THE DIVISION OF HEALTH OF MISSOURI SUB 70

5. No.300

2 I HIED AUG 98 1952 STANDARD CERTIFICATE OF DEATH e il N .
100 " BIRTH KO. REG. DIST. No. & 7 PRIMMY REG. DIST. m%ﬂz_. Registrar's No 2&
l 1. PBLACE OF DEATH . 2. USUAL RESIDENCE (Whars decessed Uived. If imatitation: residence before
a. COU a, TE . b. COUNTY - sdinission).
UAS H (oS Toa) ﬁf.ssou:a: ) ASH wGTo A
b. CITY (It outclde corpurate limits, weita RURAL and give c. LENGTH OF §| . CITY. (f cutelde corporate limits, write RURAL and give township) Ve
townabip)| STAY {in this place} OR / o
o LZorpale ! TOWN TrRoroale
d. FULL NAME OF (If tot in hoepital or instisution, give street sddress or location) d. STREET (1 raral, givs location)
HOSPITAL OR ADDRESS —
INSTITUTION TRowioal & .
3 I'rEACthSOEFI.) a. (Firs.t} b. (Middle} ) ¢. (Last) 4. Dgr-[_'g (Month) (Day) (Year)
(Typeor Py AL . & M. EuT LEDGE DEATH  AvG& 11, 19C3
5. SEX 6. COLOR OR RACE | 7. MARRIED. NEVER MARRIED, 8, DATE OF 'BIRTH 9. AGE (In years| o mxoim ¢ TEOR | o ovoER 1 s,
- WIDOWED, DIVORCED (Bpecity) ) tast birthday) |Months l Days | Hours | Min.
Femalc | WH:TE WipDawesr LlocT 2R /1860 = |
10a. USUAL OCCUPATION (Gekind of work | 10b. KIND OF BUSINESS OR IN. 1 11 BIRTHPLACE (Biata or forelgn country} E 12. CITIZEN OF WHAT
. doned most of working e, sven If retired) : DUSTRY w NTRY?
- Hevsgw Fer " TZomomle, mo. O .sn.
Ii3a. FATHER"S NAME 13b, MOTHER"S MAIDEN NAME 1, NAME OF HUSBAND OR WIFE
NicHolas Bogonn Jarms witbman CHaeles E EoTielae
I5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 7. INFORMANT'S SIGNATURE OR NAME ADDRESS
(You. 00, 07 upknown) | (If yes, xive war or dates of service) ___,/ NO.
Fammni € /H"K:uﬂe‘/ T LopLALE Mo

INTERVAL BEIWEEN
ONSET AND DEATH

L CERTIFICATION

18. CAUSE OF DEATH L oi OR CONDITION MEDI
. Enter only oneceuseper | 1. SEASE
Hnefor (a), (b), and (¢)'| CIRECTLY LEADING 70 DEATH® (o)
ANTECEDENT CAUSES

the mode of dying, #uch |  Aforbld conditions, if any, gieing DUE TO (b) ‘MLM

*This doer not mean,
‘a8 heart failure, asthenia, | - Tite l0,the above cause (a) :fntmg . P T
ete. It meana the dis- the underlyina cause last.” . - et

eque, infury, or complica- DUE TC! (c)' - SO _ |
tion which caused death, | 11. OTHER SIGNIFICANT CONDITIONS ™ - L
Conditions contributing to the death but nok
related to the di or condition causing death.
) 198. DATE dF‘bP%E;"}i 19b.' MAJOR FINDINGS OF OPERATION ~ *". ." A e T ‘2. AUTOPSY?T
. P A .. - 33/ X ves [ wo
21a. ACCIDENT (Bpecity) 21b. PLACEOF INJURY (o.c.,inorabout | 2Ic. (CITY, TOWN, OR TOWNSHIP) | (COUNTY) (STATE)
SUICIDE home, farm, fastory, sireat, office bidg., st0.) [Pt e T Tl LR Ta M
HOMICIDE ) .
214. TIME (Monts} (Day} (Year)  (Houn) 21e. INJURY OCCURRED | 211. HOW DID INJURY.OCCUR?
- A T | wHiLEAT=) oTWHILE e e e .. L ige
INJURY WORK AT WORK ' e - .

+

WRITE_PLAIN.LY—EUSING UNFADING BLACK‘ I‘NK-—-MAKE A PERMANENT RECORD

-
-

¥

24b. DATE

22..1 hereby ‘ceﬂf’ that I-atiénded the decedséd fro fm— _ﬁ}, to _ELL, 19é.3, that VI last saw the deceased
alive on -/ . 19’4 and that deat¥f occurred at __5._&_ m., from the causes and on the date slated abore.
B/12)53 Bic 2ivez.Cematary » FRON ORLE, MO .-

(Degroo or title) | 23b, ADDR | 23¢. DATE SIGNED
PRI IV o g - .- g—lz—.sg
‘ . NAME OF CEMETERY OR CREMATORY. .. ?Ad.‘LOCATION (Oily town, or county) - _ ~ -(State)
REGISTHAR'S SIGNATUR 7335 75. FUNERAL DIRECTOR' S $1GNATURE 4 ADDRESS
. x -
ch.m..., & 77 L oV E &7 oDy

0

TE_REC'D BY LDCAL

8/h7/ca ™"

(Licensed Embalmer’s Ststement on Reverse Side)




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 oo

Student Embaimer No.

Student cuvesnnereansnnnes Signed IZLJ,LM-‘LAM 8- &—‘4’\)

Student Embalimer B . ,
Licensed Embalmer No..... %7

working under my personal supervision.

P. O. Address.

Note: The above MUST BE SIGNED BY THE LICENSED EMDALMER in his OWN HANDWRITING. (Failure 4 comply with
the above constitutes grounds for revocation of license.)

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




