MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH 15‘63—04650’?

DEPARTMENT OF PUBLIC HEALTH AND WELFARE
Reginration District N ji imary Regirtration Dictrict N -\5_00 f o N STATE FILE NUMBER
DO NOT WRITE AMENDED egistration District No, _________, rimary Regintration Disrict No. ———-Reg s No. - B e R ’

CON THIS STUB

1. PLACE OF DEATH . 2. USUAL RESIDENCE (Where deceassd lived. If institution: Residence before
a. COUNTY Sr docers a STATE  jz¢ b COUNTY [ 4 8ai0 6 adminion)
b. C(I)';Y {if cutside corporate limits, give TOWNSHIP anly} Length of stay in 1b c. CITY Inside Limits
OR
owN Do p‘gggs /0 8eys TowN P77 9 Ym B O

. FULL NAME OF (If NOT in hospital, gwe location} Inside Limjty d. STREET {If cunide, give focation) Reside on Farm
HOSPITAL OR ADDRESS

INSTITUTION éﬁﬂf?ﬁ wi e Yes [ Ne O Yes [J No

3 NANE OF DECEASED Firat Middln Lost 4 OATE Month Day Year
g OF prin

e HELEL Lawecrne PHuroocx oA Dec . JO /963

5. SEX 4. COLOR OR RACE 7. Married [0 _-Never Married [J [8. DATE OF BIRTH | 9- AGE {last birthday} | IF UNDER 1 YEAR | IF UNDER 24 HR
Widowed ﬂ/

LA CE Comt s PE bivereed 0 | 7z — Z_ ¢/ 79 Monthe | Doy [ Hours | Min.
10a. USUAL OCCUPATION {Give kind of work dene | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE {City and state or country} | 12. CITIZEN OF WHAT COUNTRY
during most of working life, even if retired) - - A .
MOASEL ] K E S&es /et Cowren L lec a5 A
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Feso £ Liwrences ey Kppsws  Lpoos -
15, WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. {17, INFORMANT Address

[Yes, ;‘c}g unknown),(lf yes, give war or datas of lgweé’ﬂC{; ﬂ’l’(lz cocs SJ')S- 0w f::l_m Z.ANE
18. CAUSE OF DEATH (Enter only one causa pe INTERVAL BETWEEN

v§ 300
Rev. 4/59

Woal

26
3/2%

TDATE AMENDED

v (e g e
PART I. DEATH WAS CAUSED BY: .‘a/ M QONSET AND DEATH
IMMEDIATE CAUSE [s) éf\ﬁb“- 4/4.«&&

4

Idoalilie B Snom— .

DOCUMENT

Condliions, if any, DUE TO {b)
which gave rize to
above cause (a),
stating the under-
lying cause |ast. DUE TO (¢)

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but nat related to the terminal PART 1. If decessed was female was
disease condition given in PART I (a) there & pregnancy in last 90 days.

’ ]_D Yeu ' ENo | O Unknown

19. WAS AUTOPSY |.20a, ACC)DENT 5UI1C:IIDE HOMDIC'IDE 20b, DESCRIBE HOW INJURY QCCURRED. {Enter nature of injury in PART | or PART Il of item i8.)
/i )

PERFORMED?
YES[] NO

20c. TIME OF Haur Maonth, Day, Year
INJURY am.
p.m.

20d. INJURY QCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK ] farm, factory, streer, office bldg., etc.)
NOT WHILE AT WORK []

21. | sttended the deceasad from / 7 yﬂ to /‘z //0 /6 3 and last saw ::__aliw on /i//d/é -3

Death otcurred at. é ?‘_——-—-5 ,/’ m on the date stated above, and ta the beit of my knowledge, from the causes stated.

o 2 o T e ] ATy Foete e Tl

23a. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATH {City, town, or county] (State)
REMOVAL (Specify) . . .
LERROVR L / z/ ‘< 3/ w3 Oirrmers AvE. Cemereney O7rdgess,  Tetsmors

24. FUNERAL DIRECTOR leTELBERGDEﬁtRBER 25. DATE RECD/BY Li L REG. | 26. ISTBAR'S SIGNATURE
. 20/ 3 * 24 %
L4 ['4

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.

COLONIAL CHAPEL
WEBSTER GROYES 18, MQlicensed Embalmer’s Statement on Reverss Side)




STATEMENT BY LICENSED EMBALMER

[ hereby cerfify that 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 i g

Signature of Student Embalmer

Licensed Embalmer No.__ Y% & 5

P. O. Address Ab '92 z;&m;

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING, (Failure to comply
with the above constitytes grounds for revocation of license). o

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. .




