THE DIVISION OF HEALTH OF MISSOURI o,

s | FIEDDEC 2- 1957 STANDARD CERTIFICATE OF DEATH e r 30295
'BIRTH NO'I-LQ;L-L————— REG. DIST. WNO. .LZL_ PRIMARY REG. DIST. uo.,l_a_"&. Realxlrar:Na,"@“?"_{,\é_ _____

1. PLACE OF DEATH 2. USUAL RESIDENCE (Whers d lived. If {nstitction: reald {b,,,,,

ol a. COUNTY J“" kSDD a. STATE Mo b. COUNTY"""! k o /tﬂmjt:—)

b. CITY (f outcids corpursta limits, writs RURAL and give csr LENGTH OF ¢. CITY . A Is Residence within llmits of
. &

R townahip) place) et incarpo; 2
Town - “haomkavass €1 'L-, R =
1 nt-, d. FULL NAME OF (If not in boapital or lnstitution, give strect adidresa br location; STREET (1f rural, glve location)
- HOSPITAL OR . ADDRESS
iNSTITUTION Camtle. /827 Elmwood
. 3. NAME OF a. (F[rs) b. (Mlddle) ¢. (Last)
i | “oEceaseD g ‘ 4 DATE (Mot (Day) (Yew)
L (T‘VpewPﬁntJ E 4 oy oo A~ DEATH R -/0-5%
b ‘5. SEX 5. cor.oﬁ ’dR RACE | 7. MARR MARRIED 8, DATE OF BIRTH 9. AGE (in years| ¥ ONDER | TEAR | @ UWDER o RS
' p“ v} - - last birthday) Munthl Days | Hours } Min.
_¥-%8-57 {0 R
10a. USUAL OCCUPATION (Givekind of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE " . 12. CITIZENO
. doned, king .:“’:l :‘;’:;, DUSTRY . (City end State or Foreigo Cnunsrv) .‘_COUNTRY? F WHAT
- _ Kavgas City, Missonri 1 USA.
' 13a. FATHER'S 'NAME 13b. MOTHER"S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

Wamea Waller Cook ‘ &H_tf Jo LocKord __| TR
I5. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT .S S{GNATURE OR NAME ADDRESS
{Yes, o, or znknown) | (If yea, give war or detes of service) NO.
M\A/L—- }ﬁ-’7

18, CAUSE OF DEATH MEDIGAL CERTIFI INTERVAL BETWEER
Enter only onecousaper [ 1. DISEASE OR CONDITION ONSET AND DEATH

line for (a), (b, and (o) | DIRECTLY LEADINGTO DEATH® (4 _Q_ﬁé (= _d_;@gs
v This docs mot mean | ANTECEDENT CAUSES Q ?‘
the mode of dying, such | Morbid conditions, if any, giving DUE TO () m@ég

fa, | rise to the above cause (o) stating
::tﬂlf:l::;:: umst-:c::. the underlying cauae last. o’
ecse, infury, or complica- DUE TO ()
tion whieh couxed death. | 15. OTHER SIGNIFICANT CONDITIONS

contributing ta the deaih but nof Q(qu

Conditions
related to the direase or condition cauting death.

G UNFADING BLACK INE—MAKE A PERMANENT.RECORD

9. DATE OF GPERA- | 18, MAIOR FINDINGS OF OPERATION 20. AUTOPSYT_2
s @
21a. ACCIDENT (Bpecity} 21b. PLACEOF INJURY (o.x..tnorabout | 2lc. {CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE home, farm, fastory , atreat, offioe bldx.. eto.)
HOMICIDE
21d. TIME Month) (Day) (Year) (Houn | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
WHILE AT NOT WHILE
INJURY . @ | work AT WORK
22, I hereby certify that I atfended the deceased from f-¥Y- as_?. to 8 = 20 195 3 that I last saw the deceased

alive on J = 10 - 1957 and that death occurred at 4340 & m,, from the causes and on the date slaled above.

or title}, | 23b. ADDRESS |23c DATE SIGNED
D ot A{% X353% jﬂv"“—’-”\ &F—/12.37
7

Sherrill H. Frye
B
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WRITE PLAINLY—USIN

I
——#07i:. NAME OF CEMETERY OR CREMATOBN | 24¢. Lo)gnﬂou (City, town, or county) (5tate)
25 FUNERAL DLPEECTOR'S S)GNATURE oaess

DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE d—

WL -12 ~57" WW

(Ticensed Embalmer’s Statement an Rever
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" STATEMENT BY LICENSED EMBALMER |
<, ' 7 f . ' ' : -

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalm
by MM, OF DY .t i i, , Student Embalmer No.............
working under my personal supervision.. .

: . .
F] AP T3 0¥ A SR Signed ... .oooooiiiiiiiiiia S P,
& gnnt.ure of Student Embalmer . - . .
. Licensed Embalmer No......._........
: T : .o " P, 0. ;Ai:ldress ...........................

" a ...Noté: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hlS OWN HANDWRITING (Failul
to comply with the above constitutes grounds for revocation of license). '

. . If embalmed by a STUDENT, he also shall sign in his OWN handwrxtmg . ,
I' this body is not embalmed, fact should be so stated above o o
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