|SSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

tration Dixfrl:l No. .2‘_ Y_7 ——--Primary Registration District Neo, :j_-.q..icz_kenimar s No, ..___/_3_ _______

-61-018541

STATE FILE NUMBER

AMENDED i
1. PLACE OF DEATH . 2. USUAL RESIDENRCE (Whare deceased lived. 1f institution: Residence bafors
. , . STATE . faryd
o ___ & COUNTY PrkE CSATE MG, L B QWY Dy admissian)
% b. CILY (if outside corporate limits, give TOWNSHIF only) Length of stay in 1b c. Cél; Inside Limits
e}
g 1OWN  SPENGER Taww$H 1P 15 YRS, 1oWN TR ANK FeAD Yo O B(O
< ¢. FULL NAME OF {If NOT in hospital, give location) Inside Limits d. STREET (If outslde, give location) Reside on Farm
1 HOSPITAL OR ADDRESS -
s INSTITUTION Yes 3 Mo O s& t WEST Ya I No O
a
3. (h'lAME Of IDE]CEASED First Middle Last 4. Dé\l;l’E Month Day Year
ype or print
Jo va/ L.INSE}’ ToRD DEATH MHY 2D 194
5. SEX 4. COLOR OR RACE 7. Married [ Mever Married [J [8. DATE OF BIRTH | 9- AGE [lest birthday) | IF UNDER ¥ YEAR | IF UNDER 24 HR
— - - "
N\ A‘.L £ w HITE Widowsd [ Diverced (] SF‘P'T rris“ q ‘7[_ Months Days Hours Min.
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
during mojt of working life, even If retired) y
FARME — Rawws Co. Mo-
13a. FATHER'S NAME 13b. MOTHER’S MAIDEN NAME 4. NAME OF HUSBAND OR WIFE
GEoRGE W. TorD My E. TowiLeRr Fawas & FoRD
15, WAS DECEASED EVER IN U.5, ARMED FORCES? 16. SOCHAL SECURITY NO. 17. INFORMANT Addrens
¥ dat § ice —
{Yes, no, or un;m:wn) (If vos, give wer or dates of service) Afo ) O. C.Fbk.b FR'\MKFORD M‘SSOOR‘
[t 18. CAUSE OF DEATH (Enter only one cause per line for (a}, (b}, and (c). INTERVAL BETWEEN
Z PART I. OEATH WAS CAUSED B . H , Q‘Q ONSET AND DEATH
w = IMMEDIATE CAUSE (s %‘LQ/W\'\
. : . «_, /um%{
fa) 2 «
0 .
| 5 o Conditions, if any, DUE TO (b)
‘ 5 which gave rise to
z sbove cause (a),
= stating the under-
Iying couse last. DUE 1O (¢)
| z PART 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not reiated fo ths terminal PART 111, If deceasad was female wam
‘ g disease condition given in PART | (s} there a pregnancy in last 90 days.
| ! ]DY::]DNG’DUnkmn
| =1 .
:E 19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART § or PART (I of item 18.)
= PERFORMED? [m] O |m}
v YES[O NOO -
-
& | 20c.TIME OF  Hour  Month, Day, Yeur
a INJURY am.
2 pati.
20d. INJURY QCCURRED 20e. PLACE OF INJURY {e.g., in or about homs, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK farm, factory, street, offica bidg., efc,)
NOT WHILE AT WORK O
(a] A’ﬁ
é 21. | attended the deceased from ,] {' J-y to. ’? b and last saw Maliw ol
th urred st I ﬂ m on the date stated above, and to the best of my knowledge, from the causes steted.
9 Death occ | e
8 & 372, SIGNATURE {Degres or mrb 22b. ADDRESS 22c DATE SIGNED
% = o, o~ ~ Do |5~ ff’@f
2 23a. BURIAL, CR| b. DATE 23 NAME OF CEMETERY OR CREMATORY 23d. LO(VION (City, fown, or county) - (State)
0' (a] REMOVAL (Sp«:lfy! _ o
z r O Ry A M,-,q a.a_,m(.l SaLsm CamsTany SaLen Com . Raies Co Ma.
b < 24. FUNERAL DtRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. |26. REGISTRAR'S SIGNATURE i
i > . N
= 5] Meeowd Foneral Pome Toawx Forp Mo g MEML

7
{Licensad Embalmer’s Sta: t on Revarsa Side)

e ————




STATEMENT BY LICENSED EMBALMER

I hereby certify thet the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No,

working under my personal supervision.

Student Signed—’g“-‘/ \;. W) & l?} oy, TV

Signature of Student Embalmer

‘o Llcensed Embalmer No. j « 7 >

. - P. O Addresém%ﬂl m

. . , .

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hls 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.




