAS DECEASED EVER IN {.5 ARMED FORCES?T | 16. SOCIAL SECURITY | 7. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yoa. oo, or unknown) | (If rew, mive war or dates of service) NO.
o None Mrs Katherine Peppas 1012 Broadway St
MEDICAL CERTIFICATION INTERVAL BETWEEN

ONSET AND DEATH

p ' ~ 2 ZA [

-—r

1 \ [

—_—

2. AUTOPSY?

21a. ACCIDENT {Bpecity) 21b. PLACEOF INJURY (e.x..inorabout | 2lc. (CITY. TOWN. OR TOWNSHIP) {COUNTY) (STATE)
SUICIDE home, tarm, tastory, streat, office bldg.,enc.) 4 ' i
HOMICIDE

21d. TIME | (Mooth) (Day) (Year) (Hour) 2le, INJURY OCCURRED | 2it. HOW DIE INJURY OCCURY

INJURY

WHILE AT
WORK

NOT WHILE
AT WORX

OF
22 I hereby certify ihat m deceased foom

alive on

oa_??zgx

, and that death occurrdd at

I.Bﬂ, lo , 19 , that I last saw the deceaced
m., from the causes and on the dafe stated above.

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

23, SIGNA

BURIAL. CREMA-
TION REMOVAL (Bpedity)

Burial -~

(Degree or title)

Mt. Auburn Cemetery

3¢, DATE SIGNED

. LOCATION (Qity, town, or county.

St.Joseph, Ave,

DATE RECD BY LOEAL
|ng&3. /251

REGISTRAR S SIGNATURE

B0, &y

f

25. FUNERAL DIRECTOR'S 81GNATURE ‘ADORESS

Stamey Funeral Home 2335 St.Joseph Ave,

(Licensed Efx:bdmtrl Statement on Reverse Side)




. STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on-the reverse side of this certiﬁcatc_v\fag 'c_mbalmed by me, LTS | e

ier AR oL b et e s sammnt e me e enanmteaeeaman e een mrns - Student Embalmer No.
working under my persona! supervision.*
. Slg’"'d% %‘M
Slgned sasssasssasannrn. serasssssans s eieneres _Llcenaed Embalmer J,Z é #0

Student Embaimer

' - - - P. O. Addres W n
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in lus OWN HANDWRI G. (Failure to comply w:th

the above constitutes grounds for revocation of license.)

If this body is fot embalmed, fact should be so stated above. P -




