. Health,
& Welfare
. Public

th Service

el

te

»
P
i

etc. must use only standord nomencloture in item 18. No sympiormy.will be listed.
USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE ~

clor, coronar,
L~ All dizeoses in Pert | must be cousally related.

VY

F”.ED OCT 2 7 ]QSB_gimner, District No.

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

277

28-037383

STATE FILE NUMBER __,

Primary Reguhohon Dlsm:r No. ____:é:?gb_w R,g.;"m s No. No..

1. PLACE OF DE? k 2. USUAL RESIDENCE (Where decoased lived. I i i!u}i H Rnlidﬂ?)‘lom
. COUNTY a. STATE b. COUNTY L iss)fn
I /772 1 B
b. CITY (Ii outside ¢o limits, gixe TOWNSHIP only) Inside Limirs ¢. CITY Inside Limits
S s FEL P wowo || 3 ey Haplfsed| oD
¢. FULL NAME OF {1 NOT in haspnal, give location) | Length of stay in 1b 0 4. STREET {tf cutside, g|v¥ location) Reside on Farm
HOSPITAL OR Lx CADDRESS
INSTITUTION P Yes[] No[]
3. NTAME OF DECEASED First Middle Last * 4, DATE Mont Day Year
{Type or print) OF
Harpy Glay Wfo ‘g hT | ot 12 /96
5. SEX 6. COLOR OR RACE /} MARR'EDMNEVER %{menf_—_] DATE IRTH 9. AGE (In yoors {IF UNDER | YEAR] \F UNOER 24 HRS.
- : last Months | Days Hours Min.
Ata ke EWNA 7 T3 woreoy D.mmg 1 171 T |
100, USUAL o] TION (Eivc kind of work dons | 10b. KIND OF BLISINESS OR IRTHPL CE (ley a “d’ or country} d 12, CLTIZEN OF WHAT COUNERY?
during /yu' workigg lite, even if Klired) INDUSTRY "Z m /)/’, 5 é
* ANy A m— A’ ) V24 -t

m@ E,'f’

13b. MOTHER*S MAIDEN NAME

ALuiza

\/Vt [J ¢

14. NAME OF HUSBAND OR WIFE *

/71,4'%(

15 “WAS DECEASED EVER IN U. S. ARMED F

(Yes, no, or unknawn)| {If yas, glve war or ﬁur.g of service)}

ES? 14. SOCIAL SECURITY NO.

MEDICAL CERTIFICATION

PART 1.

"1 18. CAUSE OF DEATH (Enter only one cause per line for
DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (o)

1
Canditions, If any, DUE TO (b) &% ;;Mt‘“— ; M
which gave rise 1o —
obove cause (a},
stating the under
Iying cause last. DUE TO (<}

PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH bu' not r-land 19 the terminal disease cendition givan in PART ) {a)

19. WAS AUTOPSY
PERFORMED? )

Yes[] no[]
20a. ACCIDENT SUICIDE HOMICIDE 205 DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART 1 or PART Il of item 18.}
l O O

20c. TIME OF Hour Month, Day, Yeaor

INJURY  a.m.

p.m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor cboutheme,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT[] NOT WHILE D farm, factory, streel, office bldg., etc.)
WORK AT WORK L 4

21. | attended the deceosed from
Death occurred ot

P
¢

r
Fy

and last saw :‘:‘

m on the date stated cbove; and 1o the best of my kno

alive on

wledge, Eﬁ the couses stated.

w% % E 24(0:91“ or title) LCO .

EPZ ooy ~Sloree S

22¢. DATE SIGNED

/=258

23a. BURIAL CGEMATIDN

235 DATE

[23c. NAME OF CE

ETERY OR GREmMPORY

T\

73d, LMTlO

N {City, town, or county)

A Leca Pk

{State)

(77

CsTnd

%RECD BY LOCAL REG.
o/2y Jsgt

24 RfZTiAR’SNGW 2

od Exbalmer s Statementkon Reverse S{d(




S 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 .iciiiiieiei e fea e rneasesiererenetteianetatenr e tansasanntraranstrean ., Student Embalmer No. ...........cccevene

working under my personal supervision.

Student cviciiiiiiei e Signed W M -----------

Signature of Student Embalmer
Licensed Embalmer No?fﬁ]

P. O. Address £Pmaste - &

+

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

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.

-




