MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

s .
-63-01
DEPARTMENT OF PUBLIC HEALTH AND WELFARE N -

~ STATE FILE NUMBER
NDED Registration District No, —— e 60 o ——Primary Registration District No. 6_2_.2_5__~Regi:ti-ar's No. _52__-______

1. ,ucémlﬁe MA" M IO 2. USUAL RESIDENCE (Where deceased lived. If institution:
. COUNTY Yermnomn 2 STATE ALD b. COUNTY Sy row
c. CITY

b. Cé'l;( (If outside corporate limits, give TOWNSHIP only) n .
TOWN ke vadda om 7 /D/oaé “on C‘/gﬂ
d. STREET

c. FULL NAME-OF (1f NOT in hospital, give Iocarlon)
/f _ADDRESS

HOSPITAL OR Stdfe dsﬁt‘

INSTITUTION-
3. NAME OF DECEASED Firat
{Type or print)

DO NOT WRITE
ON THIS 5TUB

Residenca before
admission)

VS5 300
Rev. 4/ 59

Length of stay-in 1b

-?D/m S,

Inside Limits

Yes l No'[]

Insida Limits
You [ No [

Reside on Farm

Yes [ No J@

(If outside, give location)

' Loso

IDATE AMENDED

Midd|e Last 4. DATE Month Day Year

2
3 >
4

veva.

Schrer]/z

.OF
DEATH

Afarch 2

17963

IF UNDER 24 HR

5. SEX

6. COLOR OR RACE 7. Married (] Nover Married Of

8. DATE OF BIRTH

9. AGE {last birthday) |IF UNDER I YEAR

Widowed []

Yemalk,| white

Divorced []

Min,

—

IR 50 Montha | "Days | Reurs

10a. USUAL OCCUPATION (Give kind of work done
during most of wovkinx'life, aven If retired}

rone .

106, KIND OF BUSINESS OR INDUSTRY

UL, BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY

not- Sovey co/sA

13a. FATHER'S NAME
#o fﬂ}@»mdfon

13b. MOTHER'S MAIDEN NAME
#10 1mYar matron

14, NAME OF HUSBAND OR WIFE

———

COArial CRMIDITY

‘5. WAS DECEASED EVER N U.5. ARMED FORCES> —
{Yes, no, or un‘k:own) 'ﬂi yes, give war of datss o

i7. INFORMANT Addrass

Aos/ofz‘q/ records

18. CAUSE OF DEATH (Enter only one :auu per line for {a), (b}, and {c).
“PART 1. DEATH WAS CAUSED

INTERVAL BETWEEN
ONSET AND DEATH

Arderrosc/eretie. froart ot sorse)
Brtero sc/ero Sr‘s’ﬁgeh />al/

[MMEDIATE CAUSE (a}

v

s

DOCUMENT

Conditions, if any,
which gave rite to
sbove couse (a),
stating the under-
lying cause last. DUE TO (c)

PART 1. QTHER SIGNIFICANTY CONDlTIOl\:S] CONTRIBUTING TO DEATH but not related to the terminal

ditesse condition given in PART
Afental AdeY,crency, Sereve deg-fae/

20a. ACCIDENT  SUICIDE HOMDICIDE N ESTRIBE HOW INJURY OCCURRED. (Erffer nature of
o m]

DUE TO {b)

——

PART [Il. If deceased was female _was
thera a pregnancy in last 90 days.

JT:]Y:-, B No ' [0 Unknown

njury in PART | or PART Il of jtem 18.). . |

19. WAS AUTOPSY
PERFORMED?
YES[1 NO

20c. TIME. OF
INJURY

Haur Month, Day, Year

am.
p.m. P

20d. INJURY CCCURRED 20¢. PLACE OF INJURY (e.g...in or about home, | 209. CITY, TOWN, OR LOCATIQN,,‘ “ COUNTY
WHILE AT WORK farm, factory, street, office bldg., etc.)

NOT WHILE AT W RK.‘[:]
/- &/ ta. = zz‘éand last uwhalwe on -’7/"5
/ IO/ A on the date stated above, snd to.the best af my knowledga, from the causes stated.
22b. ADDRESS

Ve vagda, O

23d. LOCATION (City, town, ar county)

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

d from

21. .| attendad the d
Death occurred et

22¢. DATE SIGNED

2243

Totate)

USE BLACK INK

22a. SIGNATURE E - gbogu‘ or titla).
232. BURIAL, CREMATION, 2367 DATE Q\E OF CEMETERY OR CREMATORY

REMOVAL {Spacify) :_2_ 3- (_’ ’ !)fh_e%l_.g_fd’

24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG.

oo fotiling CpplZio €F el 3-2

(Li Embalmer’s Staternent cn Reverse Side)

OR
TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




.—Si'ATEM!NT. BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on 1i\e reverse side of this certificate was embalmed by me,

or by : - - 3 +Student Embalmer No.

working under my personal supervision,

Student. | ) Signe‘d__:_&uﬁ_n—/ : Cf&—;%,?/i.

Signature of Student Embaimer’

Licensed Embalmer No 37 p otk

P.O. Addrass%@%y}w

Note: The above MUST -BE SIGNED BY THE LICENSED EMBALMER |n 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 handwrltmg

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




