Heolth,
& Wellare
Public

» Service

Doctor, coroner, efc. must use only stondord nomenclature in item 18. No symptoms will be listed.

All dissasas in Port | must be causally related.

o

THE DIVISION OF HEALTH

STANDARD CERTIFICATE OF DEATH

“"tu FE B 9 m:mlnrahon District No. __._ Z_Z__k_i. _______ Primary Regisiration Districy Bo____

OF MISSOURI

59-001083

STATE FILE NUMBER

1. PLACE OF DEAT 2. USUAL RESIDENCE (Where decoased lived. If inatitutjon: Relldunca before
. COUNTY a. STATE?W " b. COUNTY
. CgRY {If vutside corporate limits, give TOWNSHIP anly) Inside Limits <. CBTRY ! [/ :
Yes [X] No [] TOWN Pr's B" i g t ‘2 Yes[ ] No (X
€. zg;&]_ﬁ:&%gl: NOT %t:fipii, giye Jocation) | Length of stay in 1b d. iB%%EETss {1 outsffle, glvc location) Reside on Form
INSTITUTT 4 au-a-u_ /6 m,; F ,,m Yos ] No[]

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

10a. USUAL OCCUPATION (Give kind of werk done

3. HAME OF DECEASED (j First Middle Last 4. DATE Month 0 Day Yoar
{Type or print} OF
ar uJ.qhe Sallee. DEATH 2. 2 _ 5%
5. SEX 6. COLOR OR RACE 7. 8. DATE OF BIRTH 9. AGE (In yaors IF UNDER § YEAR| IF UNDER 24 HRs.
{ Iy MARRIED] |NEVER MARRIED[ ] 'fbi':';;:y; Wombe | Baye | Fours ] b
Wl o wooveolfl ) oworceolll /7~ 24 - ¢ 874 §3 /o

duriﬂﬂ of working Iifz wvan if retired)

10b. KiIND OF BUSINESS OR

INDUSTRY

L) HM

11. BIRTHPLACE (City ond stote or country)

12. CITIZEN OF WHAT COUNTRY?

M ¢\ .5 .

15.

13a. FATHER'S NAME

(Yes,

T

A

13b. MOTHER'S MAIDEN NAME

M. MAME OF HUSBAND OR WIFE
WJ

WAS DECEASED EVER IN U, §, ARMED FORCES?
. BT unknq-m)l(!l yeos, givi
O

or dates of service)

)
DINFORMANT

Address

7o,

18. 'CAUSE OF DEATH {Enter only one cuuse per line for (a), (b}, ond {c).)

DEATH WAS CAUSED
IMMEDIATE CAUSE {a}

PART I. BY:

RVAL BETWEEN

NSE'?‘LABD I}E;i"l'g

16. SOCIAL SECURITY NO.
Hypostatic Pneumonia

Carcinoma Cervix

6 MO e

MEDICAL CERTIFICATION

Conditions, if any, DUE TO (b)

which gave rize 10 }

above cause (o),

stating the under-

lying couse laxt. DUE TO (¢)

PART (1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal disaass candition given in PART | {a) 19. WAS AUTOPSY

PERFORMED?
I idd YES[ ] NO[R o

20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART | or PART N of item 18.)

O ] [
2c. TIME OF How Month, Day, Year

INJURY  am.
p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,} 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0 farm, factory, street, office bldg., otc.)
WORK AT WORK _ . a_ro
- - - o ™
21. | attended the deceased from 11 19 Sd , 1o g=c bg ond last saﬁiﬁlive on 27
Death occcurred ot 11 : 20 A.l. m on the dote stated obove; ond to the best of my knowledge, from the couses stated.
220. SIGNATURE gree or m|e) ) 27t. ADDRESS né. l}gE sgﬂED
A Je B.”0. Bethany, Mo. -3-59

24.

23a.

FUNERAL DIE’E TOR
WJW

23b. DATE

A- o 195G

BURIAL, CREMATION,
EMOVAL cify)

23c. NAME O_f CEMETERY OR CREMATORY

MMM'

234. LOCATION (Clty, town, or county} {State)

ADDRESS

0.

25. DATE RECD. 8Y LOCAL REG.

2-2-/75F

, {fi:.ﬂnd Embalmer's Sictemant en Reverse Sida)

T




STATEMENT BY LICENSED EMBALMER

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

.» Student Embalmer No. ............coeuees

working under my personal supervision.

Student e e aaan Signed M{Jm .........................................

Signature of Student Embalmer

.l.%--u‘u-.-. '
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 embalmed, fact should be so stated above,

P. O. Address &AL A




