No. 300

10487

WRITE PLAINLY—USING UNFADING BLACK INK-—MAKE A PERMANENT RECORD

THE DIVISION OF HEALTH OF MISSOURI

. “FILED DEC 6 1955

STANDARD CERTIFICATE OF DEATH

State File No 36?29 .......

{Yea, o, or unknown}

16. SOCIAL SECURITY
NO.

S, L6907 ~524~ y ..5061
BIRTH NO. é?&7 ﬂ REG. DIST. NO. /y PRIMARY REG. DIST. lO/oo'L Eegistror's No .. 0 S
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whbere decoased lived. If institution: residence befors
a. COUNTY Q R e —a.,-5TATE b. COUNTY 3 adinbion?.
é o 9, . 4 e
b. CITY at diotde corpurate limits, write RURAL and give c. LENGTH OF || c. C”V . & Ts Residence within lmie of
T8WN # townabipy| STAY dn l.:;snhu‘l TOWN klwm W l;lg %lﬂwrp&?hdnmm
d. FULL NAME OF (1fsnot in bospital or izatitution, give strect addres or laeation) o STREET (Il rural, give locatlon) %’
HOSPITAL OR £{ADDRESS : 3 / 6i
INSTITUTION A[,,}% \4 5/ 3 Aor gl &
36&%’255%% a. (First) b. (Middie) . €. (Last) 4. DATE {Month) (Day) (Yean)
(rvoeor i) fPa kot  Ergeme d/sfr e h Y- | 8w 4y 2. 55
5, SEX o 6. COLOR OR RACE | 7. m&W 8. BATE OF BIRTH v 9. L-A‘Gm::nn‘;; UNGER | YEAR | o usDeR u mas,
N 3 {Bpecily) / t ¥) onths Hours | Min,
i WAL == 1/-18-"65 b7l el
10a. USUAL OCCUPATION (Give kind of work | 10b. KIND QF BUSINESS OR [N- | 11. BIRTHPLACE : 12, CITIZEN
domduria.:mmtnlwmldull!o.n:ln';t rcr:r:'d) B DUSTRY (City und State or r""‘; Caanuy] < COUNTRY?OFWHAT
none R — ey N0 Ue Se
13a. FATHER'S MAME 13b. MOTHER'S MAIDEN NAME 14. MAMME OF HUSBAND‘OR PIFE
S gdot Co@men S Dofothy Ann T ___none
15. WAS DECEASED EVER {N U.S. ARMED FORCES? 17. INFORMANT"S SIGNATURE OR NAME ADDRESS

(If yea, Klve war of dates of servies)
a——

o None

Robert E, Alspach 5113 Winnar Rd.

. Enter only ope eatse per

“eic,

18, CAUSE OF DEATH
1. DISEASE OR CONDITION

MEDICAL CERTIFICATION

INTERVAL BETWEEN
ONSET AND DEATH

line for {8}, (b}, and (¢}

“This doey nol mean ANTECEDENT CAUSES

DIRECTLY LEADING TO DEATH"(5) ’Pv\f/\mwuw: ak CL(IQM }‘hf:E/\AJ
(?/Wm% 7-_4

AMorbid conditions, if any, giring DUE TO (b}
rise to the above cause {a) stating
the underlying couse last.

the mode of dying, such
as heart fallure, asthenin,
It means the dis-

case, injury, or complica- DUE TO (c)

il. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death buf 0!
related to the disease or condition causing death,

tion which caused denth.

67

19a. DATE OF OPERA- |9u. MAJOR FINDINGS OF OPERATION 20, AUTOPSY?
TION
ves (] o [
2ta. ACCIDENT (Bpeeify) 21b, PLACE OF INJURY (e.g.,inorsbout | 21ic, (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE. - boms. laren, faetory, strent, office bldg. ev0.}
HOMICIDE . - . ’ -
214. TIME (Moath) (Day) (Yesr) (Hewns | 2le. INJURY OCCURRED | 2it. HOW DID INJURY occurt U T
WHILEAT[] NOT WHILE
INJURY = | “work AT WORK
22, 1 hereby certify that Nl /% , 19573, to WA 22 195D that 7 last saw the deceased

I aufnded the deceased from

IQL)_ and thal death occurred al_ Mm , Jrom the causes and on the date staled above.

tham (Degreo or tiile) v

L) + .

alive o%‘,g_g_—
. AT = R. W.
"B Ko thiornS

23b. ADDRESS Z3c. DATE SIGNED

a3l w.y1 sT ﬁ,mnul,,,mlzl-zz-r_»"

24a. BURIAL, CREMA-
TION, REMOVAL (Bpedty)

DATE REC'D BY LOCAL REGISTRAR’S SIGNATURE.

24b. DATE 24c. NAME OF CEMETERY OR CREMATORY
Nov. 2 1 st emete

24d. LOCATION (Oity, town, ¢r county) (State)

25, FUNERAL DJIRECTOR' S SIGMATURE ADDRESS

/ool 2 ok

_[Earp & Sons 4139 Truman Rd. K. C. Mo.

([icersed Embaimet's Statement ot Reverse Side)




STATEMENT BY LICENSED EMBALMER

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

by me, or by Xo?' ...... P V. VO V. o S reeean , Student Embaimer No............

working under my personal supervision..

SHUAEDEt . ceneenaeennnrnre e siiazess i eessiane ‘ slgnedw,utbmu%@ba‘-)

Licensed Embalmer No..fé?.z.
’ ) . P. O. Address 5(6 ......

.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),

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

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




