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THE DIVISION OF HEALTH OF MISSOURI .
FIED APR 18 1955 STANDARD CERTIFICATE OF DEATH s e o 11106
"BIRTH NO. REG. DIST. MO, 42 PRIMARY REG. DIST. NO. 10 00_.._.. Kegisirar's No, .....390
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where Jdocossed lived. If lnstitution: residence before
. COUNT o. adickmion),
a Wi“c’kﬁh‘n STATE I : E b. COUNTY d ﬁu!
c. LENGTH OF ¢. CITY + & s Resldence within Umits of

b. Cl};Y (I cutcide corpurats Umits, write RURAL snd give

Ol townsbip) [ STAY (in this place! OR . # city or Incorporated town?
N Josaph 3Dy | TONAmAxanis LS
d. FULL NAME OF (If not in hoapital br instizution, glve strect address or Montion) STREET (I rural, give location) &0 9\7

WOy 88 gy | MELhOAIEE Hycp,

3. C?‘EAC%ESOEFB a. (First) b. (Mldd](‘) ¢. (Last) 4. Dé}-E {Month) (Day) (Year)
(rweorprint) _ Guyolr @Y W.lifdm Jarner DEATH 4~ ff - /PSS~
5. SEX 6, COLOR OR RACE | 7. \I‘#I.?)RORV':'EB NT\YSEC%SRRIED 8. DATE OF BIRTH 9. :.GE (lo yearm| WF UNDER 1 YEAR | ©F UKDER u mas.
. 3 It:) t birthday) |Montha | Days | Houm | Mia.

[RAle | white | "Widewed” [ Twry 1o 1392 " EF MG 01

i0a. USUAL OCCUPATION (Givekind of work | 10b. KIND OF BUSINESS QR IN- | I, BIRTHPLACE ]i. CITI

dons during moat of wurkln;lile.o:en‘:! r’ar:r::;) DUSTRY (City and State cr Foreign Country} X U'];\J']Z'[E{q’?': WHAT
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13a. FATHER'S NAME 13b. MOTHER™S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE .

Lss IE' £/l

JoHn Tornv ER

5. WAS DECEASED EVER N U5, ARMED FORCEST | 16, SOCIAL SECURITY

{Yes.no.orunknown) | {If yes, give war or dates of service} ”. : ‘_
b =3, 2 ¥ o

17. INFORMANT" 5 SIGNATURE OR NAME ADDRESS

" |l Enter only onecause per 1 1. DISEASE OR CONDITION

INTERVAL BETWEEN
ONSETAND DEATH

18. CAUSE OF DEATH

\ine for {a), (b, and {<) DIRECTLY LEADING TO DEATH‘(a)

A REE B . - ,

ANTECEDENT CAUSES ' e -

*This does not mean
the mode of dying, such | Aforti¢ conditions, if any, giving DUE TO (£) -
ar hear! foilure, asthenia, | Tite to the above cause (o) stating ]

elc. 1t meahs the dis- [aihe underlying cause loat. . E\ . . - .
case, injury, or complica- BUE) TC (c)

tion which caused death, | 11. OTHER SIGNIFICANT CONDITIONJS

Conditions contributing to the death but ot
related to the dizease or condition cousing death.

19a. DATE OF OP.F{RO.‘N 15, MAJOR FINDINGS OF OPERATION . s _ 1 20. AUTOPSY?
S oo X ves L) wo

2ta, ACCIDENT {Bpacity) 216, PLACEOF INJURY te.g..inorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) {STATE)}

SUICIDE home, {arm, fnatory. atrest, office bldg.. ere.)

HOMICIDE R . ) ] ‘ o,
2id. TIME (Month} {(Day) (Year} (Hour) 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR? -

oF WHILE AT[™] NOTWHILE

INJURY WORK AT WORK

22. I hereby certify that I atlended the deceased from __ 21— F- ., 19.53 to . =—rt/~ ___ 19557 that I last saw the deceased
alive on,,_l.LLd___ 19585 , and thel deaih occurred af Z-.-SAA m,, from the causes and on the date stated above,

WRITE PLAINLY-—USING UNFADING BLACK INE—MAEKE A PERMANENT RECORD

23a. SIG e or title] 23b. ADDRESS . . 23¢c. DATE SIGNED

= fa [{j ’ Trid astoni | 4-/3. 55"

57a. BURIAL, CREMA- | 24b. DATE 2. Mvu»: or-' CEMETERY OR-GREMATGRY- | 24d. LOCATION (City, town, or county) (State) '
TIQN, REMQVAL (Bpecity) : .. . ' . - '
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~l2- $ >
DATE RECD BY LOCAL AR'S SIGNATURE ’J’ 25 FUNERAL DIRECTOR'S SIGNATURE FIDDRESS
'bh . /Y /7.5‘.5‘ ZMM M /] 5' nn A Imda

/7 (ﬂmmd Embzalmer’s Statement on Reverse Side)




care .

STATEMENT BY LICENSED EMBALMER

I hereby certify that the bedy whose name is recorded on the reverse side of this certificate was emb
DY TN, OF DY ottt iiariara s ., Student Embalmer No...........

working under my personal supervision..

Student........coooveiriironnssimaaitai i iiciariaian
Signature of Student Embalmer

Licensed Embalmer No. 306

P. O. Addresng?ﬂ{m

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (F:
to comply with the above constitutes grounds for revocation of license),
\ i lf embalmed by a STUDENT, he also shall sign,in his OWN handwriting.
A J¥ this body is not emibalmied,” fact sliculd be so Stated above.
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