‘. 300 THE DIVISION OF HEALTH OF MISSOURI ' ' 5590 "
0.
2% | FILED FEB 28 1955 STANDARD CERTIFICATE OF DEATH e Fie N 3D
3. -
BIRTH NO, : REG. DIST. NO-.Z_Lf_ PRIMARY REG. DIST. ua\im Registrar's Na....z.é.....
1. PLACE OF DEATH - - 2. USUAL RESIDENCE (Where decossed lived. 1f iastitution: remidence befors
a. COUNTY . STATE : b. COUNTY adunission).
Miller - - a4 é 0 . -Missouri Miller
b. CITY (i outride corpuralo limits, writ nm@li ¢. LENGTH OF c. CITY (1f outside vorporate Limita, write RURAL acd glve township)
TgWN St Eli b p w-mip) STAY :izgu-fhm TOWN
5 zabeth Henry oW St, Eli,abeth _ Jim Henry
. FULL NAME OF (It not in hospltal or Ins&h.utm give streot address or location) d. STREET (If rural, give location)
s HOSPITAL OR ® DbRESS 2664
] INSTITUTION No : o
] E 3. DNE%EESOEFD 8. (First) ' H. (Middle} e, (Last) - a. DS}'E (Month) (Day) (Year)
& (Typeor Priney ~ rOOT'GE Peter Bax +| DEAT™H Feb, 1), 1956
& 5. SEX 6. COLOR OR RACE | 7. Mf\mwé:g %E\YSECPESRRIED 8. DATE OF BIRTH N 5. :'GEhiiI;:m;n ; m:::u 1 YEAR | W UNDER 14 mas,
- (Bpecify) ' i : t ¥ on Days | Hours | Min.
2 |Malo White S Oct, 18, 18771 77 l |
10a. USUAL OCCUPATION (GveXind of work | 10b. KIND OF BUSINSS OR IN- | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT
e dona duermulo! wprking life, sven if retized) DUSTRY - 0 COUNTRY?
5 arming Migsouri UsA
< 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR ¥IFE
2 Bernard Bax .. 1 Catherine Boeclunan | Christine Bax
= 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16, SOCIAL SECURITY | 17, INFORMANT' S SIGNATURE OR NAME ADDRESS
(Yea. m.ornnkno-ﬁb(ﬂ you, rive war or datea of service) NO.
3 - No Emil Ba St, E o
| 18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL S%EN
12 | Enteronlyonecauseper | 1. DISEASE OR CONDITION _ cerebral hémm H
2 |/ dime tor (s, (b ama g | DIRECTLY LEADING TO DEATH® g) orhage 15" a'ays
v o This does mot mean | ANTECEDENT CAUSES chronic h
epatitis
© | tre mace of dying, sueh | Morbic congizions, i any, giving DUE TO (8) P : Jrs
| a8 heart fallure, asthenia, _ﬂ“u‘:;hfl ﬂ%’;ﬂiﬁ;’fﬂg) dating - } . I
&5 Y| ete. It means the dis- ¢ undertyt ar
o | i i BUE TO (@) teriosclerosis yrs
= || tion which coused death. | 11. OTHER SIGNIFICANT CONDITIONS
=g Cuonditions contribuling to Ihe dealh bul not
a refoted to the disease or condition causing death.
= 19a. DATE OF oPTEligN 190. MAJOR FINDINGS OF OPERATION et ’ 20. AUTOPSY?
A
= J'-g / x - YES D NO D
o | 21a. ACCIDENT (Bpecily} 21b. PLACE OF INJURY (o.x..inoraboat | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
; SUICIDE homa, farm, Isgtary. streat, office bids .. ex0.) .
~ HOMICIDE _ '
g 219. TIME (Month) (Day) (Yean) (Houwn) | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
OF WHILEAT—] NOT WHILE|
'J' INJURY m | work AT WORK L L
Fig U rep . -
; 2. I'hereby th I attended the deceased from J , 19 2 o — eb. " 19bb , that' I last saw the deceased
o alive on 58 and that death occurred at 32115 fin., from the causes and on the date stated bove.
i m‘-ﬂ ¥ ; q z}-— {Degros m' titl)) | 23b: ADDRESS 2. DATE SIGNED
, m MY Jefrerson City, Missoupi 2/]11/‘;‘;
E ua BURIAL CREMA- | 24b. DATE 24c. I\A'HE OF CEMETERY OR CREMATORY | 24d. LOCATION (Oity, town, or county) *(State) -
(Bpeeity)
g 2/16/55 St. Lawrence Cefieter; pheth, Mo. .
DATE REC'D BY LOCAL RAR'S SIGNgFU ., F A i
ey S | UYL T torwnme [k TS D2
[H-(95° ﬁs /é crtloprrtae ‘;5 " W

(Ticensed Embalmet's Statemnent on Reverse Side)




-

~
-

FEB A3 7.t /755

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 ...

...... "

. .. SYudent EmbBalmer Nouacueepfyoeuineneeoimonses
working under my personal supervision. . /Ude"‘ Emﬁ N‘%
Signed // M : M R
g AL

Signed......... PP LITIEL Y ereneieana, Licensed Embaimer Na ;f z/é j
udent Embalmer W
’ ’ P. O Addresb_y // L }%ﬂ,

/
Note: 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.) ’ )

b4 th‘u body is not embalmed, fact should be so stated above,




