No, 300
10.48

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

THE DIVISION OF HEALTH OF MISSOURI
HLED FEB 171956 STANDARD CERTIFICATE OF DEATH

REG. DIST. NO. /22 PRIMARY REG. DIST. MO._ 0 O Reoistrar's No st .

BIRTH NO.

0223

51018 Frle Noooeoiionoggperssireensis sesesensarm

488

I. PLACE OF DEATH
a. COUNTY
g‘ﬂ-cﬂd o

2. USUAL RESIDENCE (Whers decoteed lived. }f Inatitution: residence befors
a. STATE b. COUNTY """h"“’"’
Mo Jac fso

b. CITY at Md. eorpurate limits, write RURAL and give c. LENGTH ©OF

c. CITY d. I Ressdence within lmits of

line for (a), (b}, and (¢} 4 7

*This does mot mean ANTECEDENT CAUSES

townahip)| STAY (in this place) OR ' a tity op [pcorporated town?
O AL s oy Hig il W Konsas Coty W 0,
d. FULL RAME OF (If not in hr.uplu{or jnatitution, give streot address or l‘ulicn) o STREET (E? rural, gve luul‘ﬂ) U
HOSPITAL OR \QADDRESS - /]
INSTITUTION \f, y 7 q S Y a s A v 6
3DNE‘?:'£ES%FD a. (First) b. (Middle) ¢, {Lnat) . 4. DSTE (Month) (Day) (Yean
{ Tpe or Print) ﬂ Deccor %_a’dr.r DEATH / FJo Se
5, SEX | 6. COLOR OR RACE | 7. MARRIED, NEYEEMARRRIED, | g./DATE OF BIRTH 9. AGE (In years] 1 UNDIR 1 YERR | &F UNDER 14 nns,
F' VHEOWED-BIMBRGES: (Bpecity) iast bipthday) Mnﬂdul Days | Hours | MAin.
Ll A/prv (£S5 l
10a, USUAL OCCUPATION (Qivekiod of work | 105, KIND OF BUSINESS OR_IN- | 11. BIRTHPLACE 12. CITIZE|
dons during most of working 111, l:ln‘;f :el..l‘r::i) T DUSTRY IC“Y “d State or Foreige 0’“"” UNTRP‘:'?OF WHAT
Hodse Wi Te ass:q LD
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND'OR WIFE .
hied Aieberman n A nown Movreris
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' S SIGNATURE OR NAME ADDRESS
{Yes, no, 0t unknown) | {If yea, xive war or dates of service) NO., . ‘

/Vo Ll R Morris Yc"a(c/:.s D 1 2
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
o i |, DISEASE OR CONDITION H

- Enter only ano@Useper [ T, pPCTL v LEADING TO DEATH® (g JF " .

Morbid conditiona, if any, giring DUE TO (b)
rise 1o the above cause (a) stating
the underlying cause lasl.

the mode of dying, such
as hear! fallure, asthenia,
eic. It means Lhe dis-

eaze, injury, or complica- DUE TO (¢}

11. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death but not
related to the diseare or condition causing death,

tion which caueed death,

e

19a. DATE QF OPERA- | 19b, MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
TION )
=~ " YES D NO
21a. ACCIDENT (Bpecity) 216. PLACEOF INJURY (e.c.. lnorsbout | 21c. {(CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE}
SUICIDE bome, farm. isotory, stress, office bldg.,ew0.)
HOMICIDE
2id. TIME (Moatb) (Day) {(Yesr) (Hour) 21e. INJURY OCCURRED | 2¥f. HOW DID INJURY OCCUR?
OF WHILEAT[™] NOT WHILE
INJURY WORK AT WORK

2. I hereby certify that I allended lhe deceased from
alive on Qe L9, 19 FL

, 1933 , lo _22._31,_, 19&, that I last gaw the deceased

and that deaih occurred at & Loz - LX m., j'rom the causes and on the dale slated above,

{Degree or title) O

23a. SIGNATURE Ha._fr ﬁ;ll

23c, DATE SIGNED

23b. AD%

D /37/07%
TIONB Ugh;(?\}-ﬁCREMA. 24b. DATE 240, NAME OF CEMETERY OR CREMATORY 244. LOCA'”Q‘ (Clty, town, or county) émle)
{i
i |~ 3 (~SL ctficld Samsas City. Mo,

DATE REC'D BY LOCAGL REGISTRAR'S SIGNATURE |

o

25. FUNERAL DIRECTOR'S SIGNATURE AppRESS

Lo/ IL_%V

Ahowis Fun't Howe KC, M.

{Licensed Embalmer's Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emb:
by me, or by ............. et e et eeteaemtneeteerectveverarracamnaaemaenneeanns , Student Embalmer No............

working under my personal supervision..

Student ....coooeem o
Signature of Student Ezbalmer

Licensed Embalmer No.o4. Y.
P. O. Add.ress.-d{..z:...%

Note: The above MUST BE S5IGNED BY THE LICENSED EMBALMER:-in his OWN HANDWRITING. {Fa
to cBmply with the above constitutes grounds for revocation of license).
If emnbalmed by a STUDENT, he also shall sign in his OQOWN handwriting.
+ T4 this body is not embalmed, fact should be sc stated above.



