. Ne, 300

THE DIVISION OF HEALTH OF MISSOURI

-i| a8 Aeart faflure, asthenia,

line for {a), (b}, and (c}

*This does not mecn
the mode of dying, such

de. It means the dis-

ANTECEDENT CAUSES

ﬁm

Veas | FUEDJAN 14 1g54  STANDARD CERTIFICATE OF DEATH e e ... 13252
'BIRTH NO. EE_G_ OIST. MO, ﬂ PRIMARY REG. DIST. NO. L&é Repistrar's No....... 5&4_.9_..
° T. PLCQUCS-?F DEATH 2. USUAL RESIDENCE (Wbere decesssd livad. If institation: residsnce befors
a. STATE b. COUNTY ioa).
JeesoN S N S Spuad e Mcon)™
b. ClTY (I outslde corpurste LUmlty, writa RURAL snd ‘::-h:l .‘c‘::I'Al;fN[ETJ: OF ¢. Cg’g {If cutaide porporsts limits, write RURAL sod give towaship)
to bl t place)
SN IANSAS (73 7y — TOWN %/VSdS C) Yavi PP R
: d. FULL NAME OF {1f oot In hunl or 1nst] D, glve streat addrem or [ocation) d. STREET (It raral, ﬂ'n 9 ' Dn
L s 12" 7
3. NAME OF a. (First) b. (Mlddle} i c. (Last) . 4. DATE (A (Day)
. DECEASED ™ YOF 5 (Year)
| (Twpe or Print) Ee’d?\-»i Doplene wWh\s v oA 2.~ 12— SR
" 5.}X [} 6. LOR OR RACE § 7. MARRIED, NEVER MARRIED, 8, DATE OF BIRTH 9. AGE (In nu- OOk | TEAR | teotm s RRs
WIDOWED, D ORCE[') { I} , Hnm.h, Days | Houn | Min
\ LN P ed b Y124, /P26 ]
10a, USUAL OCCUPATION (Glnkhdd-uk 10b. KIND OF BUSINES OR IN 1L BIRTHPLACE or
mewt of working Ufe, even If retired) ?i /Iﬂ j (Btate ox forsien mw;) 'LC:)(;![JTP:TER"‘HOF WHAT
bfic Se ﬂl/_f o sas LSA
LI:in._rnwm's MAME 13b, uomzn s MAIDEN m 14. NAME OF HUSBAND OR WIFE
D..) Wilsor/ Dovsy M e.
i5. WAS DECEASED EVER IN U. 5, ARMED FORCES? [ 16. SOCIAL SECURITY IJ’ INFORMANT'S SIGNATURE OR NHE ADDRESS
{Yep. no, of unknown) | (If yus. eive war or dates of servigs) /_ 2
' 1 w/ Kecornds
18. CAUSE OF DEATH MEDICAL CER FICATION '&Eﬂwﬁm
- Enter caly onecsusper | 1, BIREASE OR LOND 'II'.{JI%EATH'@) a £ s,

e,

Morbid conditions, if any, giving DUE TO (b)
rise to the above cause (o) stating
the underiping couse last.

DUE TO {¢)

caee, injury, or 3
tion which cavured death,

11. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death dut not
related to the dizense or condition cauring death.

LEL

)9&. DATE OF OPERA- | 19b._MAJOR FINDINGS OF OPERATION : 20, AUTOPSYT
: TION -
A | il 1 s 0 w0

21a. IDENT - (Bpacity) 21b. FINJURY (s.g..iner 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)

;, SUICIDE boma, I . . -

. HOMICIDE Y

Zid. TIME . (Mooth) (Day} (Year) (Houn 2le. INJURY OCCURRED 21f, HOW DID INJURY OCCUR?

| . . WHILEAT|—] NOT WHILE P )
INJURY WORK AT WORK

10 '5"310 13=13 195 3. that T lost saw thé deceased
m., from the causes and on the date stated above.

2. T hereby certify that 1 auended*fﬂe deceased from __/ /- J"
aliveon {2 =11 19 53, and that death occurred at

WRITE PLAT_NLY—_USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

23, SIGNATURE A. W. Robinson (Dmamue) 23b. ADDRESS Zx. DATE SIGNED
h A wD_ Y635 Q’VM . Yo 1371353
3 R 24, DATE OF ?RY OR CREMATORY 24d. LOCAT l‘.own.o:eaunr.y) {Stata)
/_//5/53 M ery Upwnd ) ALS .
RAR'S SIG TURE ruuzn&x. DIRECTOR' S S1GNA nnoltu
' ' Tes M& L2 27

on Reverse Sidt)




s a ""'ff

-

———y
-

g3
oo ¢

.o

% |

@ STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embaimed by me, or by —e...c.m

S Student Embalmer No.
wotrking under my personal supervision.

Student L iseccrronacsransrarisans
S5tudent Ernbatrnar

nzed Embalmer Noé/ﬁ?.z— ............ sy ;
PO Ad_dres_s.%fm;} )%4
Note: e |

The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply wit
the above constitutes grounds for revocation of license.)

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

¥
-




