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. WRITE PLAINLY—USING UNFADING BLACK INK—MAEE A PERMANENT RECORD

FLED APR 25 1485

- BERTH NO.

THE DIVISION OF HEALTH OF MISSOURI : '
STANDARD CERTIFICATE OF DEATH

REG. DIST., NO. / ’22 PRIMARY REG. DIST. MNO. ,_,LL._. Kegistrar's No.......

13164

Slan File No. iz mmrnnssisassi s

1408

(Yea. no.or unknaown)

1. PLACE OF DEATH 2. USUAL RESIDENCE (Wherc decoased lived. It iostitution: residence before
a. COUNTY . a. STATE b. COUNTY ailinision).
Jecpson _ Migsow i1 JAcksam
b. CITY (Y outcide corporate limits, write RURAL and give c. LENGTH OF c. CITY . 4. Is Resldence whhin lmits of
OR townshipt| STAY (in this place’ |,,, QR - . ?3 or mmrp;l'?led town?
oW o TOWN fapsang ) 1—Y - AL R
d. FEOLIS-PNAME OF (If not in bospital or lastitution, cive Wireot address or loeationy s A%r[?REEES}:S (If rural, give location) I L
INSTITOTON 05 ¥ £ ot s r¢. MNesPrintl, S59 SToNE WALL Covpts O
3. NAME OF a. (First b. (Mlddle) \ V c. (Last)
DECEASED (First) " 4 DATE (Month)  (Day)  (Year)
(Tepeor Print) £) Y IA/A) Shy 1 FA A pyapcr 28 1954
5. SEX ! 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | B. DATE OF BIRTH 9. AGE (In yeam| ¥ UNDER 1 TEAR | & WROER u wEs,
WIDOWED, DIVORCED (Bpacify) last birthday) Munﬂu, Days Bt_mnl Min,
/ Wh i \MAREH Ml 1368 20
10a. USUAL OCCUPATION (Give kindofwork | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE . - Forsits Co 12. CITIZEN OF WHAT
domdnﬁnlmmofworﬂuma."unilndl:rd) i . . DUSTRY (City aad State cr Forsign Coustrv) COUNTRY?
Hovse WiFF WARSAK 4D, 1 A
138, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
BAsapn WL So ¥ ARILDA f i
IS. WAS DECEASED EVER IN U.5. ARMED FORCEST? | 16. SOCIAL SECURLY 17. INFORMANT'5 SIGNATURE OR NAME ADDRESS

{If yea, wive war or dates of sarvice}
k210 " Davip W Sp tH AxcaLsion spy,
18. CAUSE OF DEATH MEDICAL CERTIFICATION “ NTERVAL E?E‘ﬁ."
| Enter only onecauseper 1 1. DISEASE OR CONDITION f L2 | omsey 4
nefor (a), by, end (& | DIRECTLY LEADING TODEATH"¢,, J¥ Chronic myoc arditis. . year
) ANTECEDENT CAUSES o ‘
*This does nof tnean W 1 atrd es N
the mode of dging, such | Aforbid conditions, if any, giving DUE TO (b) Geria c chang * |
as heart fatlure, esthenia, 3;“;:;-5!! !:W:a G:'Wfag) stating ‘
. ! 4 erinng £ . |
e amotton |. BUE T0 @ )Mechanlcal :.ntestlnal obstructiond 1 week. |
tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS #NM,.; 0
Conditions contribuding to the dealh but not q
. . related to the diregse or condition causing decth.
19a. DATE OF OPERA- | 19u. MAJOR FINDINGS OF OPERATION . 20. AUTOPSY?
o ws [ wo ]
. YES NO
21a. ACCIDENT (Bpecity) 21b. PLACE OF INJURY (a.¢..inorabout | 2lc. {CITY, TOWN, OR TOWNSHIP} (COUNTY) (STATE)
SUICIDE homa, Iarm, fagtory, strest, office bldg., s18.)
HOMICIDE
21d. TIME (Month} (Day) (YeaD) (_Bw) 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
OF WHILEAT[] NOT WHILE
INJURY WORK AT WORK

21 hereby cemfy that I attended the deceased from
, 19. , and that death occurred al-

%955_ to M_&.L 1955_ that I last saw the deceased

_gﬁ'n from the causes and on the date staled above.

S, AWMUEISOT g:m;,
s, A

23c. DATE SIGNED

March 28,

23b, ADDRESS 1

2l25 Independence Blvd. sKeColo

24a. BRI CREMA-
TION {Jﬁm (Bpecty)
BUE

24b. DATE

MhREcH, Bol?.fmh Sovic

REGISTRAR'S S]GNATLIH.E

L. ialld . a

DATE REC'D BY LOCAL

24c. NAME OF CEMETERY OR CREMATORY 24a. LOCATION (City, town, or connty) 'L (Stato)
C B C"(Elf’ p) o
NEFIDIR CTOR" 5 SIGNATURE ﬁDDRESS
. Y, ’ 0) . e -

34—?«5'&:_

(Licensed Embllmn . Sut!mznl on Rcveru Side)




<

o

al?

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emb

=3 2 T =B

, Student Embalmer No...........

working under my personal supervision..

Student.. ..o .o e Signed §

Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hxs OWN HANDWRITING (F:
to comply w1th the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

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

.




