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THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. DIST. NO. _l_ PRIMARY REG. DIST. No. DOOQQ Kegistrar's No. ...53-35 .........

FILED NOV 14 1956

BIRTH NO.

33006

State File No.

. PLACE OF DEATH 2. USUAL RESIDENCE (Whare d d lived. 1f instisati idence before
a. COUNTY H a. STATE b. COUNTY adinission).
P AZsssours Meve a/&z
b. CITY (I outelde corpurste limits, write RURAL and give ¢. LENGTH OF c. CITY 4. Is Residence within Lmits of
OR township) STAY is place) OR a ¢ty of incorporated town?
LA, 7. <PV %ﬁ o Mercor? st =
. FULL NAME OF {1f not in bowpital or insticution. give strect addrem or lofation) o- STREET (If rural, give location) Q I
HOSPIT ADDRESS 17 /
INSTIOTION Q’J"/ g < RY 2T 7 4 (242 Dlalfry : /
3 NAME OF o (Fio) 1/ (Middle) <. (Last) 4. DATE Month)  (Duy)  (Yean)
(Tweor Pim) e 010€7 £l b S plEES” ois  Noy & /9SG
5. 5EX 6 6. COLOR QR RACE ) 7. MARRIED, NEVER MARRIED, 8. DATE #F BIRTH 9. AGE (Io yesrs| 1 UNDER 1 YEAR | IF UNDER u wes.
./‘ WIDOWED, DIVORCED (Bpecify Last birthday) Monthl, Days { Hours I Mia.
ék Z/ i)
102. USUAL OCCUPATION (Qivekiad ofwork | 10b. KIND BUSINESS QR IN- | 11. BIRTHPLACE : . 12, CITIZEN OF WHA'
donldzinlm o[work{ulﬂ-.-:ln';.!r';th:rd) : DUSTRY ?’ aad Svate or Forsiga Country) COUNTRY? T
oy . L.ocavs Co

i3a. FATHER'S NAME 13b. MOTHER'S MAIDEN

NAME OF HUSBAND’OR WIFE

C4

A

O 7 s

lecr N Sardie ) Sorg/le=
15. WAS DECEASED EVER IN U4 ARMED FORCES? | 16. SOCIAL SECURITY [7i7. INFORMANT' S SIGNATURE-OR NAME ADDRESS
{Yve. no, ot unknown) | {1 yes, xiye war or dstes of service)
o . Los Alozer S co 2, o,
18. CAUSE OF DEATH ., MEDICAL CERTIFICATION INTERVAL E EN
Enter only onseawseper | I DISEASE OR CONDITION 4 f— ONSET AND DEATH
Line for (), (b), and () DIRECTLY LEF.ADING TO DEATH'(@ . >
, ﬁ a - i

*This does mot mean ANTECEDENT CAUSES ?14‘
the mode of dying. such | Morbid conditions, if any, giring PUE TO (b) 2 § s -
a# heart failure, asthenia, rise to the above caudr (a) slating
de. It means the-dig- | - the undeslying equse last. )

DUE TO (c)
case, injury, or complica- ] y_ X
tion which caused death. | 11, OTHER SIGNIFICANT CONDITIONS  Ecq ot L PEal
Cbnd:ﬁmaa contributing to the death dut not . .
related 0 the disease or condition causing death. A—R =i - 4MIM kjf & 7
18a. DATE OF OPTEFOAI‘I. . MAJOR FINDINGS JOF OPERATION ! 20, AUTOPSY?
L
?-71-56 wofsy Tumore R 3.8 /5A-C/C. 180X | w0 i
il
2fa. ACCIDENT L (Bpecify) 21b. PLACEOF INJURY te.s..inorabowt | 21¢. (CITY. TOWN, OR TOWNSHIP) {COUNTY) (STATE)
. SUICIDE N _bomae, hrm factary, sirect. office bldg.. et
"~ HOMICIDE = - - B - ..
21d. TIME (Month) (Day} (Year) (Hour) 2le. INJURY OCCURRED | 2if. HOW DID iNJURY OCCUR?
WHILE AT[—] NOT WHILE .

- INJURY = | WORK AT WORK

22. I hereby certify that I nded the deceased from _Q__]__ o ___UL, IQL(“, that I last saw the deceased
- aliveh -, 19 and that death occurred at ., from the causes and on the date stated above.

2. )_/ DRESS 3. DATE SIGNED

, M 1-1-56

24a. BURIAL. CREMA-
TIO%ZEMOVAL ?uur)
DATE REC'D BY LOCAL

ll_% -J{OREG.

24b. DAT)|

Vo

b

7 (5

24c,/NAME OF CEMETERY OR

lnsisﬁian's'ﬁnmu%ﬁ y 1

EMATORY

/3,
RAL DIRECTOR'S S)GMATURE

AU e

on Reverse Side)

24d. LOCATION (Oity, town, or county) (Btate)

’

ADDRESS
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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 embalr
DY IMe, OF DY .ottt iiiiiieietiaiiar s iiotesiaianascesisrastrrsansasasaacnses beerena- , Student Embalmer No..............

working under my personal supervision..

Student...ccoiormna i Signed...... m - ‘74 ...... W

Signature of Student Embalmer
Licensed Embalmer Nofss’7/

PN P. O. Addreu.m.@.&ﬂ.?ﬂ./.yé

Note: The above MUST BE SIGNED BY THE LICENSED-EMBALMER in his OWN HANDWRITING. {(Fail
to comply with the above constitutes grounds for revocation of license).

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

1€ this body is not embalmied, fact should be so stated above. B

-




