THE DIVISION OF HEALTH OF MISSOURI

5. .30 ’ £
’ ':o"_““ ALED JUL 9 1956 - STANDARD§ERT|F1CATE OF DEATH State File N:22147
! BIRTH NO. REG. DIST. NO. __1____&'9!!"!1!'( REG. OIST. l01 C C3 Rem'ﬂrar'.an- 5847
O 1. PLACE OF D_EATH 2. USUAL RESIDENCE (Wbers d d lived. Mt institution: residence before
a, COUNTY - -—8.-STATE /;7/-.‘-‘_ oo &-,b. COUNTY 57—,4 21;}:’1.,"
b. CITY (1 outolde corpurate limits, write RURAL and give ¢. LENGTH OF e CITY FT&A/ d, Is Residence within Lmlts of
TS\EJN ST- A o U/ J ”;hla) STAY (in thia place} TOO\sN - . 2‘/5/.&“: ubmcarp&r:tedntnin;.
d. F#%PF'FAT.EO%F {If oot io bospital or instituti ’dn streot add or location) .A%rDRF%EEgS (If raml, give on) Y /
INSTITUTION £- & T A ER AN #GJ' ’ TAH 7//114' 1;0 VfLLANO‘/A
3. NAME OF a. {First) b. {(Middie) €. (Lest}

4. DATE Month)  (Day}  (Yeu)
pEATH JUNC. 2. g /ﬁgé

DECEASED
IF oxoem 1 rear | o owokr o ws,

Toseor i) A © U 1 & L= C ., ST CART
Monm, Days Rounl Min,

5. SEX l 6. COLOR OR RACE | 7. M&%Eg. lglE‘\;’ggchéBR‘EIED.- 8. DATE OF BIRTH y, 9. AGE (In Jrl;n
. o
FeMale| whiTe cER |[e8.vg M1 G I

10a. USUAL OCCUPATION (Giekindofwoek | 105 KIND OF BUSINESS OR IN- | 11. BIRTHPLACE ; . . 12, CITIZEN OF WHAT
dons during mogt of working Illu.o:cnll:ulnd) - (City aad State or Foreiga Coustry} C

Acune. operaTo DECKER DCUSEY ST o7y ’70 ﬁgﬂ?\fﬁ-

134, FATHER'S NAME 13b. MOTHER" S5 MAIDEN NAME 14. NAME OF HOSDAND OR WIFE"

Apo;.ny I-I'C'FORS‘T"THCIECJ'AB GE U NK A owen

:2_“\4\.'55955‘55:) E\(.'I!;Zi: Jquﬂy'.a.‘fzmd::& ?Eszis.: 16. SOCIAL SECUR}H 7. INFORMANT'S § GNATqRE OR NAME ADDRESS /}/
‘ 234 Karne rine HIRMER. EETen /o

18. CAUSE OF DEATH "+ MEDICAL CERTIFICATION : gﬁﬁg}fﬁ gtgz\ﬁf

- Enter only onecsusoper | 1003845 OR BP0 . Chondrosarcoma of pelvis 4 years

line for {8}, (b}, and (¢)

. ANTECEDENT CAUSES
*This does nol mean
the mode of dying, such | Morbid conditions, if any, giring DUE TO () G-.ef_e\r alized metastases
as heart failure, asthenia, | riae to the above cause (2) stating . .
de. It means the dis. | the underlying cause last. s . /?é
ease, infury, or complica- DUE TO (c) x
tion which coused death. | 11. OTHER SIGNIFICANT CONDITIONS
Cunditions contributing to the death but nof : / -7, [

| _reloted to the disease or condition cauting death, .
19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION , » 20, AUTOPSY?
TIoN | Chonrdosarcoma involving left ilium and most of left thigh. .M &

21a. ACCIDENT (Bpecify) 21b. PLACE OF INJURY (e.g..inerabout | 21c. (CITY, TOWN. OR TOWNSHIP) {COUNTY) (STATE)
* SUICIDE No bome, larm, Iastory, srset, office bidg., ete.)
HOMICIDE
21d. TIME (Month) {Day) (Year} (Hour) 21e. INJURY OCCURRED | 231. HOW DID INJURY OCCUR?
WHILEAT[ ] NOT WHILE
INJURY ™ | WORK AT WORK
22. ] hereby certify that I altended the deceased from A 195_47, to_June 19 1956_, that T last saw the deceased
aliveon __June 19 119_5_6_, and that death occurred al ._::lo_am?n., from the causes and on the date stated above,

PLAINLY—USING UNFADING BLACK INK—MAEKE A PERMANENT RECORD

M, Digoegres or titlp) ch23b. ADDRESS 23¢. DATE SIGNED
w 16 Hampton Village Flaza 6/20/56

ﬁ v - | k. 24z, NAME OF CEMETERY OR CREMATORY | 24d. LOCATION {Olty, town, or county) (Eye) :
= . FEMOV 1 4 .
3 R one 11 1%l ST Marrhews, Cerd ST~ +ours A
REC'D BY LOC%L RISTR’S siGNATURE 7 25 _DURFRAL DIF cr S _SIGNATUAE shomess 7 o
JUN 20 w . ¥ ;/_v_l"4.¢ e 'l/ ’ - )' ’J J’A__ flertlerr b

& P’ K72 {Ticensed Embalmet’s Statemeut on Reverse Side) ..

]



/SVTATEMENT BY LICENSED EMBALMER

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

DY €, OF BY «ncunrmmaamnnarmuemnsmnsemsamnrne s s s e st n T T T T , Student Embalmer No............-.-

working under my personal supervision..

T U - S L Lr o £ MR ht kR hdy
Signature of Student Embslmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failu

to comply with the above constitutes grounds for revocation of license). )
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
I* this body is not embalmed, fact should be so stated above.




