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THE DIVISION OF HEALTH OF MISSOURY

STANDARD CERTIFICATE OF DEATH

58-019345

STATE FILE NUMBER
Regnstrar s No. ,___-.____[_.__..__....,..

. PLACE OF DEATH

2. USUAL RESIDENCE (Whore deceased lived.

If institution: Re:égence,br‘u
. COUNTY o. STATE b . admi ssi
. 300 @ s r ﬂd“m A ﬂ 4
1-57 . ClTY (b outside corporate Luffits, give TOWNSHIP only) c. CITY ' - eP - Inside Limits
- 3 ’ e g C
OR T8VRIN L Yes{ A Mo |
. Length of stay in 1b d. STREET {If cutside, give location) Resids on Farm
HOSPITAL OR ADDRESS " Yes[] N B
INSTITUTION , es o
. NAME OF DECEASED First Middle Last Day Year

(Type or print)

JPMES

FRANALI

KENICK

DETT“MHY 20 195~

& COLOR OR RACE

WIDOWED [

7 MARRIED R HEVER MARRIED[ ]

8. DATE OF BIRTH
12,1877

9. AGE (in yeors JF’UNDER i YEAR| IF UNDER 24 HRS.

Hours l Min.

DUSTRY

7 13b.

15. WAS DECEASED EYER IN U. 5. ARMED FORCES?
{Yes. no, or unknawn)| (IF yes, give war or dates of service)

10b. KIND OF BUSINESS OR

11. BIRTHPLACE (Ci" and state or country)

b /4

12. CITIZEN OF WHAT COUNTRY?

U . 5-2.

HER*S MAIDEN NAME

16. SOCIAL SECURITY §O.

2Zpenn—

18. CAUSE OF DEATH (Enter only one cause per

PART |. DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)

e for {a), (b), and

17. INF T

. NAME OF HUSBAND OR WIFE

INTERYAL BETWEEN
ONFET AN

Conditions, if ony, DUE TO (b}
which gave rise to
< obove couss (a),
stating the under-
lying cause lost. DUE TO (c)

PART il, OTHE

20a. ACCIDENT  SUICIDE

NIFICANT CONDITIONS CONTRIBUTING TO DEATH b;“: r:lu':d rrthn thrminal diseass conditien given in PART | (o}
Y, . z : e F

19. WAS AUTOPSY

PERFORMED?
YES[] NO g

DESCRIBE HOW M{IURY OCCURRED. (Wu nature of injury in PART | or PART Il of item 18.)

(] O
20c. TIME OF .Hour Month, Day, Yeor
INJURY a.m.
p.m.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

20d. INJURY OCCURRED
WHILE AT NOT WHILE
AT WORK

O

20e. PLACE OF INJURY (e.g
farm, factery, sireet, olhcn bldg , otc.)

20t CITY, TOWN, OR LOCATION

STATE

2}. I attended the deceased frem

Death accurred at

ond last iawmuliveon é - l i - 5 a

la s - £}. mon the date stated above; and to the bast of my knawledge, from the causes stated.

Uocter, corones, atc. muat use only stoandard nomenclature in tem 1d. No symploms will be listed.
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BURIAL, CREMATION,] 23b. DATE

REMOVAL ¢ pecify)

ok erh A, L2 Chet,

FUNERAL DIRE

DD
2UEST- L) L‘éméuwcmc ﬂomé

ReceHAMppN d ppsson! o ¢/

{Degree or title)
2

22b. ADD)

23: NAME OF CEMETERY OR CREMATORY

n\”-c

(ALt arsad Embolmer’s Slllmnt on Reverse Sld-sr

25- DATE RECD B "' REG.

Y- /195 ¢

22¢. DATE SIGNED

5-20-5¥

M : Z/& .
23d. LOCATIQN {CityAown, or caunty)

26. REGISTRAR'SGIGNATURE

{Stare)
L]
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. _ g5sl 0% NAP

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
by me, or by

L e L T T T T T S T T T T T Y

working under my personal supervision.

Student e aeeaas
Signature of Student Embalmer

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 handwriting.

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




