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- BIRTH NO.

il WiAR 8 1952

YHE DIVISION OF HEALTH OF MISSOURI 3307

STANDARD CERTIFICATE OF DEATH State Fite No

REG. DIST. NO. _/ 22 PRIMARY REG. DIST. no._/__d_Ql__ Registrar's No.

I. PLACE OF DEATH

a. COUNTY

AL SN

2. USUAL RESIDENCE (Whars d d lived. If lostitod
a. STATE b, COUNTY

/’// Sa

b. CITY 454
TOWN

onteide corpurate lmlts, write RURAL and give c. LENGTH OF

c townsbip) | ST shis placs}
_ o Agusas Cizy .
d. FULL NAME OF (If not ia hosplial or | ion, give strect add focation)
HOSPITAL OR - - -

INSTITUTION ﬂl’fﬂﬂ (7‘,”&. s

c. CITY (If cuwide corporste Hrmdts, write RURAL scd dve mhlp)

MIJ‘M C 7y

(If rral, give location)

"B P19- SARDELTY

3. NAME OF Vﬂﬂt) b. (Mlddle)
DECEASED
[

( Type or Print)

5. SEX

6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED,
WIDO\"{ED DIVORCED (pacit,

Maie \weire ah

10a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN-
moat of working Il.h. avan it DUSTRY

T PETIRES ™ -

¢. (Last) 4. DATE onm{ (Day)

AL/AA! A JRERAC o I'T v SLaeg 2/ S

8. DATE OF BIRTH 9. AGE (In yeam| v tiofn 1 YIAR | O noin u Has,

Zg' ; i. Fi{ hn?—v.h?d“) Manthl‘ Days { Houn l .‘Min.

1. BIRTHPLACE (State ot forelsn .mu 2. CITY _?r.EN ?F WHAT

équAya JA.

pfc ARD 771’[

'S NAME R 13b. MOTHER'S MAIDEN

f!

" 15] WAS DECEASED EVER TN U.S. ARMED FORCES? ’ 16. | ECURITY

(Yen, %rn) | (II yoa, jvu :lr or dates of service)

+NO.

14 _NAME OF HUSBAND OR WIFE
AV
17. INFO

”/ ANT" 3> SIGNATURE OR NAME ADDRESS

¢ Trebileott-, A& 4y

18. CAUSE OF

DEATH MEDICAL cshfIFlc.A‘rION INTERVAL BETWEEN

the mode of dying, such | Morbic eonditions, if any, giving DUE TO (b)
.08 beart failure, asthenia, | . Tite,10.the above cause (Q) BALRG . cocs oot cemmare o e e e

ele. It means

ease, infury, or complica-

the di- | the underlying cauae last.——
BUE TO (c)

tion which caused death. | 1. OTHER SIGNIFICANT CONDITIONS

Conditions eontributing {o the death but ot
related to the disease or condition cousring death.

o AND DEATH
. Enter on]yonommupm- I. DISEASE OR CONDITION
line for (8), (b), and (o | DPRECTLY LEADINGTO DEA"""‘(a) _&M‘n;?w jz&
«This does mot mean | ANTECEDENT CAUSES

HEG TS L L i T L
v

*iSa: DATE OF

OP_FI%AN-‘ 190 MAJOR FINDINGS OF ‘OPERATION! 17 22702 3%

R SR Tl YA

SN L WEBAL T AU LTI BT ey v T U e CAUTOPSY?

YESD NOD

21a. ACCIDENT {Bpeciiy) 210, PLACEQF INJURY (e.g., ln orsbout
SUICIDE
HOMICIDE

boma, farm, factory, streat, office bldg.,eta.}

2le. (CITY, TOWN, OR TOWNSHIP) (COUNTY) [STATE)
R T LTy T

21d. TIME
OF
INJURY

(Month) (Day) (Year) (Hour) 2le. INJURY OCCURRED
WHILEAT NOT WHILE["

21f. HOW DID INJURY OCCUR?

I ;hereby
alivé on

WORK . AT WORK'

certify that I attended the deceased j’ram

194_'1_ to M.qﬁ__ 193_ that I last saw the deceased

, 104° 2, and that death occurred al ﬂ_ ., from the causes and on the date steted above.

[K_

t‘:%.

RPN . 4
24a. BURJAL,
TIOCREMDVA

( JM % .

-Za. SIGNATURE Herman S Ma jor  (Degros or title)

-

2 N - I/ y r!faMD\a

23b. ADDRESS . 23c. DATE SIGNED

5/60/0 / s"‘ Xans ’_.;1[’ /Al /42

CREMA-, | 24b. DATE

721~ 23- (r ,.giz{.-_m

0N

DATE REC D BY LOCAL | REG)SJTRAR'S SIGNATURE
EG Py y . ~? - /
VRS h o S

Z_ 2 24

- by

U icersed Eﬂhlmna

24z, NAME-PEMETERY OR CREMATORY, .. ’ TION (City, town iz cqunyy E' (Stote)

RE /pon 85

s on Rcver Sadc)
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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, or by ocoeremen-
...... Student Embalmer Mo. i)

working under my personal supervision.

Licenzed Embalmer No.. {25
P. O Adgiress/z{....d.-(..@ .......................

Student savivacusnens e retetamsasannesoennonns
Student Embalmer

Note: The above MUST BE SIGNED BY 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 stated above, T -




