MISSOURI DIVISION OF HEAI.TH —STANDAR‘D CERTIFICATE OF DEATH N

DEPARTMENT OF FPUBLIC HEALTH AND WELPF 5 / 39/ STATE Fl- “NOTBER
DO NOT WRITE AMENDED Regisratian District No Z_,anurv Registration District No. _: _é_ L f——Registrar's No. >=_¢& 7 __J _ ..

ON THIS STUB =
2. USUAL (RESIDENCE {Where deceased llved. If institution: Residence before

a. STATE M 0 b. COUNTY -Q—i‘“ L 0 e a’miﬁon]

b. CITY {If ouhsigt corporate limirs. give TOWNSHIP only} Langth of stay in 1h c. CITY Inside Limity

LaYTod . |afses | S Ay doc K

M c. FULL NAME OF (if NOT in hoypital, give lofafion) /ruide Limits d. STREET (If curgde, give location) . | Reside on Farm
INETITUTION, ﬁj v ADDRESS / a] .| f
2‘/6 > ? / 74 a5 @, - o [ g OQ M Yes [1 No [
: T 7 —~

3 F-18 . A (l:AMEmOFr:E;‘.EASED / Firat [4 Middle Last 4, DéﬂFTE rMumh Day Yaar
e Lillie M2 e Muldrow beATH 12 17 1963

5. SEX 6. COLOR OR RACE 7. Moarrled [1  Never Married [J [8. DATE OF BIRTH | 9- AGE (last birthday} | IF UNDER 1 YEAR | IF UNDER 24 HR

Fa WZ e cob% Widowed [ Divorced D/ 2-"141 /gg 2 7 2_ Months l Days Hours M.

IWAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (Ciry gnd state or country) | 12. CITIZEN OF WHAT §0UN'IRY

iannc}:o‘lféf worki lg%n,éven if retired) ze /N %{q.‘ a '-S’

13a. EATHER'S NAME I3b MOTHER S MAIDEN NAME AME OF HUSBAND OR WIFE

A d(/;zc/cz 17 /nBe:‘ wﬁw [/ et te
15. WAS DECPASED EVER HN U.5. ARMED FORCES? 14 SOCIAY SECIIRITY MO : Z:A Z - Address
{Yes, no,Mgnown)I(ll Wbe war or dales of servi g.?p-‘_ 24 iZ? A o

18. CAUSE OF DEATH (Enter only one causa par line for {a], (B}, and [c]. INHERVAL BETWEEN
PART I. DEATH WAS CAUSED BY: , - OFfISET AND DEATH
IMMEDIATE CAUSE (a] &M Q«}W W 4-9 Z—\-q
p - 2
Conditions, If any,]  DUE TO (b} -2gAX" -dfp Sholee Obwltecaineiney & COrloss Con M 7 At

which gavae riws to
sbove cause (s)

stating the undar. é ) Z d 50(4.’7:

Iying cause last, DUE TO ic) )7‘” "‘(/W

PART 11, QTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but nor relmed 1o the terminal PART M), If decsssed was femole wasg
disease condition given in PART | {a) thete a pregnency in last 90 days.

I O Yes I !’No I O Unknown|

19. WAS AUTOPSY 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 11 of item 18.)
PERFORMED? m] a 0
YESO NON
20c. TIME OF Hour Month, Day, Year 2
INJURY am. - .
L v \
20d. INJURY OCCURRED 208. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK O farm, factory, street, office bidg., et¢.)
NOT WHILE AT WORK []

21. | anended the deceased ﬁnm__Nﬂ._l&’_m_, In_._.D.;ch last saw af,; alive on Dec hd 17’ 1963

9:1 p m on the date siated above, and to the best of my knowledge, from the csuses siated.
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Rev. 4/59
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MEDICAL CERTIFICATION

{Degres or title) 22b. ADDRESS 22:. DATE SIGNED

601 S. Bremtwood, Clayton, Mo. |/2- 2043
[#23b. DATE 23: NAM OF C RY OR C ORY 23d. LOCATION (City, town, or county) (Srare)
[A-237613 mZE\/ 0:‘?»(/ B@A’/{ Ly AA )/‘410

ADDRESS 25. DAIE RECD. BY LOCAL REG. [28. REG?(RAR'S SIGNATURE

/2 9‘3 -—é 3 QV‘ E ey ) ’A_ ﬁ——.
{ficensed Embalmer’'s Statement on Raverse Side} ‘ i K ‘/‘; /2 -

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




[EVRTRE e W b
- IR T

STATEMENT. BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded an the reverse side of this certificate was embalmed by m:‘e,

or by Student Embalmer No.

working under my personal supervision.

’ . 7
£ ﬂ’__/
Student o 3 : » m- 7—"4‘/1,,-\_’—’/1\"

Signature of Student Embalmar

.r_:_‘ : o ‘- ey Licensed E/m-Ba.lmer No. /%' 4 %(/7“
P. O. Address 1%'3 OB 7 Aempypatiyg a

~ TR TR P T £t Y
v Note: The" above”'MUST “BE SléNED--BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license).

- .lf embalmed by a STUDENT, he also shall sign in his OWN handwriting. _

If this body is not embalmed, fact should 'be so stated above: °




