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WRITE PLAINLY—;USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

¥

Q\

THE DIVISION OF HEALTH OF MISSOURI

FILED JUN 111956  STANDARD CERTIFICATE OF DEATH swerie 2425
- BIRTH NO. REG. DIST. NO. Zé@ PRIMARY REG. DiST. NO. M Registrar's Né..?—.........-»—...-...—..
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decessed lived, 1 ioathiation:
& COUNTY Tnon o, / o STATET) 4 o m AL o COUNTY W mtoion
b. CIW (If ogtolde corpurate Limits, write RURAL and .[ §=|_ALENGTH r'.;:.)F c. Cg’Y (If outakds eorporats limits, write RURAL azd give townabip} 0 7 VA
ipd ca)
o Rurol Moreou Jows [6°GAB] ™ Lennoillen A
d. FH&'S-PV_F;{EO%F (If oot in hoapital or lnatitytion, give streot addrem or localion) d.ASE;rgREEETSS (If rara!, alve llpntion) o
instirurion. . Lo T, T, Uennoitlen, b W, N, Verwvaillen, o,
3. NAME OF - a (Firsh) : B (Middle) e (Last) LDATE  (Maaw)  (ep) (ren
DECEASED . . - . .
(Typeor Print)  TWHLAAQL Matilde  Rachondaon oo Qune 1, 195k
5. SEX 6 COLOR OR RACE' | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH 5. AGE (o yeun| w oce | Yo | 9 o o
7 , ipacify’ Hours | Mia.
Femade /| White | WORHABE"/™" |Gug. #, 1902 | ‘B85 [~ ™|
108. USUAL OCCUPATION (Giive kiad of work~] 105, KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Btate or forsien ooantey) 12. CITIZEN OF WHAT
dogﬂurinlm of workins ilfs, even If retired) ’ . DUSTRY N y - COUNTRY?
eachern, et ired, Pureto ftico - U,>,.U.

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Suan, hvad donodo 1 Senmie | Wode b4

|§_.'WA5 DECEASED EVER IN U.S. ARMED FORCEST | 16, SOCIAL SECURITY |'17. INFORMANT 5 SIGNATURE OR NAME  ADDRESS
{Yeerno,or unknown) | (If yes, elve war or dates of service) 0. .
< | Unfmoun, bade iuvchandoon  berauillen, o,
18. CAUSE OF DEATH MED RTIFICATION tg'rm\'ﬁ grrvn:zu
. Enter only onecauseper | | DISEASE OR CONDITION _ B E 0% M NSET DEATH
Jine for (), {by, and () | DIRECTLY LEADING TO DEATH () 7% J ¢ (Cduoek 2 '/2 ,_;,15,
“This docs mot mean | ANTECEDENT CAUSES .
the mode of dying, such | Morbld conditions, if any, gin'lug DUE TO (b)
as heart feilure, asthenia, ":M to the above Gﬂﬂ-’f (o) stating . _ - , I R —_ e . e . v e
de. It means the dis- | ° zunderlviny eause last, " - = B R R .- S
care, infury, or compli DUE TO (c) - — -
tion which caused death, | 11. OTHER SIGNIFICANT CONDITIONS 2 ~= 7~ N §ow
Conditions contribuding Lo the death but not .
related to the dlrease or condition causing death.
19a, DATE-OF'OP]@I%N 195. MAJOR FINDINGS OF OPERATION = - : @ LN Nt 0L, AUTOPSY?
14 S |, d&.twcm.;.ww---. ;/ A L‘( Lm.:?‘ /70X ves (1 Nolzr
21a. ACCIDENT (8pecify) 216. PLACEOF INJURY (e.s., iorabout | 2lc. (CITY. TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE bome, farm, factory, strest, office hldg. ete) Tl L, . Pt oL
HOMICIDE .
214, TIME (Mouth) (Day) (Yea) (Hews) | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
- : WHILE AT NOT WHILE .
INJURY . - o | Mwork T WORK e e . e ..
2. I hereby y that I at!.ended the deceased from 19 , to , 18 that I last saw the deceased
alive on . S, and that death occurred ol 3 o, , Jrom the causes and on the dale stated above.

Za. SIGNAf % Begmeo itle} | 230, ADDR D/)le 23. DATE SIGNED
i Cé 2 oV ERSe s | 2 6.2 36
242, Bunli }‘CREMA- 24h, DATE 24c. NAME OF CEMETERY OR CKEMATORY ;| -24d. LOCATION (Otty, town, or county) ,, . ;{(5tate),
TIQN. REMOVAL (Spesity) . - R P -

naad. 3 Wume Sb | onsnoddlon Comete,

DATE REC'D BY LOCAL ISTRAR'S SIGNATURE 25 ruunm B —
b~ i’ﬁ@ . Wm_ ) M UPMM;H,% o,
everse Side)

[74 (Licensed Embzimzt [ Sultmzm on




LIS

JUN 11 1956

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 DY e

s

- Student Embalaer No.

working under my personal supervision.
Student treasssassresnren Signed....f (’, —ﬁo,itgrr_,

T e o’ e v
Licensed Embalmer No-&é&gén_
P. O. Addme..ﬂmf

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply wit
the above constitutes grounds for revocation of license.)
If this body, is not embalmed, fact should be so stated above.




