Public

300
-~57

LOCTOT, COTOTIT, oTL. oy

ST URY Oy STUTTOCT O T T IO T T e 10, TVe Sy IO S Wi g,
All diseases in Part | must be causally related.

-

Heolth,
Walfare

[Service

HLED JAN ZU Tgs_gi:fmﬁon District _No;

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District ND.,,,_,,,%_,,O_

59-001.624

6 STATE FILE NUMBER
_21 ______ Registrar's No. _ d‘ _2____

’/?

o

1.

PLACE OF DEA ljl
a. COUNTY

b. cnv (Ifo r:
m Q.IIA A
FULL NARK C DF
HOSPITAD
INSTITUTIN 1 A

a. 5TA

Inside Limits

YasWD

¢ CITY

2. USUAL RES|DENCE (Where deceased lived.
b. COUN

institution, Randance beieu
A

5 Sdopouch ool

inside Lfrml
mW{ﬁ'

Length of stay in 1b

d. STREET

Reside on Farm

([ outgide, gjve lucuhon)
ADDRESS 2 R j z ’

~— ;Ering mast of W llfoi woven if ,-rlrod)

2)

Yes{ ] No [l
15414
3. NAME OF DECEASED First Middle Last 4. DATE Mnnth Duy Year
{Type or print} R . %:‘ OF
YWriue) >~ =) M} DEATH - 1 b-/959
5 SEX ) 6. COLC_)R R RACE| 7. MARRIED[] NE\R marrie[] 8. DATE OF BIRTH 9, AGE (1f ydars i F UNDER i Year| IF undER 24IIR5.
| N - 'vh.r:y) Manths | Days Hours Kin.
winoweo[R7 2 pivorceo[ 1| Yam, ) § l 8’ 73
Io‘ USUAL OCCUPATION [Give kind of work done | 10b. KIND OF BUSINESS OR 1. BERTHPLACE (ley and stota of :numry] L‘ ¥4 CITIZEN OF WHAT COUNTRY?
IWDUBTRY

13poFATHER'S NAME

Qoo

ao) Gorlddy

13b. MOTHER'S MA!DEN@ o

. NAME OF HAUSBANDOR WIFE l; - ( : :

15. WAS DECEAS

e 4%

EVER IN L. §, ARMED FORCES?
(If yos, give war or dotes of servica)

16. SOCIAL SECURITY NO.

Norie)

monﬂﬂ E ! Address ‘; Md\

MEDICAL CERTIFICATION

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

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

PART L.

IMMEDIATE CAUSE (o)

DUE TO (b) MM&MM %—,«-M-,
DUE TO (<) W a»éd‘—'cé—wo‘m__‘

Conditions, if any,
which gave rise to
above cavse (o),
stating the wnder-

DEATH WAS CAUSED BY:

INTERVAL BETWEEN
ONSET AND DEATH

Z e d,

lylng cavss last.
PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TC DEATH but not related to the terminal disease condltion glven In PART | (a) 19. WAS AUTOPSY
PERFORMED?
L{ 2.0 YES[] NO[] &
200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 1) of item 18.)
O O O
20c. TIME OF .Hour .Manth, Day, Year
INJURY a.m.
Pom.
20d. INJURY OCCURRED 20e. PLACE OF INJURY {o.g., inor sbouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT W"HLE farm, factory, street, office bldg., etc.)
WORK
21. | attended tho decoased from , to and last S t;l‘.l'iv' on_ /= /5" ¢~

Death occurred ot

m on the date stated above; and to the best of my knowledge, from the couses stated.

Xa.

(Degree o% /D

22b. ADDRESS

22c. DATE SIGNED

s ins OF CEMETERY OR CREMATORY

LA

V-8

ATE RECD. BY LOCALAEG.

2o Side)




STATEMENT BY LICENSED EMBALMER
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