THE DIVISION OF HEALTH OF MISSOURI

vl A uAy 27 iy STANDARD CERTIFICATE OF DEATH e e ve LIBBT
\W ' BIRTH NG REG. DIST, m.-;?‘(PRIuMY REG. DIST. m.éiL_, Kegistrar's No

l\ I 1. PLACE OF DEATH 2. USUAL RESIDENCE (Whare d d lived. I ins id befgce
a. COUNTY ’ : a. STATE * b, COUNTY, -umyz\
Wo i 4 h T T Ihisseur Wheiqh
b. CITY (I outside eorwnJ Umita, writs B LENGTH OF & CITY (M outside corporats limits, write RURAL snd give township® i
OR , l.wn.hip) ST Y {in this placs) OR 1”*
TOW - sl - » [ 7. TO! " - h A
FII-IJéSLP'I!IeJ‘RLI‘.E OF (If not in hoapita) or institution, dvo sirect addroes or location) d‘Asl-)rDRREESS . (If rurs!, give location) M\SWI
INSHTOTION &gtﬂ:h STor :E oure. - Tio—-Th ﬁ T, e
3. NAME OF a. (First) *" b, (Middle} ... c (Last) ) 4, DATE (M/ﬂh) (Day} (Year)

DECEASED , ® Ty s OF
(o pine) L AL ELisadern ELLIS o 1957
5. SEX ] 6. COLOR OR RACE | 7. #IARR\‘LED'.EIE\\I’OEECMAR(EIE&; 8. DATE/CF BIR 9. AGE Un yc;l‘ l: v“;l 1 YEAR | o bwDER u ans,
] 3 Ipe 1 / Last birthday! o Hours | Min.
Wiowed T 24 ¥/ 1 78 | > |

L [y "L ‘ f“.‘ .
10a. USUAL OCCUPATION (Give kindofwork | 100, KIND OF BUSINESS OR IN. |11 BIRTHPLACE i1y e state o Foreign Comntry) ) 12, CITIZEN OF WHAT

mont of working life, aven If retired) o % v I
Heorn e —_ ’h/.-iq h"t“do.']hlSSQa ri Y. :
13a. FATHER'S NAME 13b, MOTHER'S MATDEN _KAME .,’ NAME OF HUSBANU OR WIFE
Atrseon 1M T Tarerred fhd e EALIS_

I5 was DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL "SECURITY | 17. INFORMANT' S SIGNATURE OR NAME AGDRESS
nown) I {II yos, rive war or dates of service) NO. ;
— —— slva ba - Lrrove
18. CAUSE OF DEATH | . INTERVAL BETWEEN
. Enteronly oneceuseper | I DISEASE OR CONDITION % °"§“Hgﬂl
sThis does mot meon | - ANTECEDENT CAUSES
the moge of dying, such | Aforbid conditions, if ang, gising DUE TO (&)

line for {a}, (b), and (c} L + DIRECTLY LEADING TO DEATH® (53
a# bearlfallure, asthenic, | rise fo the above caute (a) stating - —

de. It means the dis. | the underlying cauae last. S B
case, infury, or complica- _DUE 'I:O © _ '
tion tokich caused death, | 11. OTHER SIGNIFICANT CONDITIONS = - - -' - RPN
Conditions contributing to the death bul not
related to the dizease or condition muainq death.
19a. DATE OF OPERA: | 15b. MAJOR FINDINGS OF OPERATION & ... -« * .. . T T ot it | 2. AuTOPSY? L
. TION 4 g (
i B . . YES D NO g
21a. ACCIDENT {Bpmcify) 21b, PLACE OF INJURY (eg..in oraboat | 2lc. (CITY, TOWN, OR TOWNSHIP) T ([COUNTY) . {STATE)
SUICIDE home, farm, factory, sireet. office bidg.,se) B . ) . B
HOMICIDE , : SR P .
21d. TIME (Mogth)  (Day) (Year) (Hour) 21e. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?
WHILEAT NOT WHILE
INJURY = | work AT WORK IR - = .
2. I hereby certify that I atlended the deceazed from IBI.Z lo M IQSZ that I last saw the deceased

alive on M, IQIZ,_and (ert-death occurred at E.QZE , Jrom the‘cauzes and on the dare stated above.

2. SIGN - (%} ¢ 23b. ADDRESS I ?;s%o

24a. BURIAL. CREMA. | 24b. DATE ty.tuwn,orcounty) 7/ (State)

Wl | 2 Mo | Loome Slar (B me rery| Wttn. e v ZLIISLUP. -
R »:F R A E ) -

/EFDBYL{EAL

\V’:RITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD
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) i I STATEMENT BY LICENSED EMBALMER .

1 hereby cé}ti-f; that the body whose name is recorded on the reverse si_dc of this certificate was embalmed byi me, or by ..

Stpdent Embalmer Mo,

working under my persona! supervision,
T t o b - ' . . . ', - - B .
56udent savearsacanancnnee Signy
T Student ‘Embalmer - o . ‘
M, v . Lo i : . - .
wpiv. o T ' ]
N%u: The sbove MUS'I‘ BE SIGNED_BY THE LICENSED EMBALMER in his OWN HANDWRI’I’ING (leure to :omply with

the above constitutes grounds for ‘revocation of llcense.)
If this body is not emba!m_e_d.-fag:t should be so. stated above. R . - - -
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