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€ Eglgé.'_?:gggF (1§ NOT inhaspital, give location)|Length of stay in 1b d. STREET (4 ounn&e give lacation) Reside on Farm
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t. ] 18, CAUSE OF DEATH [Enier only one cause per line for (8), (b}, and (c).] INTERVAL BETWEEN
v = PART I, DEATH WAS CAUSED BY; 3 ONSET AND QEfTH
g a’ IMMEDIATE CAUSE (a) uremla ‘3
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g [=} PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATM BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I1{a) 19. :\'Eﬁsré\g;gg\'

e = . - . s 13

s x IS iron deficiency anemia; rheumatoid arthritis 29/ lwsQ wD 2
I ; ‘5 20a. ACCIDENT SUICIDE HOMICIOE | 206. DESCRIBE HOW INJURY OCCURRED. (Enfer nature of injury in Part 1or Part H of item 18.)
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14 g X | 20d. INJURY OCCURRED 20¢. PLACE OF INJURY (e. g., in or chotd home, [ 20/, CITY, TOWN, OR LOCATION COUNTY STATE
e WHILE AT a NOT WHILE farm, factory, atreel, office bidg., ete))

v w WORK AT WORK N
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- 2l. Fattanded the decoaaf*l:om -30 2 / , to < 3727 and last saw :::‘ alive on

E f dcurred 47 '39 00 Ao m on thedate statad above; and to the best of my knowledge. from the causes stated.
k- 2s. [ 3 ( Degree or ABte) ADDRESS 22¢, DATE SIGNED
; . 1 4 i 3-le-59
. ST AT -L/ / Zacon, lissouri

E 23g. 'BURIAL, CREMATION, |23 DATE } 23¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, torwn. or county) ( State)
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STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was e
Lo o oY T ‘Embalmer No......-

working under my personal supervision..

Student .ot Signed.. %J ﬂ:ﬁ?‘?‘%ﬁ

Signature of Student Embalmer

Licensed Embalmer No..- -

P. O. Address _,

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING.
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.



