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BLACK INK—MARE A PERMANENT RECORD

PLAINLY—USING UNFADING

WRITE

N THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

I ¢ ir 2

1. PLACE OF EATH 2. USUAL RESlDENCE (Where decoased lived. If institction: residence before
a. COUNTY a. STATE ‘b, COUNTY nidiniwiond.
corrl 1SSpUR( CelT
b. CITY (If outeide Surporata limits, wtite RURAL and give ¢. LENGTH OF c. CITY (H outeide eorporate limits, write RURAL and cive township) Vel
township) shis pingel OR /0
TOWN J TOWN - o)

FULL NAME OF (If not in hospital or iastitution. give streat address or location)

" "HOSPITAL OR c206 Bt Q -

INSTITUTION

(I rursl) give loav.!nn)

i .,z/'s Pook

ﬁr&

3. NAME OF 6. (First) b. (Middle) c. (Last)

DECEASED . Y

(rvwar ity [YTAR Y OLLie 0 u./\/é .
5, SEX 6. COLOR OR/RACE | 7. MARRIED, NEVER MARRIED, | 8, DATE OF BIRTH
F w . WIDOWED, DIVORCED (Speciiy)

EMNALE HITE \

4, DATE

9. AGE (n ynn

(Month)

ok fER.

(Day)  (Year)

WAAY -

IF UKDER | YEAR’| (F UNDER 14 WRS.
Munth:, Days | Hours | Mia.

hsérmdl

102, USUAL OCCUPATIQN (Give kind of work n. BIRTHPLACE (State or fo

10b. ¥IND OF .BUSINESS OR IN-
7 uring moat of working lfe. even if retired) Ll DUSTRY

OUSEW JFE | -

country)

12, CITIZEN OF WHAT

AW

a .

130b. NAME 4. mame ofF

BT/

OTHER'S MAIDEN

ARAH

13a. FA ER S NAME

Willism M /‘j INZIE

i5. WAS DECEASED EVER IN U.5 ARMED FORCES?
Yes, unknown) | (11 yes, xive war or dates of service)

fo -

16. SOCIAL, SECURITY | 17.
NO.

NovE ﬂgﬁns

NE

BoJ //réasf ,oa/rr/ /ssotm

INFORMANT 5 SIGNATURE OR NAME

HUSBAND OR WIFE

s B Vours

ADDRESS

@/M’F/'EEI /7/5504/&/

. Enter only onecatis per

18, CAUSE OF DEATH® MEDICAL CERTIFICATI

1. DISEASE OR CONDITION

DIRECTLY LEADING TO DEATH® () ﬂA_RDjA(‘ D@ng 'P€/|/519776 AL

INTERVAL BETWEEN
ONSET AND DEATH

line for (s}, (b), and {(¢)

" ANTECEDENT CAUSES T

Morbid conditions, if any, giving PUE TO (D)MJO S&

rise Lo the abooe cause (a) :latmg
the underlying cause last.

*This does mol mean
the mode of dying, such
a2 heart fallure, csthenia,
‘e, - It meoms- the dis-

ease, injury, or complice- DUE TO (¢}

H'7P6RT‘£NS/ oN

feRosi< fofacaRDOSI & Gaal

II. OTHER SIGNIFICANT CONDITIONS . - ST

Conditiona contributing to the death but ztot .
related to the disease or condition causing death 5 P‘fl

Jd%b. MAJOR FINDINGS QF OPERATION®

tion which caused death.

19a. DATE OF .OPERA- L Pl e T
: : TION CHOAS . '{ST':T,I4§

20. AUTOPSY?

N € None. X AFIN | e [ ok
Zla.'TACCIDENT (Bpacifs) "21b. PLACEOF INJURY (o.q..inorsbout | 21c, (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE homs, farm, factory, atreet. ofico blig. e10.) .
HOMICIDE ! A n M —
21d. TCI#E {Month) (Day) (Year) (Hogr) 21e. INJURY OCCURRED | 21f. HOW DID INJURY QCCUR?
' HILEAT[—] NOT WHILE
INJURY NoNe_ = | “worx AT WORK
22, I hereby certify that I atiended the deceased from ﬂﬂi_é_ 1953. to _E:_B_Z_ 19 , that I last saw the deceased
alive on =€ , 1954  and that death occurred at Ll_‘i_s_ﬂm ., from the causes and on the date slated above.
2. SIGNATURE _ (Degroo ar titley [ 23b, ADDRESS 23:"TE SIGNED
- rac s ) FD.0- c loy25¢

24a. BURTAL., CREMA-
TIQH, REMOVAL (Bpediiy)

DATE REC'D BY LOCAL | REGISTRAR'S SIGMATURE

..o ’ 2. FUHERAL

2-16-39° Thew %

RECTOR'S SIGMATURE

24b. DATE |24c NAME OF EME.TERY OR CREMATORJ o 240. LOC:ATION (cny. WE, OF €O , (State)’
A-1{-19 S'ﬁ Uniox &gx ET, (faﬁﬁfgﬁ ( 19 Z!Z[;soweg
q.q, nnon 5

NER fjem Wals



weceiven_ FEB 15 1954
q"_‘—-__—_—__—-——“
SCOTT COUNTY HEALTH CENTER

C0. FILE N, M

|

STATEMENT BY LICENSED EMBALNER

-
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embaimed by me, of by "

....... . et Student Embalmer Mo,
working under my persona! supervision.

/%‘;7
SEUSENt vovmesosrnsvrrsrvorsnsansrarsoces .e Signed... \ L ]

Student Embalmar
Licensed Embalmer No, Q[ (Z7°

P. O. Address el P 2L .L-%d

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 so0 stated above.




