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

T

THE DIVISION OF HEALTH OF MISSOUR!
STANDARD CERTIFICATE OF DEATH

REG. DIST. NO. &L. PRIMARY REG. DISY. mﬁi&— Registrar's Nu....'....Qe..ﬂ...................._

FILED J4AR 18 1950

BIRTH NO.

9250

State File No......ccvovvnnn

I. PLACE OF DEATH

a. COUNTY %WZO/V

2. USUAL RESIDENCE (Whers decessed lived. If izstitation: residence betore
b. COUNTYA/ ad:oission)

2. STATE_/V/:SSOM) Z-;Wfah/

b. CIEY (I outside corpurate limjts, write RURAL and d:;;m §T ALYENGTH ) N(-JF> " . CITY (i outaide corporate limits, write RURAL and give towaship}
. to! D} {in this {1} - “ s -
TN A2 oa . TOWN (TURR £ k1%
d. FH!‘IS-PFFAT_EO%F (If not in hospital or instlvution, give strest address or location) . d-ASI;rDRFF af rursl, shve location) . J
INSTITUTION /)/ ,{ o 7 : A/é 25 / o m
SRAMESE T s G 7 bOIR P . (Last) - [eoaET T 0ttty ap (v
(Typeor Print) /AN O = /)70/V/?0£ _Of Lo RO OEATH NERh [0 SRR
5. SEX 0 6. COLOR OR RACE | 7. MARRIED. BIE\Y;E’EC%BRRE& HE DATE/OF BIRTH 3. AGE Ua yeun| v voer | o [ oo u v
. N (Bpa Lo Houra | Min.
MALE S| WhilE | BRPIED T | Tedy 11, /080 | 85 ™™ | =
108. USUAL QCCUPATION (Qivakind afwork | 10b, KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (State or forelss sountry) &/ | 12_CITIZEN OF wHAT
done during mowt of -o-%m.. wven if rotived) DUSTRY ! Z; . ” COUNTRY?
L ROMER ,@?ﬁf?y oanZy Missoug) | X 5.8.

ijmf/p OX Lo 70

13a. FATHER'S NAME

SA LA

13b. MOTHER'S MAIDEN NAME 4. NAME OF HUSBAND g wIFE
1 4 @N‘?A Zon LENA d%éogs
SECURITY | 17. INFORMANT' S SIGNATURE OR € ADDRESS

IS. WAS DECEASED EVERJS U.S. ARMED FORCES? ‘ 1?1& ITY
(Yes. 0o, or unknown) | (If yey, give war or dates of service) N .
- No o E oy -5 LENA dé#go NEosha MissouR )
I8, CAUSE OF DEATH MEDICAL CERTIFICATI INTERVAL BETWEEN
| Enter only onecsuse per | I. DISEASE OR CONDITION ONSET AND DEATH
line for (8}, (%), and (c) DIRECTLY LEADING TQ DEATH (2)
*This does not mean ANTECEDENT CAUSES ' w -
the mode of dving, such | Morbid conditions, if any, DUE TO (b) a4 "fé :‘M
az heart faflure, asthenin, | rise to the abooe cause (o) siating . . . AN e /._. - B
ctc. It means the dig. | Phe underlying cauac lat. M _ﬂ_‘ e kLl
case, infury, or compilea- DUE To ) /7.
tion which cavaed death, | 11, OTHER SIGNIFICANT CONDITIONS
Cunditions contributing to the death but not
related to the di or condition cauring death.
13a. DATE OF OPFE)AP«] " 19b. MAJOR FINDINGS OF OPERATION Y o ) ) 20. AUTOPSY?
7753 v 0w B3
21a. ACCIDENT (Bpecify) 21b. PLACEOF INJURY (eg..in crabont | 21¢. (CITY, TOWN, OR TOWNSHIP) (COUNTY) . (STATE}
- SUICIDE - bome, farm, tastory, strwat, offles bldx., ete.)
HOMICIDE
21d. TIME (Menth) (Day) (Year) (Hour) 2ie. INJURY OCCURRED | 2¥. HOW DID INJURY OCCUR?T
INJURY. B -l [ Rl

, that T last saw the deceased

2, I hereby certify fhat I attended the deceased from

., 19 , lo , 19

. 24a. BURLAL , CREMA-
T[DN:REMOV&GII)

2 on , 189 , and that death oceu m., from the causes and on the date staled above.
23 SIGNATURE S } / (Degree or title} | 23b. ADDRESS ~ , acyiSI’GNED

24b. DYIE

f)‘és oY

24c. NAME OF CEMETERY OR CREMATORY:

TION (Olty, town, or county) 7 (State)
Losho NMssoufr

24d.

A

2, 77 |2 -/$= 52
DATEREC'DBYI.%CEAI: 223_0

-

REGISTRAR'S SIGNATURE
G . 6
- 244

y WOR

25 FWNERAL DIRECTOR'S BIGMATURE ADDRESS

{Licensed Embalmer’s Statement on




RECEIVED -
Distric: Health Orpy J m%/"z qu : |
=‘!istrict File Number‘:?f; :,,-_- v !"UUJV}’[ oy
Date Filed.. g4t o L QJW i ' MALi i &Mf

% 1502

= e e e
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 Embalmer No.........;.................
working under my personal supervision,

---------------------------------

Student Embalmer Licensed Embalmer No

P, 0. Address

- Note: The above MUST BE SIGNED BY THE LICENSED ENIBALMER 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.



