MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HEALTH AND WELFARE 5 3 EILE
! Z 3 STATE FILE NUMBER
Ragistration District No, . __ ... L % rimary Regivtration District Ne. 33_0_.3_ !
b T WRITE AMENDED ry Reg 2 __Registrar's No. __ S £ ="

ofhuis sTUB I ED JANE 1954 -
1. PLACE OF DEATH . 2. RESIDENCE (wher- deceased lived. institlution: Residence before
a. COUNTY COUNTY

VS 300
Rev. 4/59

admission)

B. CITY (if outside corporate limirs, MWNSHIF only] Length of atay in 1b Inside Limits

18\!NN(°Q“‘:QRF {%M Yn[XNoD

¢. FULL Nm OF (tf NOT in hospital, give tocation) Inside Eimits d. STREET (If eutside, give locatian) Reside on Farm

ADDRESS 50/ g BA& voo D1 Mo A

3. NAME OF DECEASED First ¥ hd Middle Lasr 4. DAIE Month Day
{Typa or print)

'6
4435
3 F-¥

DATE AMENDED

Year

gRY BEWLE AVERY LiviwaSron | v /2 - 379- &3

5. SEX 6. COLOR OR RACE 7. morried (1 Never Married (] |8. DATE OF 8IRTH | 9- AGE (laat birthday} [IF UNDER 1 YEAR | IF UNDER 24 HR

?—: ) C 2 Widowed q’ Divorced [J 1-7-—4!73‘ ?L M;;tha 5“1_ H:u-.r|.4_ ML

10a. USUAL OCCUPATION [Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE {City and state or couniry) | 12. CITIZEN OF WHAT COUNTRY

during st of working difg, even if retired) .
‘M oA mo AS-A .
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NBOF HUSBAND CR WIFE :I
..j 15. WAS DECEASED Emﬂcﬁﬂ 16, SOCIAL URITY NO. .

Address

(Yes, no, or unknown) |(If yes, giva war or dates of service) *

18. CAUSE OF R:ATH {Enter only one came ;:Yr line for (a). (b}, and (c}. INTERVAL BETWEEN

T |. DEATH WAS CAUSED ESET ND DEATH
IMMEDIATE CAUSE (a) ! (2 & - £ - ?

Conditions, if sny, OUE TO (b)
which gave rise 1o
sbove cause (a),
stating the under-
lying causa las. DUE TQ (<)

PART 11. DOIPER SIGNITICANT CONDITIONS CONTRIBUTING TO DEATH but not teleted 10 the 1srminsd PART 1L If  decoased was  femele was
divesse condirion given in PART 1 (a) thera s pragnancy in last 90 deys.

l O Yeas LD No I O Unknown

19. WAS AUTOPSY | 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. [Enter nature of injury in PART | or PART Il of item 18.)
PERFORMED? 5 |- w] O m]
ves [0 NO o]

20¢, TIME OF Hour Month, Day, Year
INJURY s.m.
p.m.

20d. INJURY CCCURRED I0e. PLACE OF INJURY [e.g5., in or about home, | 204, CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK farm, factory, street, office bidg., etc.}
NOT WHILE _AT WORK O - a F

. her .
21. | attended the decessed fro 2= . to. ‘%Llnd last uw_hi,..plwo on_L%%_J
Death occurred n!‘__#:' « 4 H . m on the date itsted sbove, and 1o the best 9! my knowledfa, fr the causes slated.

22s. SIGNATU i 22b. ADQRE 22¢. DATE SIGNED

S
v
TION, ) . MATO! g LOCATION (Ci;, tawn, or caunty} ate)

v ngm ) (D
EMOVAL

-
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INSTEAD OF

AMENDMENTS ON THIS RECORD ARE A5 FOLLOWS

MEDICAL CERTIFICATION

USE BLACK INK
OR

TYPEWRITER RIBBON

SHOULD READ

25, DATE RECD. BY LOCAL REQ.

) 26, REGISTRAR'S SIGNATUR W £
FL SchaBrry Chi wrek, ol Jar). 4 T il nal B
{Li Ea,l 6 AN

BY AFFIDAVIT OF

ITEM NO.

on Revlln ice




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 Student Embalmer No.

working under my personal supervision.
) A ———
Student

Signature of Student Embalmer

Licensed Embalmer No.

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 handwrmng

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