THE DIVISION OF HEALTH OF MISSOURI

No. 300
o | FILED JAN 141957  STANDARD CERTIFICATE OF DEATH e e s, 42130
| BIRTH Ro. REG. DIST. No_')/@‘f) PRIMARY REG. DIST. NOwJ) O " Registrar's NohﬂS’G
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decossed lived. M Institytion: residencs befote
a. COUNTY M a. STATE b, COUNTY ad:nireion).
Q Qcorn " Myssovrs HNeocon
b. CITY (M outeid, lmits, write RURAL and gi ¢. LENGTH OF ¢ CITY
gl (Ot evtde oo i, write RURAL 0512 | ST oot LR " 4 g g i
TOWN MMeocon ol AZocon _ ¥ e
d. FH]dls.PNAMEo%F (If not In hospital or inatitutlon, give stevot sddress ofiocation) ASDTI?IEEESTS (If rarsl, give location) ‘1 ’ v
INSTITOTION oS / Bourke St Aogd O 0
3. NAME OF 8. (¥First . (Middie)} ¢ (Last)
DU OF (First) ( 4, 03}1-: (Month) (Day} (Year) -
(rwweor priny S’ vy 4/ e D, 28 /7E
5, SEX O 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIE 8. DATE OF BIRTH 9. AGE (In years| ir UNDER 1| YEAR | ¥ UNDER 4 WRS.
. WIDOWED., DIVORCE (smmf.v zhw Monm’ Days | Hours | Mla.
Mole | WbTE | Morrie A{%&L_Z&ZL ™.
10a, USUAL OCCUPATION (Givekindofx k 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE 12, C|
H done during most of working 1fa, -:.nul! :'n o - DUSTRY (City sad State or Forsign cn“"” CO(IJ.H'IZ'EN?FWHAT
{ < s _ - Alocen Coun 7o Ao, | UdS. A
" 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR ¥IFE
 Jobn Whi7e A 4 A T Wb, 7e

15. WAS DECEASED EVER IN U.S.ARMED FORCES?

{Yes, B0, o7 ugknown}

16. SOCIAL SECUREIS( 17. INFORMANT'S SIGNATURE OR NAME ADDRESS

(IF you, rive war of dates of service) _
a o no- |\ Apbera Wb 7E Meeors, Mo.
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN -
Enter only oneeanse per | I, DISEASE OR CONDITION Y OHSET AND DEATH
Yine for {a), (Y), ang (¢) DIRECTLY LEADING TQ DEATH® ()
.Thl.l dOtS nrol mean ANTECEDENT CAUSE_’ .
the mode of ding, tuch | Aorbid conditions, if any, gieing DUE TO (b} 4 M—M‘M{L =
as keart fallure, asthenic, rise to the above cause (a) slating
ee. It meany fhe dig. | the underlying cause lost. .
case, injury, o complica- DUE TO (c) ,-oadt s
tion which caused death. | 1t OTHER SIGNIFICANT CONDMTIONS
Conditions contributing to the death but not
reloted to the disease or condition causing death.
19a, DATE OF OP_F%N 19b. MAJOR FINDINGS OF OPERATION ‘ ) 20. AUTOPSY?
H2¢6 | v o
21a. ACCIDENT (Bpecity) 21b, PLACE OF INJURY (e.g..Inorabout | 21c. {CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE . | ,boms, tarm. factory, sireet, ofise bldg. . av0.)
HOMICIDE - -~ - . Lo
21d. TIME (Month) {Day) (Year) (Houny |.2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
WHILE AT NOT WHILE
N INJURY, @ | WoRK A'rwom(

2. I hereby cﬁ:’!y that I atiended the deceased fro M 195 e that I last saw the deceased

alive on I%Gnd that death occurred at /- “m., from the causes and on the dale stated above.

23, SIGNATURE (Degrsaortme) 'm% I/ /Da SIGNED

WRITE PLAINLY—USING UNFADING BLACK INK—MAEKE A PERMANENT RECORD

. DATE ZVI\A'\'IE OF CEMEFERY OR CREMATORY = | 24d. LOCATION (City, town, or county} (Sm{o)
A /‘746 M//E: Cem. . Meocon Cou /)71‘.'/ 28,
DATE REC'D BY LOCAL RAR'S SIG 25. EUNERAL DIRECTOR'S SIGHNATURE Dless
[0S || f~¢ 7 REG. Nﬁ
v %/ B Mo,
g ; {Licensed Embalmer's Staterdent on Reverse Side) N
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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 embal
DY IME, OF BY o on it iriciioiciiitcaicsiiassorsinsinsnsrrasannanannaren P

. Student Embalmer No.
woerking under my personal supervision.

Student

................................................

ngnedm‘%\m’ ..........
Signature of Student Embalper

Licensed Embalmer No...%r!:...x

P. O. Address MM,‘W

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 embaimed by a STUDENT, he also shall sign in his OWN handwntmg.
*¥4 this body is not embalmed, fact should be so stated aboveé.
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-




