. Health,

& Welfore

Public

)y Service

Q _""" AN diseases in Port | must be causally related.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH -
LED N OV 2 4 1958Reglstrunon District No. _.__.. %Q_g. """""""" Primary Reglsimhon Dlstru:t No. %KZZ"H" R.,g.n.—m- s No., gZ__Z___________

58-039436

STATE FILE NUMBER

1. PLACE OF DE . 2. USUAL RESIDENCE (Where dececsed lived. itution: |d nca befgfe
a. COUNTY \'L\ a. STATE (\ b. COUNTY mm)
i) 0 'S A%
b. CITY outside corporgte limits, give TOWNSHIP only) Inside Limits ClTY lnude leus
oW LY Yo Mo (] TowN % N ﬂt\\ YesB Mo []
<. FULL NAME OF {I in hospnoi, give location} | Length of stay in 1b 3 4 STREET (If ourside, give location) Raside qpn Farm
HOSPITAL OR 038" OADDRESS Yes (] N
INSTITUTION LW o bl Mo
3 :ITAME OF QE)CEASED \ First Middle Last 4, DATE Monsth Day Yeoar
¥YPe or print N ,
Nans  Cheishinn Nadsen | oomfay, 1> 1058
5. SEX o| 6. COLOR OR RACE T.MARRIEDDN“ER MARR,EE,E 8. DATE OF BIRTH 9. AGE “".EIZ;E ;our:ﬁsngg\:m I:ol:tiDER 2;:}15.
L1 [ n {4 .
W wipowep[ ] oivorcee[JI X - 2.5 - \% - r] <’ l I
10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City and stata or country} 12. CITIZEN OF WHAT COUNTRY?
|Nousmv I

10a. US OCCUPATFON Gwo kind of work dene
dufing mo wtkl if retired)

o<

O\ 6

FATHERSNAME
i, —mawq

13b. MOTHER'S MAIDEN NAME \
_{ "‘:}a ig.'m‘:t 0

14. NAME OF HUSBAND OR WIFE

None.

15. WAS DECEWS EVER IN LI, 5, ARMED FORCES?
(Yes, ne, or unk )N fa ive wor or daotes of service)

14. SOCIAL SECURITY N%

INFORMANT

\‘\

S—

&Sﬁ.t\ \< Q;&L

ANV

INTERVAL BETWEEN

Death occurred gt

bt A o g s

18. CAUSE OF DEATH (Enter only one cauu per tine fer (o), (b), and {c).)
PART |. DEATH WAS CAUSED B ﬂ ONSET AND DEATH
IMMEDIATE CAUSE (o) dio e )7/ < d//z.:. i) 017 (2N Y. ol Rein-deat }
Conditiony, if any, DUE TO (k)
which gave rise to }
above cause (a),
stating the under-
é lying cause last. DUE 7O {e}
E PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal disecse conditlan glven in PART | {a} 19. gAg:gg&EgY
E ?
3 H30 | ves[] noLt &
| 2c. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {(Enter noture of injury in PART | or PART H of item 18.)
(')
o O O 0
S| 20c. TIMEOF  Hour Month, Day, Yeer
a INJURY a.m.
e p.m.
20d. INJURY OCCURRED 200. PLACE OF INJURY {e.g., inor gbout home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE O farm, foctory, street, office bldg., etc.)
WORK AT WORK
2). | attended the daceoosed fom , 1o and last suw: alive on

m on the date stated cbove; and to the bast of my knowledge, from the causes stated.

_| 720. SIGNATORE t (Dcoroo or title) _; 27b. ADDRE
f gd P2 p7 24 / 2

22c. QATE SIGNED

o yasy2 11~79-SF
23a. ﬂ% CREMATION, | 23t. DATE 23c. NAME OF CEMETERY OR CREMATORY " LOCATION {City, town, or county) (State)
RE {Specily)
Doy 15 AsY e ad / Qnaalil. Mo
RECTOR % ADDRESS 25. DATE RECD BY Losf REG. 26. REGISTRA ﬂy
'én\ A\ Qf\:&\\\ Y /-2 QS Rpres

(Licensed Enbclmo: s Statemant on Rcku Snd-)




STATEMENT BY LICENSED EMBALMER

e
by me, or by ......... 8. o, ST - Sl 3 ¥ Q.. VY\.?

working under my personal supervision.

Student ........................................................ Slg ...... » L TEPERE STRL g
Signature of Student Embalmer
. Licensed %\ ...............

P. O. Address_... M.

I hereby certify that the body%se name is recorded on the remetse side of this cert1f1cate was embalmed
x Student Embalmer No. ......ccoovvevennes

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 license}. .
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this body is not embaimed, fact should be so stated above
%o

-y I RTOYFYE




