’SOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

-61—-024741

J"' STATE FILE NUMBER -..
m“ _ e ————Primary Registration District No. 7" & Registrar's No. __jJf =TV _____
AMENDED <
I3 107
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived,s If institution: Residence before
o a. COUNTY ~REEANE a. STATE O. b. COUNTY “"/QC-E L Edminion)
% b. CCI)? (M autside corporate limits, give TOWNSHIP only} Length of stay in 1b [ COITY Inside Limits
B - R -
5 TOWN SPIQ/A/G-F’C‘—» TOWN SP/@/IV&F/CLD v-.k Ne O
c. FULL NAME OF (If NOT in hospital, give location) inside Limits d. STREET {If cutside, give location) Reside on Farm
""_" HOSPITAL Ok ADDRESS
< wstution /M e f O0SPITAL Yos g No D) ALSE /'/, AaAmSey | 0 nejx
ER (!rlAME OF DE,CEASED First Middle Last 4, DOATE Month Day Yaor
ype or print . F
HARLES Lreqzeare | sw Ade. 7, 196/
5. SEX 6. CPLOR OR RACE 7. Maerried [J  Naver Married [ |8. DATE OF BIRTH | 9- AGE {last birthday) [ IF UNDER 1 YEAR _IF UNDER 24 HR
wid Divarced Maonths | Days Hours Min,
/MALE HITE dowetpk, vl O |24 Sgu. /850 81
10a, USUAL QCCUPATION (Give kind of work done ] 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country} | 12. CITIZEN OF WHAT COUNTRY
uring most of working life, even if retired)
Ev/RED s sovey Js A
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
LiterAam BReAZEALE | liara FrEcDEN LECEAQASE D
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16, SOCIAL SECURITY NO. 17, INFORMANT Address
{Yas, no gpop’unknawn) | {If yes, give yarsor dates of service) A/
ya -l A75 Yo w s |Niva faoc (”“'Ué““’ék) M ﬂ-ﬁod&./v{o
[ 18. CAUSE OF DEATH (Entor only one cause per line for {a), (b), and [c). T INTERVAL BETWEEN -
E PART |. DEATH WAS CAUSED BY: ( 4 ONSET AND DEATH
o z IMMEDIATE CAUSE (a) (=& AMERAL/IZED RTER/IOIcLERCOS, S
o QO
Q
X o Conditions, if any, DUE TO {b)
- which gave rise to
‘£ above cause (a),
= ststing the under-
lying cause last. DUE TO {c)
z PART 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING YO DEATH but not related to the terminal PART 1. if deceased woas female was
=4 disease condition given in PART | (a) . there a pregnancy in last 90 days.
g I U
g UrivarY TRAcT IyrecTion ~ URemia [Cve [ O N [T unknown
= 19. WAS AUTCOPSY 20a, ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART 1 or PART 1) of item 18.)
3 PERFQRMED? @] a ]
o YES {1 NOO
- .
& 1720 TIME OF  Hou Manth, Day, Year
S INJURY a.m.
g p-m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (a.g., in or about home, | 20f. CHY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [J tarm, factory, strees, office bidg., etc.)
NOT WHILE AT WORK 3
ol .
E 21. | attended the deceased from S g b 1o, Y b .1 -~ b_’_.and last saw i alive on S ~q~ %) {
o Death occurred at. ' 3 55 s m on the date stated above, and to the best of my knowledge, from the causes stated,
= P | proy
8 & 2. /SMGNATYRE Aj {Degree or title) 2%b. ADDRESS 1711 &5 BooNV/IL L& 22¢. DATE SIGNED
pa . -
|5 S :L"""'W-*‘-v— ABA, M-A Speverreld, MO- 5-7-6]
ﬁ Fo. BURIAL, CREMATION, | 23b. DATE AME OF CEMETERY OR CREMATORY 23d. LOCATION (City, Jown, or county) (State)
lo ) REMOVAL (Specify} _ = 12 é
& cl Bogerat | 8-9-61 TTERSon CEME. | CREEVE logyTyY, Mo,
= < 24, FUNERAL DIRECTOR * | ADDRESS 25. DATE RECD. BY LOCAL REG. 26 yRAR'S SIthURE I
i > - ‘6
= 5| Kh/nvGewVERS SPero. Mo | F 40— &f : .

e g <IN

{Licensed Embalmers Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

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

or by T : V. : __,'Student Embalmer No.

working under my personal supervision.

Student Signed %& ’A/Q W

Signature of Student Embalmer
Licensed Embalmer Nao. 4 éé' /

4

- No're 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}.
L P If embalmed by a STUDENT, he also shall sign in his OWN handwriting. ._

L o
. i i

‘4 . If this body is not embalmed, fact should be so stated above.

;;Vi"o‘ e . - - ,) . . ..~ o




