THE DIVISION OF HEALTH OF MISSOURI 38700
FILED OCT 18 1957 STANDARD CERTIFICATE OF DEATH Stote File Noruwmrmsmsss :

BIRTHNO. .. REG. DIST. no.-_a_[g, PRiMARY REG. 015T. WO. SO . Kegistrar's N.,MEWO, /

1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deconsed lived. 1 Institution: residence belo,
a. COUNTY [ ‘a.- STATE b. COUNTY I8
Lk Low'd Mo, a
b. CITY (1t outcide corpurate Hmits, write RURAL and give c. LENGTH OF {j . CITY o Is Resience within lmite of
OR woabip) | STAY (Inphis place) OR - "a chry of in ted_town?
TOWN AC oM fomeati . Ul Town sk Lowts -  CSEemgT
d. F#é.lS_PvAAME OF (if not in hoapital or instltution, Kive strect nddu.‘ u: laeation . .AS'DFREET . {1f raral, give location)
2.4 INSTITOTION RoherL (Lo o kel !? D Resl o Thomes
a ME OF a. (First (Middle) Z 7 e (Last) - -
PRI (First) > A 4. DATE (Month)  (Dey)  (Yean
{ T¥pe or Print) o Wt S avon Caram 4 an) b - CEATH 3 AA LT
5, SEX 6. COLOR QR RACE | 7. MARRIED, NEVER MARRIED, & 8. DATE OF BIRTH "e% 1 9. AGE (In years| IFUNDER | YEAR | & UNOER o hnd
_? - C WIDOWED, DIVORCED (Bpaclly), JQQ‘._ \‘ -\ I l.u;-;lnshiu) Monunl Days | Heun l Mia.
10a. USUAL‘OCCUFATION (Givekind of work | 10b, KIND OF BUS!NESS OR IN- | 11 BlRTHPLACE N 12. CITIZEN
dons duriog most of w k.lulih.o:annu ::v.;:d) I DUSTRY (City and State or Foreige Country) 9 COUNTRY?FWHAT
NA HomE Tk Loty . Mo, w.$. 4.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME J4. (NAME. OF HU%BMD‘OR wiFE
% et tanlr Crtnthans Ao be Cvamthow |- P -
I5. WAS DECRASED EVER IN U.S. ARMED FORCES? » SIGNATURE OR NAME - H B

SOVL‘-SECURITY 17ANFORMANT" &

(Yes, mﬁown) (11 you, llwr da!% / O NO. 4 \ oo S

) il
18. CAUSE OF DEATH “MEDIGAL CERTIF(CATION INTERVAL BETWEEN
| Enter only onecamseper | !, DISEASE OR CONDITION ONSET ARD DEATH

yine for (), (b, and (&) | PVRECTLY LEADING TO DEATH® (5) c)v\..-gw p wA - Q“M_“( wharea Aosis Y

«This docs mot mean | ANTECEDENT CAUSES

the mode of dying, such | Aorbid conditions, if any, giring DUE TO (B)
as keart fallure, asthenia, | Tise {0 the abeze mm; {a} stating
de. It means the dis- the underlying cauae laat.

ease, infury, or complica- DUE TO {¢)
tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS

Conditions contributing o the death but nol . .
related to the disease or condition cauring death. (')\ LT e ﬂ/\ 90\\ [ \s G
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19a. DATE OF OPERA. | 19b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
TION
D02 X ves [] o
21a. ACCIDENT (Bpecity) 21b. PLACE OF INJURY (e.g..Inorabeut | 21c. (CITY. TOWN, OR TOWNSHIP) (COUNTY) (STATE) |
SUICIDE bome, farm, Iactory, street, offics bldg. eve)
HOMICIDE
21d. TIME (Moatt) (Day) (Yean GHoun | 2lo. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?
3 WHILEAT[—} NOTWHILE
INJURY m. WORK AT WORK
22. I hereby certify thet I allended the deceased from 19_3'_"‘ o _wﬁ, IQ& that I last saw the deceased
alive on 19_9 and tha! death occurred at’ m., from the causes and on the date glaged, ebove.
23, SIGNATURE (Degroa or mle)U 23b. ADbRESS . DATE SIGNED
. desmad i««-m n.D, 2 R R VR ].\8-54
—_ - E _|[24a. BURILAL, cnzm- _24p. PATE _ 24, NAM OF CEMETERY OR CREMATORY | 24d. N ( v, Lovmtar wunty) T (State}
£ [l Tigh. REMOVAL « S e iy _/ ) - M N
= D, {2
JE REC'D BY LOCAL RARPS SIGNAJOR! Gy};an DIRERTOR smumu ADDRE 83
EG.
27 £ ’)R 2/ e

(Licens, ‘. Statemnent on Reverse 5:6:)
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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 embalme

by me, or by .....c......... e emeeeneaeeeetcecesseetsesraeeeveniecessntmTErareoomnan s . Studexit Embalmer Noi.ceecaeaensonns

working under my personal supervision..

Student...cooooiiiiiiiiiiiieiiieer e risaanaa
- Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failu
to comply with the above constitutes grounds for revocation of license}. )
If embalmed by a STUDENT, he also shall sign in his OWN handwntmg
" Tf this body is not embalmed, fact should be so stated above, - ™" K w T .

-~ A . 3

. - .. K
r




