FILED JUL 2% J0BE I DIVISION OF HEALTH OF MiSSOUR

o STANDARD CERT{FICATE OF DEAT ,,, o 23209

" SIRTH NO. RES. DIST. NO. PRIMARY REG. DIST. cm:frar:Ho _i.......
1, PLACE OF D ] 2 USUAL R Where decessed lived. If [
O a. COUNTY W&sw : &. STATE b. COUNTY daieton'.

b. CITY writs RURAL and give c. LENGTH OF ¢. CITY (If outeide corposuts Hmits, write BURAL and givs townahip)
or “IREESINDETE:' bl

SVEE %7 ths rGwn  INDSPENIENCE PPN
-

d. FULL NAME OF (If oot in hospital or institation, give sirsst address or lomtion) (If rural, give loeatlen)

RSP SRINDE P, SANITARIUM & HOSPITAL “ABORES 618 8. GRYSLER 0

3. NAME OF a. (First) b. (Middle} e, {Last) 4. DATE_ (Month) (Day) (Year)
(Topeor Prin) ROSE, I BLLIOTR . | ovm  JULY 26 1954
5. SEX / 6. COLOR OR RACE | 7. MARRIED. NEVER mnmEé,L 8, DATE OF BIRTH T. AGE (In years] ¥ WO [ TN | & OON = min,
FEMALE; WHITE  |§ DIVORCED BN APRIL 12,1873 |81 o || ™ ™| =
103. USUAL OCCUPATION (Give kind o work | 10b. KIND OF BUSINESS OR IN- | 11 BIRTHPLACE (.0 10d State sr Foreigs Covatry) 12, CITIZENOF WHAT
Pgielieemaitoind | ponce T O | SELIGMAN MISSOURL o A "ustey

13n. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSDAND SRkl

SOLOMAN BIERLEY . . MARTHA VIESTON AMBROSE E,ELLIOTT
5. WAS DECEASED EVER IN Ul.5. ARMED FORCEST | 16. SOCIAL SECURITY | 17. INFORMANT' 5 200 NAME ADDRESS
Yoot | “""'"'Nts"""“"“’“" NONE "® | EVERT A.ELLIOTT 825 W.LEXINGTON

18, CAUSE OF DEATH MEDICAL CERTIFICATION

| Enter only onacsussper | I. DISEASE OR CONODITION _
lins for (=), (b, and (e | DVRECTLY LEADING TO DEATH*(s)

INTERVAL BETWEEN |
ONSET ANp DEATH

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

T0is docs nal mean | ANTECEDENT CAUSES .
the mode of dying, such | Afordid conditions, if cny, sz DUE TO (b) L4 - - - h
an beart follure, asthenia, | rise to the abooe couse (a) sating . . . |

de. It means the dis- the underlying couse losd, - : - - . 7 |
eese, infury, or complica- DUE TO () |
tioms whick caused death. | 11. OTHER SIGNIFICANT CONDITIONS : - a_u% i

Conditions contributing to the death tud
related to the disease or mum cousing dzdﬁ.

19a. DATE OF O%Aﬁ 19b. MAJOR FINDIRGS OF OPERATION . Y. S : 20. AUTOPSYY
21a. ACCTDENT (Bpecily) 21b, PLACEOF INJURY (e.g..norabous | 21c, {(CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)

219, T(!’ME (Mowth} (Day) (Your) Clowr) 2e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?

WHILEAT[—] NOTMNILE
TNJURY AT WORK

27 hercby certify that 1 attended the deceased Jrom , lo that I last saw the deceased
1&% and that death occurr o the ea; date tlated above. .

Q (Degree or uun ], 23b. Anoasss Inc DATE SIGNED

/2 7-/7&,\

24c. NAME OF CEMETERY OR CREMATORY

24s. BURIAL, CREMA-
TION, REMOVAL (Bpecity)

DATE REC'D BY LOCAL
p REG.

- -

-~



L

*)
[

g

STATEMENT BY LICENSED EMBALMER

[ hereby céniiy that the body whose name is recorded on the reverse si.de of this certificate was embalmed by me, oo=bii o

............................. Studont Embelmer HNo.

working under my personal supervision.

Student cucvssrsncnnan teesssssasersas teeana Signe /3

Student Embalaer @s/ed Elﬁbalmgr No \7/5 /

P. 0. Ad N oo alont .-

Note: The ebove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply w
the above constitutes grounds far revocation of licenss.)

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




