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

- BIRTH NO.

THE DNIS{ON Oi’ HEALTH OF MISSOURI c{
STANDARD CERTIFICATE OF DEATH %°

WEBOCT 10 1982

5=
State File No...

anmv REG. DIST. NO é_lik. Regisirar's No

32625
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REG. DIST. ndo
1. PLACE OF DEATH

a. COUNTY /Piple y,

2. USUAL RESI|DENCE (Where decossed lived. If inwtitution: residence before
a. STATE b. COUNTY adnimion).
MiSSsSou Rl ?/plcy

¢, LENGTH OF
STAZ (in thls place)

yeARL

b. CITY (If cutaide corpurate limita, write HURAL and give

'rgﬁu‘po N D AN  REDH Ve

¢. CITY (I outslde eorporate limita, write RURAL and give towdship)

S Nowiphre REDH b

18, CAUSE OF DEATH
1. DISEASE OR CONDITION

MEDICAL CERTIFICATION

d. FH!.-SLPII."IJ"AB?_EOORF’ {If not in boepital or institution, Kive sireot address or losstion} d. ASJEI’?REEESI;; ¢t rural, give loeasion) d ? / 7
INSTITUTION &
3 gE'?:“&Es%'B B. (Firs‘t) b. (Middle) yc (Lest) 4 DATE __{(Month)  (Duy) (Yean
(rveor i) Wi ForD &/ N pEATH \)U-LY /0 /952
5. SEX J | & COLOR OR RACE [ 7. vrm)%%gg EWSECAEBRIEIED.’ 8. DATE OF BIRTH . 9, &?E Un yeus Iy m::n TR | o uoen u 4rs,
- popify, . ¥, on ays | Hours | Min,
MAre | White | Jever tigepiedd |Horit 1, 1736\ 76 5" 7s ™|
10a. USUAL OCCUPATION (Givekindafwork | 100, KIND OF BUSINESS OR IN- | 11."BIRTHPLACE (Btate or forelan sountey} 12. CITIZEN OF WHAT
dnmdnrin(mutofw rking life, sven if retired) DUSTRY /? c COUNT RY?
Sc4 oy 1 phexy Co. /issoury 4?.
12a. I-'ATHER srﬁu 13b. THER'S MAIDEN NAME 4. N OF HUSBHAND OR ¥IFE
i ernvd GrifLinv | & 2‘-4 W
:!“:_ WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECUREJ 17. INFORMANT'S S[{GNATURE CR NAME ADDRESS
o, 0o, prfoknown} | (I yes, kive war or dates of service) N ;. - -
%ﬂ £, R. ﬂG—;‘A/, Doriphyn’ A Bl#/

INTERVAL BETWEEN
ONSET AND DEATH

«This docs miot mean | ANTECEDENT CAUSES

_E:literon.lyonemumper . M
lime fof (), (by. and (g | DVRECTLY LEADING TO DEATH?(5) M' / : (3

Morbid conditions, if any, giving DUE TO (b)
rite £ the nbove caute (a) stating .
the underlying cause lazl,

the mode of dping, tuch
as heart follure, asthenia,
etc. It means the dis-

casxe, infury, or complica- DUE TO (¢}

2ia. ACCIDENT
SUICIDE home, tarm. fastory, stroot, office bldy., et}
HOMICIDE ., .

tion which eaused death, | 1. OTHER, SIGNIFICANT CONDITIONS E ?3/0
Conditions comtributing to the death but not -
relgted to the disease or condition causing death. 07 4
19a. DATE OF OPERA- | b, MAJOR FINDINGS OF OPERATION : § 20, AUTOPSY?
TION
L 69/ ves [J o]
(Bpacity) 21b, PLACEQF INJURY (e.x-.in orubou | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)

certi attendeg}h
alive on _

d thalydeath oceurre

_Q_a m. from the

214, TIME (Month) (Day) (Year) {Hour) 2le, [NJURY OCCURRED | 2if. HOW DID INJURY QCCUR?
OF WHILEAT[ ™} NOTWHILE
INJURY WORK AT WORK
22, I hereby deceased from 9—‘ . that I last saw the deceased

aes and an the dale stated above,

22a. SIGNATU,

23¢. DATE SIGNED

ST Bor el e Mo

24 OCATION (Olty, town, ar county)

%_tlla. BUEIVAISJ-AL sb, DATE = U /] 24c. NAME OF CEMETERY OR CREMATORY (State)
w1l S| /1252 ALaunvk Cemater, Dswiphanv Rrprle Mo,

DATE REC'D BY LOCAL
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25, FUNERAL DIRECTOR' S
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(Licensed EmBaInm e Statement on Reverse Side)
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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 i

Student Embalmer Mo. .o

working under my personal supervision. .
. ' <
Student s.iessenne tetssasassaennennran s Slg‘n@}/_g £ ..}Ja.'é‘éf .....................................................
Student Embalmer )
: Licensed Emb::l;jr No...... 6/0 ........................................
I
P. 0. Addressf 0T &0, AKX, Moo imssreisnanes

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,)

T

If this body is not embalmed, fact should be so stated above.




