- THE DIVISION OF HEALTH OF MISSOURI . A
| FILED MAY 4 195‘5 STANDARD CERTIFICATE OF DEATH tore File ~,1m22?9.._

BIRTH NO. REG. DIST. NO. ___;| PRIMARY REG. DIST. m-@__é—si:’mi:lrar’l No.:..ﬂf.z..'_.é._ ..... -
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a, COUNTY &. STATE %w b. COUNTY M

b. CITY @t wrste lmits, write RURAL and give ¢. LENGTH OF{| «¢. CITY lismita, write B! and give townsbip)
OR eoreeT ) township)| STAY (In this ] OR e e o
TOWN \ M . TOWN M

d. FULL NAME OF in hospital or Institation, sddress or . STREET .
HOSPITAL OR not ceplial or tation. glve street or location) d ADDRESS (If raral, give loeation) 9’0
INSTITUTION 22 &
3. NAME OF . .
DECEASED 8. (First) b (Middle) o c (e, SHEKTSN | DATE _(Mugth)  (Day)  (Year)
{ Type or Print) J
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DIVORCED (&nﬁi
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. . O D
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132, FATHER'S NAME J 13b. moTHEY/'S MAIDEN

W2 T, Mesane JosepuinE
i5. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY
(Yes,no,0r unknowa) | (If yes, llz war or dates of servioe) NO.

. CAUSE OF DEATH ISEASE. OR CONDITION
Enter only onecausoper | 1. D
H1ae for (o), (b), and (o | DIRECTLY LEADING TO DEATH q)

“This docs niot mean | ANTECEDENT CAUSES W
the mode of dying, such | Morbid conditions, if any, giving DUE TO (B)
o1 heqrt foflure, asthenia, | ri3¢ to the abore couse (o) Hating .
de. It meana the dis the underiying couse lant,

AR

L5
EDICAL, CERTIFICATION

cate, infurg, or complica- DUETO o) CZTL 1L
tion which caused deash. | 1, OTHER SIGNIFICANT CONDITIONS i
Conditions contributing to the death but not
related to the disease or condition cauting death. %{M
19a. DATE OF op%nﬁ 19b. MAJOR FINDINGS OF OPERATION i / q é 2. AUTOPSY? '
T AL %W’L’ X ves [ wo i
21a, ACCIDENT (Bpeclty) - 214, PLACEOF INJURY (... inoraboms | 21c. (CITY. TOWN, OR TOWNSHIP) (COUNTY) | (STATE) ,’i
SUICIDE homs, farm, factory, strest, ofics bldg.,eta.) ’
fomicibe 7440 o ALt LI qbNY
Z1d. TIME (Month) (Day) (Y (Houn | 2le. INJURY OCCURRED | 21t. HOW DID INJURY OCCUR? i j’
OF . . WHILEAT ] NOT WHILE i
INURY U1 A I m | Twork AT WORK L1442 :

22. I' hereby certify -that I atiended {he deceased from Q%L, 195'.[,, to ‘%ﬁl 19’S , that I-last saw the decmedxl
alive on IQA_L and thal death odcurred at /.32 BAm., from the causes and on !hc date stated above.

ﬁIGNAthRE 23%. DATE s:

{Degres ot tiﬂe):;i 2.
O g xﬂm o Q)E &%A_M i M
24; BURIAL CREMA- | 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY (Oity, town, or county) = (State}
y ' &, Y.
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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—.

. . . . 5t t vavarens eheansas
working under my personal supervision, udent tmbalmer No.

Signed... é]‘/& [~4

Slg".d"'““";;;;;;'t';E;:!.:;;é;;-“"“'“”- ~ . ' Licensed Embalmer No_-.!i/‘:-zcaf

P. O. Address% 2

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HAND
the above constitutes grounds for revocation of license.)

If this ‘body is not embalmed, fact should be so stated above.




