Dg WRITE PLAINLY-—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

5. Mo, 300
10.40

AiED mAR 18 108%

BIRTH NO.

ReG. DIST. uo._i,{d —

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

. 3766
State File No
PRIMARY REG. PIST.. mm Registrar's Na......&ni_._._. .....

1. PLACE OF DEATH 2 USUAL RESIDENCE (Wherw decssed lived. If latitation: resiisncs bafore
a. COUNTY a. STATE . - b. COUNTY sdmision).
ST, Cl-iA'RL.Es 3] ﬁ Sr.leours |
b, CITY Qf outelds corpurnts limits, write RURAL and give ¢. LENGTH OF <. CITY 1 4 s Resldence within Humite ot
OR townghip)] STAY (i.nﬂﬂlphull w ety town?
o S . CHARLES: RS . oS L.o o sy rETEET
d. FULLNAMEOF (If 2ot i boepital or Inmsittion, give sireet sddress or locaticn) »- STREET (It rosal, give loeation)
HOSPITAL © RO ADDRESS D .
INSTITUTION. 1o No.382 . | 183l DesTREUAN ST RAEST
SS«IE%!EES%IE s. (First) R b. (Mlddle} [ (Lﬂft) 4, DATE (Moath) (Day) (Year)
(o Py A R L TER o MAR, 5. 1957
5, SEX 6. COLOR OR RACE | 7. MARRIED NEVER MARRIED, 8. BATE OF BIRTH - 9. AGE (In years| ¥ BCER § YEAR | FF eiEn 22 mms.
g,,.dg,l Iast birthday) .

N‘ WIDOV?‘DIVORCED [4

Iﬁonlhl,Dlrl Hml Min.

Feb.w i3qd | ~CY

mmuﬁ:\nl; Sncnci?‘nou n(ﬁ:::n;uml; 10b. KIND OF BUSINESS OR INY- L BIRTHPLACE (i ag State or Poraign c_,",,() 12, CWIZ%NOFWHAT
veER T \pEceRATING VALY BuREN Meo.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN

mm: 14. NAME OF HDETTws' OR '.wrs
1273 INWwW ATER

VIMNCENT RAIMWATER 15/tvon WAL
i5. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY 17. INFORMANT S SIGNATURE OR NAME ADDRESS .
(Yo, no, or unknown) | (I yea, dnmordlmofm
Mo 4-‘!0 ~22- 914 GohP)E RPN waTER 153 oggzagymv,sr
T MEDICAL CERTIFICATION - INTERVAL BETWEEN

. Enter only cnecmise per

“18. CAUSE OF DEATH ) -
1. DISEASE OR. coumnou

line for (a), (b), end (c) DIRECTLY LEADING TQ DEATH® (5

ANTECEDENT CAUSES

Mortid conditions, if any, giving DUE TO (5)
rise Lo the above conre (o} aling -
the underlying cause last.

*This does not mean
the mode of dying, such
o heart fallure, esthenia,

ac. It meens the dia-
DUE TO (c)

LopoNaRYTHROMBOSIS ™"~ °

e
J—,‘!ﬁ? .

cane, infury, or complica-
tiom which caused death. | 11. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death but not
related to the dizease or condition cousing death.

19b. MAJOR FINDINGS OF OPERATICN

20, AUTOPSY?. oh_

198, DATE OF OPERA. K T :
_ H20 | w0 wX
21a. ACCIDENT - (Bopwdfy) 21b. PLACE OF INJURY (s.g. Inoraboms | 21¢. (CITY, TOWN. OR TOWNSHIP) (COUNTY) {STATE)
SUICIDE - bome, farm, factory, street, cice bidy., e1o.) .
HOMICIDE ' e
21d. TIME (Mosth)  (Day) (Year) (Hour} 21e. INJURY OCCURRED | 21f. HOW DID INJURY OOCUR?
: T WHILEAT NOT WHILE
INJURY = | “work T WORK
’ -
2. I hereby certify that aumdcd deceased fromM 19:Lé lo 19;_2 that I lost eate the deceased
alive on " 19.8°7, and that death oceurred at L1 POLm., from the catses and on the date stated above.
b d

. {Dregree or ti

23a. SIGNAT%R'E- h’ . & ' ‘

Zib ADDRESS 23c. DATE SIGNED

T (2Caip (L 27t

24a. BURIAL, CREMA- | 24b, DATE / 24c. NAME OF CEM

MAR. .S \ASTIN.BETHLEAEM CEMETERY

Y OR CREMATORY | 24d. LOCATION (Gity, town, or county) -
/‘1 0

REGISTRAR'S SIGNATURE

dovtS covTY
Z5. FUNERAL DIRECTON 3 SIGHATURE ADDRESS
3 .

o T

(licensed Embaimer's Statement on Reveroe Side)




1
= "
“ &
Lond O
o, 3 ~
— N
(g_. . H n (\)
- EH - .
&
" <
i v N
AR S o | :
- -* '
£ 7 ) o STATEMENT BY LICENSED EMBALMER
SRR e fopl e o e

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

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

, Student Embaimer No.

working under my personal supervision..

Student

Signature of Student Exbelmer

. Licensed Embalmer No%jﬂzf
‘ : - N s. "-'\,h ’\:" -‘ -t :. e e

P. O: AddresaﬂM‘-%

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hls OWN HANDWRITING (Failu:
to comply with the above constitute's ‘grounds for revocation of license).-

-’

If embalmed by a STUDENT, he also shall sign in his OWN handwntmg
¥ this body is not embalmed, fact should be so stated above




