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THE DIYISION DOF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
F".ED APR 2 7 1958\!'Iﬂmﬁcn_Mi No. __.o._@.gz,_,

..... Primary Registration District No.

..,.,.._,.....

4009

STATE FILE NUMBER

Ruii stror’s No.__&_s ______ byt

MEDICAL CERTIFICATION

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Resquncg bgfore
a. COUNTY a. STATE : + b. COUNTY admissiop
r/n/o/nt-‘a) Missoumi * " ydoe s
b. CIOTRY (If outside corporate limits, give TOWNSHIP only) Inside Limits c CIOTRY 04 20 a Limits
o <D ovevval” Yes I Mo (] W Davavaah Gge No[]
c. FULL NAME OF (if NOT in hospital, give locotion) | Length of stay in 1b d. STREET (Hf outsidg, give locuhon) Reside on Farm
HOSPITAL OR f ADDRESS ‘f Yes [J N
INSTITUTION 28 o2 s, &% SF IS yeaes es ] No[3
3. NAME OF DECEASED First Middle Last 4. DATE Manth Day Yeor
{Type or print) 2—— D [o] 4
s 19 DE”"HggJ 1959
5. SEX 6. COLOR OR RACE| 7. MARRIED | NEVER MARRIED(E] 8. DATE OF BIRTH 9. AGE (In years WFUNDER 1 YEAR| IF UNDER 24 HRS.
a . - Igut birthdaoy) | Months | Days Hours ] Min.
\s w hote mooweol]  oworceo[ W \eTobem 22,1865 9.8
10o. USUAL OCCUPATICN (Glve kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {Ci md state or cnunlry) o 12 CITIZEN OF WHAT COUNTRY?
during most of working life, aven if ratired) INDUSTRY . m M
nemI e Anﬁ.&i.né 1S5oums .S A,

13a. FATHER'S NAME

&

13b. MOTHER'S MA

Kate T

DEN NAME

mpsn/ NoHg

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?
{Y#s, no, or unknawn}| (If yes, give wor or dates of servica}

16. SOCIAL SECURITY NO.

f o

14. NAME OF HUSBAND OR WIFE

17, INFORMANT

Address

ah M

Stangs Qutfen

18. CAUSE OF DEATH {Enter only one cause per line for {a), (b}, and {c).} INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH
IMMEDIATE CAUSE (a) arterio-sclerotic heart disesgse years
Conditions. i any, . DUE TO (b} generalized arteriosclarcails 10 years
whic ovE rise In
ub‘.‘l ’c:uac d(u), }
ving “cavae. Tave. 3 DUE TO () arteriosclerotlic gangrene of both feeft 2 vears
PART Ill. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not ralated to the termingl disease eondition given in PART | (a) 19. WAS AUTOPSY
j ¢ PERFORMED
. 2] ere YES[] NO
20a, ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
(] i d
Wec. TIME OF Hour  Month, Day, Year
INJURY a.m.
p.m.
20d. INJURY OCCURRED 20e. PLACE OF lNJURYie.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT NOT WHILE D farm, factory, street, office bldg., etc.)
WORK ] AT WORK P
21. i ottenfled the deceased from - , to A er 1 19 ?u?d last Saw huh'm alive on A
curred at m on the date stated above; end to the best of my knowledge, from the causas stated.

o or titl

.,
MDD

22b. DRESS
S—/GLA/\——&/V\A/\/DED “Zud,

22¢. DATE SIGNED

Y~ 214

23b. DATE

Y~ 23-57 [ Savannah

ADDRESS

gaumadn

EMOVA‘. {Specity)

24. FUNERAL DIRECTOR

el T Y

23a. BURIAL, CREMATION,

23c. NAME OF CEMETERY OR CREMATORY

Me

Q—\-u Qe

A\Jhd rlﬂ-‘\

23d. LOCATION (City, town, o eabey)

L=

(s-m)

1. D TE RECD. BY LOCAR REG.

4 —29 SH

s REGIS AR'SSIGNATI.IRE %

(Llcmui Embalmer's Stotehent on Reverse Side)




STATEMENT BY LICENSED EMBALMER

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

BY ME, OF DY it s e e ra e e n v s e saa s e s aien .» Student Embalmer No. ............oceeeee

working under my personal supervision.

Student .oeeeeeiiiii e e e
Signature of Student Embalmer

P. O, Address

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.




