Health,
. Welfare
Public

Service

0

THE DIVISION OF HEALTH OF MIiSSOURI

STANDARD CERTIFICATE OF DEATH

istration District Mo. _...._...Aj..z 7

28-040561

STATE FILE NUMBER

1. PLACE OF DEATH

n mission)

2. USUAL RESIDENCE (Where deceased lived. If institution: Residence by

_ o. COUNTY a. STATE k. COUNMT
1300 La Missouri Vdfay
-57 b. C(l:;l'RY {If outside corporate limits, give TOWNSHIP only) Inside Limits . CBI'RY & Inside Limits
¢St
. TOWLexingtan You el Mol tow_Lexington :é Yes[lgNe OJ
' c. FULI!.’-I NAME SF {I‘rNOT in hospital, give location} | Length of stay in 1b d. STREET - (If outside, give lagation) Reside on Farm
. ADD :
| Lexi{BPU6a liemorial Hospital 2 mo. 2115 Madison Yos O Mo
3. MAME OF DECEASED First Middle Lost 4. DATE Month Doy Year
{Type or print} oF

|_linle

5. SEX ) 6. COLOR OR RACE

White

7. MARRIED] ] NEVER MARRIED[ N

15. WAS DECEASED EVER IN U, §. ARMED FORCES?
(Y--Nm, ar unknqwﬂ)l (H yas, give war or dates of service)

INDUSTRY

WIDOWED [} pivorcen[ ]
100. USUAL OCCUPATION (Give kind of work done | 10b. KING OF BUSINESS OR

during most of werking life,_ gvan If retired
lngpegtor, U.S. Gox

13a. FATHER'S NAME

pefétibar

. AGE {In yeora 1 EUNDER iYEAR] IF UNDER 24 HRS.

last birthday) | Months I Doys Hours l Min.

Nona

12. CITIZEN OF WHAT COUNTRY?

7] U.S.A.

4. NAME OF HUSBAND OR WIFE

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE
MEDICAL CERTEFICATION

All diseases in Part | must be cousally related.

18. CAUSE OF DEATH (Enter only one cause per line for {a), (b) und (e})
PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (o}

Address

INTERVAL BETWEEN
ONSET AND DEATH

Foira

Death eccurred ar

Condirions, if any, BUE TO (b)
which gove rise to }
gbove cavae {a),
astating the under-
lying cause last, DUE TO (<)
PART il. OTHER SIGNIFICANT CDNDIT‘I,ONS CONTRIBUTING TO DEATH but nat ralated 10 the tarminal diseass condition given in PART } (o) 19. gAS Aé.ITOPSY
1o P ERFORMED?
£ e L : =03 ¥ YES[] NO
20a. ACCIDENT BSUICIDE  HOMICIRE b, DESCRIBE HOW INJURY GCCURRED. {Enter nature of injury in PART | or PART |l of item 18.) M
[ O )
20c. TIME OF .Hour Month, Day, Year
INJURY a.m.
p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inorabouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, factary, street, office bldg., eic.)
WORK AT WORK
‘21. | attended the deceased from {/30/5—,( , to /2///.5_,? ond [ast saw tll’l’l alive on yi) ///Sg

m on the dcte stated above; and to the bast of my knowledge, I{om the causes stated.

22a. SIG RE

23a. BURIAL, CREMATICON, | 235. DATE

Dec. 4,1958 Machpelsh

REMCf AL iSpc:l‘y)

o) | 22b. ADDR 22¢. DATE SIGNED
MDD Mﬁ,u 7, )2/5/58
23c. NAME OF CEMETERY OR CREMATORY zudiocuion (e{u, rown, ot county) {state)

Lexington, Migsouri.

ADDRE 25. DATE RECD, 8Y LOCAL REG. 26. REGISTRAR'S SIGNATURE
it 1y %ﬁ’ﬂ-&mz [2—/3-/Fs K

on Reverse Side)

/ /ﬂ_ d Embalmer's Stat,

—
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STATEMENT BY LICENSED EMBALMER

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

, Student Embalmer No. ......ccooevnennnne

DY ME, OF DY 1oreeiiii ittt vttt e

working under my personal supervision.

SEUAENE  corervrmiiniinrvaraariiacionrarrararnsscsresnannnnreian
Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to cqmply,with the at:oyga constitutes grounds for revocation of license). PR
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.

S Lot




