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USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

.

‘3\

WRITE , PLAINLY.

BIRTH NO.

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. DIST. NO. Llﬂ_ PRIMARY REG. DIST. NO. M&emﬂmr:h’a —— 3...3..._........... e

State File No._...

1042

1, PLACE. OF DEATH 2. USUAL RESIDENCE (Where Jeconsed lived. If institution; realdense before
a. COUNTY a. STATE - * b. COUNTY adinision),
”e)lfv Mlibo‘hrl HehYY
b. CITY (If ontride corpurts lmits, write RURAL and give ¢c. LENGTH OF ¢. CITY (If outside corporate limits, write RURAL asd give towzship)
T8\§'N townsbipt| STAY (in this placw) T /- T 2 -, -
inTan . Dﬁl OWN i nlomn J%
d. FULL NAME OF (If not ia bospital or institution, give streot addrees or tion) d. STREET (If rarsl, glve locatlon) (=4
HOSPITAL OR / 1 . ADDRESS /, .
INSTITUTION fz § Eas Y ax i 25 E 137 Ydin /
3. gE%héE scg:'i-:: a. (mln) b. (Middle) ¢. (Last) I 4. DATE (mmm (D,” (Year)
(vecor riny, Allf e, /A aoane.s DEAT“f (T8 R
5. SEX / 6. CO[ OR RACE | 7. MARRIED, glE‘yggclgSRRIED. 8. DATE OF BIRTH 9, AGE (» yo;n hl;‘ UKDER 1 m.l ™ ONDER b i,
i Bpecify) d. 7 jw onths| Days | Houts | Mia.
Fe W ewed ™\ 30 1324 ol |
10a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (State or foreign aauntnv) 12, CITIZEN QF WHAT
dona most of wyeking life, aven if rotired) DUSTRY . Cou t
ey Yoceyy SewTl v, ,
ISa.WFA)ﬁn 5 NAME 13b. MOTRER'S MAIDEN NAME 14. NaAFE OF HESBAND OR WIFE
.

91 ” A“'S-r!'n- CAYI o AOM!S Ccohe_,‘p____
i5. WAS DECEASED EVER IN U.5 ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
{Yes, uokoown)} | {If yos, Zive war or dates of service) NO. .

o [ 'V & F o CZ Fy.4 7‘ I, M D
18. CAUSE OF DEATH MEDI‘CAL CERTIFICATION INTERVAL BETWEEN

. Enter only oneceusc per 1. DISEASE OR CONDITION

line for {a), (b), and (c)
ANTECEDENT CAUSES
Mdorbld conditions, if any, gicing

rise to the above couse fa) ltatma
the underlying cause last. .-

*This does not mean
the mode of dying, such
as heart fatlure, asthenia,
‘ete. It megna the dis-
eare, infury, or complica-

DIRECTLY LEADING TO DEATH®

DUE TO (b) cw 'UJ-“I-.QC'_GM M

ONSET AN] DEATH

T, h = i

DUE TO (¢)

tion whkick causred death.

11. OTHER SIGNIFICANT CONDITIONS ».- =~ = 27

Conditions eontributing to the dealh but not
related Lo the disease or condilion causing death.

S 3N

-192.-QATE OF OPERA- | 155. MAJOR FINDINGS'OF OPERATION -+ s Ty™% . _ 4_» Yatre A b T 2, AUTOPSY?
N | Ve LELL.
- . . : i YES D NO ¢
21a. ACCIDENT (Specity) 21b. PLACEOF INJURY (e.x.. tnorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE . bome, farm, factory, street, ofice bldg., sre.) [ SRRV S . A
HOMICIDE ’)ﬁ., :
2td. TIME (Month) (Day) (Year) (Houn | 2le. INJURY OCCURRED | 2if. HOW DID [NJURY OCCUR?
‘ WHILE AT NOT WHILE . .
INJURY m | WORK AT WORN Ce e e e e e
L L i .— §
2. I hereby cerfify that I-allended the deceased from 59_51, lo _iAL'LB_ IP_N‘thuI I last saw the deceased
alive on 3 . 19£.7rnnd that death occurred at ., Jrom the causes and on the date stated above.
23a. SIGNATURE: . ’ '] (Degres or title) | 23b. Annés . I 2. 17}7:
L C B Jenabm, - Ay | Clheda - We. /52

24c. NAME OF CEM|
-

24b, DATEN

24a. BURIAL, CREMA-
OV

TION, )

AY OR CREMATQRY 246 LYCATION (City, town, or ooum.y) ‘{ (Blate)
e uruf CLin/ fir'g'n /Miggatepy

[

SIGNATURE 4;2- - 0 25, FUNERAL DIRECTOR'S SIGNATURE ADDY ESS

N

= = = ol

e e

on Reverse Side)

{Licensed Embaimer’s State:




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 ..

+

Student Eabalner No.

working under my personal supervision.

SRR everereeseesrarssaresaeensesesenes Signed &(\Z—w Q @mm/yy/

Student Embalmer
’!'G. b e I.mensed Embalmer No....... 4‘jd

P. O. Addms._m_ﬂ;,_%_w _

Note: The sbove MUST BE SIGNED‘!B!{ 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 stafed above. T o
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