lature in item 1B. No symptoms will be listed.

'

menc

Docter, coroner, efc. must use only stondard nol

All diseases in Part | must be causally related.

Health,

Waelfare

Public
Service

-57 l

.

" UsE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

ALED APR 19 1957

THE DIVISION OF HEALTH OF MISSOURI

13604

STANDARD CERTIFICATE OF DEATH STATE FILE NUMBER
_— -~ o —
I Registration Distriet No. .. _M —wPrimary Registration District No. _ ._.. é - Registrar's No.____ / \5. _____
! 2.
. PLACE OF DEATH— o 2. USUAL RESIDENCE (Where deceased |I5e:| If institution: Resldence I:)efnre
COUNTY a. STAT i b. COUNTY agmission
ACKsown EMis s0vpl JA elson
CIOTY (If outside corporate limits, give TOWNSHIP only} Inside Limits . CITY Inside Limits
R ~
TOWN Yes [ ] No[] TouN ( I, 92? MD vl N[
FgLL NAA'AEO OF (H NOT in hospital, give location) | Length of stay in 1b " d. iB%%%Tss (If oytside, give lacation) es@d on Farm
HOSPITAL OR
i INSTITUTION _gd/y/{{‘.‘ﬂruei('/ éﬂ/# FANTICA Y Yeos [] Mo i
3. NAME OF DECEASED First Middle Last 4, DATE Maonth Day Ywar
{Type or print) . W ' oF A
Eria Wit mery RICHT eath Appsd - G- 19857
5. SEX 6. COLOR OR RACE! 7. 8. DATE OF BIRTH 9. AGE (I F UNDER 1.YEAR| |F UNDER 24 HRS.
F l L. MAD% NEVER MARR'EDD D ?n E»i?-a:::;; Mumhs] Days Hours l Min.
Le |\ Wayire | wd ovorceol | DE @ /0 1§7) | &5
100. USUAL GCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and stote or country) ] 12 CITIZEN OF WHAT COUNTRY?
uring mo. fworking life, wvan if ruhrod) iINDUSTRY . . L
AT Mo Mirtinpore Missovit J. S.A.

13a. FATHER’S NAME

Tssae Morrman

13k, MOTHER'S MAIDEN NAME

(Yus, no, ormnqum)

15. WAS DECEASED EVER IN Ll $; ARMED FORCES?Y

(If yes, give war or dates of service}

INFORMANT

14, NAME OF HUSBAND OR-WHE&-

S Commert | Ceorar W WRtenr

18, SOCIAL SECURITY NO.| 17.

MRs_ Cuiz WHize

Addrass
bos¥ Kewvrveny

MEDICAL CERTIFICATICN

PART I.

which gave rise fo
a_l:nvn couse (o},
stating the wnder-

Conditions, if any,
lying cause last. }

DUE TO (b)

18: CAUSE OF DEATH (Enter only one couse per line for {a}, (b), and {c).}
. DEATH WAS CAUSED BY: y

IMMEDIATE CAUSE (a)

DUE TO (c}

INTERVAL BETWEEN

mET AND EEATH g

Yy SRt
4 )

PART I

THER SIGNIFICANT CONDITIONS CONTRIBUTING

MML_

T0 DE but not nlnl.d;. terminal dl-gsu cundhiE givan in PART | (n: :

19. WAS AUTOPSY o

20a. ACCIDENT SUICIDE

PERFORMED?
. YES{] NO
o

MICIDE | 20b. Descmaﬂw INJURY CURRED. (Enter nature of injury in PART | or PART [} of item 18.)
O D = IS AL S A
20¢. TIME OF .Hour -Month, Day, Year
INJURY  oum.. “
pam. I

NOT WHILE

WHILE ATD 9 WORK
A

WORK

20d. INJURY OCCURRED -
O

2e. PLACE OF INJURY {e.g., in or about home,
farm, factory, street, office bldg., etc.)

20f. CITY, TOWN, OR LOCATION

COUNTY STATE

+  Death occurred i 1

21. Vaottended the decwsad frorn

z‘_‘u - /0 _'g L , to — ad and last Saw hl alive on - -
4 tr 3o n the date stated cbbve; and 10 the best of my knowledge, from the causes sfated.

| 22a. slcmmm%

23a. BUNAL. CREMATION

23, DATE

AFPR 14 /e, 5

{Degregfor mlc)

2. DATE SIGNED

V200 dE?T7EC o |20t 7S

23c. NAME OF CEMETERY OR CREMATORY v

23d. LOCATION (City, town, or coufty)

/ (State) 7

ADDRESS

K 3/-5& gaﬂtﬂ(

25. DATE RECD. 8Y LOCAL REG.

“4- (@~ 57

{Licensed Embolmar’s Stotement on Reverse Shl-]

/DEMWN S/IowA
g- &«4_




LGBl 8T Ydy

: 5
=
- ”- )
3]
-
5 T . -
: N . T T S
. o 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, 'c')r_by ......... et S, s eveteseeseneans drrreereerenes .» Student Embalmer No. ...................

working under my personal supervision.

- Student . ;

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

Signature of Student Embalmet

.Liceiised Embalmer No. %‘7‘.‘.(— Z..

P.oO. Address/f(l—., {£..gc

S Note:: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fax!ure .
to comply with the above constitutes grounds for tevocatlon of hcense)
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this -body is not embalmed, fact should be so stated above.
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