ot Health,
. & Welfare

5. Public

Ith Service

. 5. 300
wv. 1-57

Doctor, coroner, etc. must use only standord nomenclature-in item 18. No symptoms will ba listed.

All diseases in Part | must be causclly related.

-
=

USE ONLY BLACK INK OR RIEBON TYPEWRITE IF POSSIBLE

FILED JAN 13 1958

Ragistration District No.

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

.

STATE FILE NUMBER

Primary Rargisrtirmion [_)istri:t No, = =" ;___:2..__ Regis’rur:s NO-XQMZ: ________

. PLACE OF DEATH

o. COUNTY

a. STATE

Inside Limits

Yes ] Nom

€.

2. USUAL RESIDENCE  (Where decwsed lived.

b. COUNTY

If institution: Residence before

admiss

Inside Limits
/(;'IQ' Mo []
) Réside on Farm

{Type or print)

(e Ohe

FULé. NAM%OF {f NOT in hospital, giveddcation) | Length of stay in 1b d. SB%%EEES f outside, give location)

HOSPITAL OR A

INSTITUTION LI S0 apa| Yes [ No (B
3. NAME OF DECEASED First Middle . 4, DATE Month Doy Year

DEATH [2~27~§ 7

5. SEX [
/l/l’u,ﬂ}

&. col_bi OR ;A@"E

7. MARRI!DENEVER MARRIEDE]

WIDOWED [ ] pivorcen ]

8. DATE OF BIRTH

7=/Y~ /908

G. AGE (tn years

F UNDER 1 YEAR

1F UNDER 24 HRS.

g.'_birlhduy)
{

Maonths ’ Doys

Hours I Min.

100,

USUAL OCCUPATION (Give kind of work done

during most of working life, aven if retired)

10b. KIND OF BUSINESS OR

ﬁDUSTRY

[

12. CITIZEN OF WHAT COUNTRY?

4 S A

134. FATHER'S NAME

Qormay Fogen (Rellpd Inalls Uhugit
. WAS DECEASED EVER IN L. 5. ARMED FORCES? 16. SOCIAL SECURITY NO,
L/

{Yes, or mkm-m)l(tf yes, give wor or dotes of service)
= — et} L

I

11. Bl LACE (City ond state or countpy)
%@w Puadoid,
13b. MOTHER*S MAIDEN NAME

Po-2- 807

17. INFORMANT

18. CAUSE QF DEATH (Enter only one cause per line for (a), (b), and {c).)

PART I

Conditlons, if any,
which gave rise o
obove couse (),
stating the under-
lying couse last,

DEAT
[MMEDIATE CAUSE (o}

|

DUE TO (c}

WAS CAUSED BY:

14. NAME OF HUSBAND OR ;E
/4

INTERVAL BETWEEN

ONSET AND DEATH

DUE TO () _MMMMW -

I4

-" - PARTIL, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH bul not related to the terminal dissass condition glven in PART I.(a)

-19. WAS AUTOPSY

MEDICAL CERTIFICATION

PERFORMED?
. - H300 esfd No[]
20a. ACCIDENT - SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART | or PART I} of item 18.)
0O 0O O '
20c. TIME OF .Hour Month, Day, Yeor
INJURY  a.m.
p.m,
20d. INJURY OCCURRED COUNTY STATE

20e. PLACE OF INJURY {e.g., inor shouthome,

20i. CITY, TOWN, OR LOCATION

WHILE ATD NOT WHILE D farm, factory, street, cche bldg., etc.)
WORK AT WORK v [
21. | ottended the deceased from ] and lost sewt im alive on

Death occurred.at

m on the dula stated above; and to the best of my Imowlodge, from the couses stated.

B/l ty S

BURIAL, CREMATION,

REMOVY AL {Specil

DATE

fl.

2‘2!: ADDRE

5

Capflod S Pcef

22c. DATE SIGNED

/=200 »

23d. LOCATION (City, town, or county) _




8§ NYF

'S
c
856!

[
]

STATEMENT BY LICENSED EMBALMER

i

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
" by mie, 0r bY oeeeeeeeaenannd rvvrren feterereteteT ey ey ararre T e et areaer e st na e e ar e Tern .» Student Embalmer No....................

working under-my personal supervision.

Student ..o Signed
Signature of Student Embalmer

Licensed Embalmer Noé/zws_r
P. O. Address. KCB m

Note: The. above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Faxlure
to comply with the above constitutes grounds for revocation of lxcense)

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.



