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All diseases in Part | must be cousally reloted.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

X

ILED SEP 19 1958

Registration District No. ....._

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

3 .&’_ ________ Primary Rnglshuhon Dlsm:l N ;// .............. - Regiltmr'llo_- ........ é- 3

58-031'742

STATE FILE NUMBER

1. PLACE OF DEATH 2. USUAL RESIDENCE (Whaere docuaud lived. [t institution: Rclldonc. b;luu
. COUNTY h . STATE + b. COUNTY issjon
° Bo//rnqer' ° Nrssowure Sf'JJa.rJ’
b. CITY (M outside corporate limits, give TOWNSHEP only) Inside Limits c. CITY , ] 6 38 Inside Limits
TOE’N Way"& YuD NoD ) Tg'vsz ;lu_X|¢‘o & Yum NoD
c. FULL NAME OF (If NOT in hospital, give location} | Length of stay in 1b d. STREET (If outside, give location) Reside on Farm
HOSPITAL OR ADDRESS Yas [T No[]
INSTITUTION i L] o
3. NTAME OF DECEASED First Middle Lost 4, DATE Month Doy Year
{Type or print) 5 oF
Ada m Ay /zaeﬁea, DEATH  (Zeng 7/ 195§
5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH TAGE bF UNDER | YEAR] IF UNDER 24 HRS.
I l MARRIEDD NEVER MARRIEDD ’ q last I:i:n:::;; Months | Days Howrs Min.
T’e male ) wioowen[] _"3 pivorcen[dd &4’ & 22 F- ¥ ]

100. USUAL OCCUPATION (Givo kind of work done

10k, KIND OF BUSINESS OR
INDUSTRY

11. BIRTHPLACE (City and state or country)

12. CITIZEN OF WHAT COUNTRY?

during most o kipg lllo wven if ratired) -
% uUxrco Mo d b« Sz
13a. EATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. HAME OF MUSBAND OR WIFE
L4
Osecar Overt’w Sarah Jane Sinks
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address

{Yes, no, or unl:nqwn)l {If yas, give war or dotas of service}

Sog-24-4339

M/lie

OVEVT\L

21.’;0 Affo

PART L

Conditions, if ‘Jnr.

above causs (a},
stating the under-
lying causs last.

which gave rise 1o }

18. CAUSE OF DEATH (Enter only one couvse p
DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

DUE TO (b)

DUE TO (<)

line for (o}, (b}, and

INTERVAL BETWEEN

ONEET AND DEATH

Lo T
19. WAS §UTOHSY I

O B

PARJ Y OTHER SIGHFICMRT CONDITION
&z PER[EIORMED?
. YES NO (3~ 2
209. ACCIDENT I HOWIOR - OCCHRRE B o PART ) of item 18.)
Amg——

2c.
INJURY

MEDICAL CERTIFICATION

TIME OF Hour Month, Day, Year

&%, M&-

Death occurred ot

a.m.

o> 7-3¢58 W] Spbsa o. W 2 Pasles . %WMM
204. INJURY OCCURRED - | 20g. PLAGE GSANIURY (e.g. fnor bouthomk, [T 201, CITY, TOWN, OR LOCATION STATE 0
WHILE AT NOT WHILE g,/‘ (™ fNOrY, nract oﬂ.c. 1dg., ste ) M A .
WORK AT WORK . 7]

21.. 1 attended the deceased fro }

220, SIGNATURE

BURIAL, CREMATION,
OVAL (Spacify)
wriaf

23a.

wyxreo

a)(reo

24. FUNERAL DIRECTOR

/A’d/ )ha:-,a-n

ADDRES!
/i xrea Mo

25. DATE RECD. BY LQCAL REG.

9//8/ 6

(Licensed Embalmec’s fiotemet on Reverse Side)

4. REGISTRAR'S SIGNATURE




1

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed

by me, or by . , Student Embalmer No, ...................

working under my personal supervision:

Student :
‘Signature of Student Embalmer

Licensed Embalmer No. %?(?3

. : , P. 0. Address..géz%.%z'?"

* -, Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constitutes grounds for revocatiog of license).

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.




