MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH 67 0039191

DEF'AHTMENT OF PUSBLIC HEALTH AND WE.L.F'AF(

STATE FILE NUMBER
DO NOT WRITE AMENDED Registration District No, _______ _

ON THIS STUB . ULCT 20 3,4cme
1. PLACE OFEDE% TSN Iab/ 2. USUAL RESIDENCE (Where deceased lived, 1f institution: Residence before
' a. STATE b. COUNTY dmission)
vs 300 enry /issoun’ Henay ==

Rev. 4/59 14108 corpurate limife, aive TOWNS_}-/LI-B-onIy) Length of stay in 1b <. CITY Tnside Limite

/ 'f'“"TN’ /t?vedﬂs Tgwufeu gal- C‘ '5!"—£ e Yes O Nox

c. FULL NAMEFOF {If NOT in hospital, give location) Irkide Limits d. STREET (If cutside, give location} Reside on Farm

INSTITUT'I.ONRC‘Q' -5 '-""'!o arth: _f'[;!‘ldv 7 |Y=D Noy A/:-DDEESSI 7- a'ﬂ-l_dﬂ }2me Yes [ Nox

3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year

{Type or print) #CRP’IQ— qubeT’A FCN”QR” DEATH Oclober. 2/, 7 ? &7

5. SEX 6. COLOR OR RACE 7. Married 3 Never Married [J |8. DATE OF BIRTH | 9 AGE (last birthday} |IF UNDER 1 YEAR [ IF UNDER 24 HR

Ad Widowaed Divorced Months | Days Hours—[ Min.
_Feriale CAue. dowed 0 2/23/190% 6§
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY] T1. BIRTHPLACE [City and state or country) | 12. CITIZEN OF WHAT CGUNTRY

during.most of ng life, even if retired) . - .
w o Buswen | IdesTaranT” T lwan kee boisconsint .S A.

3a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

T “Baumwan Wrlorowsn avey Fenvern

15, WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. | I17. INFORMANT 7 address

{Yes, Wamknown) {If yes, give war or dates of servi:e].;& —10 - ?7 11’ 44 'cy@ﬂeﬂ” Qufd(. - d"ﬂ-;_o—ﬂ

18. CAUSE OFPREATH {Enter only one cauvse pe\: line for {a), {k}, and {c). INTERVAL BETWEEN

DATE AMENDED

204028

RT k. DEATH WAS CAUSED BY: M - bg; ONSET AND DEATH
IMMEDIATE CAUSE (a) &L\ ¢ Wmﬂ / JM*C«ZQ,_'~ Lo

DOCUMENT

Conditions, if any, DUE TC (b) W %MC%Z@:;& S—?’/g(/'j(;/é;ﬁ % pﬁ%{ Ung .

which gave rise to
ahove cause (a),
stating the wnder- - R
lying cause last, DUE TO {c)

PART 1, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQO DEATH but not related to the terminal PART 1), ¥ deceased was female was
disease condition givelj in PART [ (a) . there a pregnancy in last $0 days,

O Yes l O Ne | [] Unknown
19. WAS AUTOPSY ' 20a. ACC&?ENT SUI%DE HOMD|C|DE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART 1! of item i8.)

e

PERFORMED
YES 1 NO

20c. TIME OF Hour Manth, Day, Year
{NJURY a.m.
p.m.

20d. INJURY OCCURRED 20e, PLACE OF INJURY {(e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY

WHILE AT WORK [ farm, factory, street, office bldg., etc.)
NOT WHILE AT WORK [}

A
2. | attended the deceased from. /0/‘4 [7 d 1. M) and last saw !F:Tr:n alive an / o—/ 2 ""'é 7

£ ; .
Death occurred at 5 ‘3 o P- M on the date stated above, and to the best of my knowledge, from the causes stated.

T il KA el [T ol oy 1%

23a. BURIAL, EREMATION, | 23b. DI}TF_ L 23c. NAM50F CEMETERY OR CREMATORY 23d, LOCATION {City, town, or county) (State)

: ﬁ:ovm {Specify) O___ o QTER V C L,N m . /7/‘340@1.
24. FUNERAL D|RECTOR ADDRESS 25. DATE RECD. BY LDCAL REG. y 26. REGlSYR'AR'S SIGNATURE .
(?EMC alsﬁ‘dpeugm(o« ]70 ] 2T/ 7€ WM%

(Licensed Embalmer’s Statement on Reverse Side)

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF o

MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.

s




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.
o

working under my personal supervision.
X 1
Student Signed(’;? ? { Jl ft@b )}

Signature of Student Embalmer

Licensed Embalmer No.)

P. O. Address

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING, (Failure to comply
with. the above constitutes grounds for revocation of 1|cense) ‘

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.
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