THE DIVISION OF HEALTH OF MISSOURI : 16456

Coas EHED, JUN 5 1957  STANDARD CERTIFICATE OF DEATH SHate e Moo
.adrrn NO. ] REG. DIST. NO. LL PRIMARY REG. DIST. Nom Registrar's No.__... 78’
i. PLACE OF DEATH 2. USUAL RESIDENCE (Where decossed lived. If institytion: residence

a. COUNTY g 98 a. STATE J b. COUNTY

b. ClTY (It outefds corpurate limits, wHite RURAL and give c, LENGTH OF d. Is Residence within Umits of

_rown Mt. Pleasant Twp ™| HYdutey HTER
d. FULL NAME OF (1t no'. in hospftal or instizution, give streat address or loecation) STREET (If rural. give location) W
HOSPITAL O ESS
wsrmutiotichards-Gebaur A, F. B, R 4 Yoh Wﬁid

3 DNEAC'&ES%E) o. (Flest) | b. (Middle) ¢. (Last) 4. Dé}'g (Month) (Dsy) (Year}
(Tope or Priney G014 Ray Rucker ceath May 20, 1957
5. SEX O 6. COLOR OR RACE | 7. \"t'!IADigt'!'Eg B?\YOE&CES‘RNED. 8. DATE OF BIRTH 9. IflGEirg:i:?“ ;’F UMDER 1 YEAR | & UNDER 3 whs.
: . [ ::'f?! t the| D n
Male ' LWhite pech j:- /92 / 7/‘ ) on l nye ours | Min.

10a. USUAL OCCUPATION (Give kind of work

10b. KIND OF BUSINESS OR IN- | t1. BIRTHPLACE . 12, CITI
onad maltofworun‘ule,ovunumﬁrad) . P STRY . (City uad State cor Fnru'n Country) / l NZE"‘(?OFWHAT

: I

13a. ;ATMER S NAME 1% MOTHER" S MAIDEN NAME 14. ;m[ OF HUSBAND OF
15. WAS DECEASED EVER IN U.5.ARMED FORCES? | 16. SOCIAL %URkTg 17. INFORMIiNT‘E
. »

(¥es. no, or unkoown) ¥, give war ot dates of sorvice!

. CAUSE OF DEATH ) MEDICAL CERTIFIC.ATION " A NTERVAL BETW!
. Enter only onecauscper | 1. DISEASE OR CONDITION _ | M M . Mru
Hao for (@), (by. and re) | PIRECTLY LEADING TO DEATH® (5,

*This does not mean ANTECEDENT CAUSES ) éz I&'
the mode of dying, such | Morbid conditions, if any, glving DUE TO (b) - Glf""""‘

WRITE PLAINLY—USING UNFADING BLACK INE—MARE A PERMANENT RECORD

as keart failure, asthenia, rise to the abore cause (a) slatlng U
cte. It means the dig. | ‘e underlying cause last, 7-
« | caze, injury, or compli DUE TO (c) ll-“_.-‘n .
tion which caused death. | tl. OTHER SIGNIFICANT CONDITIONS
Conditions eontributing to the death but not : 3 _S-
related to the disease or condition causing death. P
19a. DATE OF OPERA. | 19b. MAIOR FINDINGS OF OPERATION ] 2. AUTOPSY?#%
YES D NO

21a, ACCIDENT {Bpecityy 21b. PLACEOF INJURY (e.x..foorabont | 2lc. (CITY, TOWN, OR TOWNSHIP) NTY) (STATE)

SUICIDE . home, larm, fastory. s1reet, office bidg.,ez0.)

- ¢ HOMICIDE™ prs. vy 3 b
2id, T(I)I\EE {Month) (Day) (Year) (Hour) 2le. INJURY QCCURRED | 21f. HOW DID INJURY OCCUR? N
WHILEAT ] NOT WHILE
INJURY © &~ 1o 57 77;;&. WORK AT WORK 7 avle U

2. I hereby certify that I altended the deceased from 18 to , 19 that I last saw the deceased

aliveon _____________,19____, and that death occurred at _.2_._"_'£fm , Jrom the causes and on the date staled above.
23, SIGNATURE {Degreo or title 23b. ADDRESS 23c. DATE SIGNED

M M CW) W/&dggr A/d/c/ V) ' A/ s
BURIAL, CREMA- | 20b/ DATE 24c, GLAME OF CEMETERY,HR CRENGEORY . LOCATION (City, town, of county) {State
N, REM OVAL peciiy) {/ ' e
- - AL P oA Eri il A1 L] Cr L ll.
fj ') DATE REC'D BY LOC?;L REGISPMAR'S SIGNATURE , 25, FUNERAL DIRECTOR' 5 S| GRATURE SDORESS . -Md
4 - ‘.‘l’--—an ﬁ//.".t LA _'_AAA' “L_'._;._’ N

' / (Licensed Embalmer's Statement on Reverse Side)




il

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embal
L3 o o T B <

working under my personal supervision..

Student....... NN
Signoture of Student Embalmer

Licensed Embalmer Nogq’b%‘

P. O. Addressﬁ&gﬂkﬁ..m‘l

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING {Faily
to comply with the above constitutes grounds for revocation of license). -
1If embalmed by a STUDENT, he also shail sign in his OWN handwriting.
I this body is not embalmed, fact should be so stated above.



