THE DIVISION OF HEALTH Or MISSOUNI

5. Mo,300 ' CE -
o2 ALED JUN10 1949  STANDARD CERTIFICATE OF DEATH state File Mo AP IAE
BIRTH m REE. DIST. NO. _/ E 2 . . PRIMARY REG. DIST. ‘KO. /00'2— Repistrar's No......... g .g.g.;;m..
1. PLACE OF DEATH . 2. USUAL RESIDENCE (Whers detessed Hred. If institution: residence befors
a. COUNTY a. STA b. COUNTY acloimion),
dAe kK Soe~ " oo nchrSo—\/CI'v
b. CITY (1 outeide corporate limits, write RURAL and xive c. LENGTH OF e CITY (1t wuld- ootparate Limits, write RURAL aad glve township) !
townahip)| STAY tla thia ptace) OR go
W Hansas C.ry o YRS || ™ Kamcas Ciry ‘3
d. FULL NAME OF (1f not in hoapital or luai{;mua wive atreot sddrese’or loca d. STREET (I rumat. ghve location) ¢
HOSPITAL rd ADDRESS J— &
INSTITUTION JRiNiTY Lurhceany HoipiTa DIY F 3Y¥Tre Irpeaecr
SI';E%'EESOEE a. (First) b. (ltdidd.le) ¢. (Last) , 4. Ds}'g (Month) (Day)  (Year)
{Twpe or Print) James - Corsrii DEATH  /MRY 2a [ILI
6. COLOR OR RACE | 7. mﬁ)%ﬁ%g fé!lf‘\fgschégRglEi%) 8. DATE OF BIRTH 9. AGE&&::’;)-" ;: IJE: IDm ;m u HE.
. (Bpaelly . 0B ays ours | Min.
m ) w SiwetE € | Nov. o, 197951 69 | |
10a. USUAL OCCUPATION (Giwakindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLLACE (Btate or forslga eountry) 12. CITIZEN OF WHAT
done during most of working iifa. wvan If retired) - . DUSTR COUNTRY?
SaLES Real £sraTe IRELR & D 4 /.8 . A
138, FATHER S MAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Thomas E~vis |Avy MEponu ~ NONE
15. WAS DECEASED EVER IN U.5,ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' 5 SIGNATURE OR NAME ADDRESS
(Yos. no. or unknown) | (If yes, xive war or dates of service) ’ A NO.
roxa) . FRANK LEnwnis 3237 SelfounTain

18, CAUSE OF DEATH ’ MEDICAL CERTIFICATION INTERVAL BETWEEN

ONSET AND DEATH
| Enter nly onecsuseper | 1. DISEASE OR CONDITION . @ .
\ime for (@), (0. and (@) | DIRECTLY LEADING TO DEATH® () GRJMMA.L QA(MJ"‘\A (0N Carnd '

«Thir dots met mean | ANTECEDENT CAUSES e D = rr“ ! 0 ojes
the mode of dying, such | Aorbi2 conditions, if any, giring DUE TO (b) U-- *—‘a‘u“-! \
af beart fofltire, asthenia, | rise to the above cause (o) staling . J ) .
de. It means the dis. | he uRderlying cause last. M QM (?‘

- DUE TO {¢)

case, nfury, or P :
tion tohich caused death, | 1. OTHER SIGNIFICANT CONDITIONS
Conditions contributing Lo the death but not . ,5/\}\
related to the disease or condition causing deald. a N
192. DATE OF OPERA- | 190, MAJOR FINDINGS OF OPERATION (WA ' 20. AUTOPSY?
TiOH
ves O wo
2%a. ACCIDENT (Bpeciiy) 21b. PLACEOF INJURY (s.g.. inorabomt | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE boma, farm, (nctory, strest, office bldg. e1a.) - .
HOMICIDE : .
21d. TIME {Month): (Dsy) (Year) (Hour) 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
” - WHILE AT NO‘I’ WHILE
INJURY m. WORK

2. I hereby certify that I auended the deceased from Mﬁﬂ&}w—w ., 18 , that I last saw the deceased
alive on o, and that death occurred-at—————wr—from the causes and on the date stated above.

23, SIG RE ¢ m (Demnor ile) D.ADDRES 23:. DATE SIGNED

WRITE PLAINLY—USING UNFADING BLACK INK—MAEKE A PERMANENT RECORD

%adﬂat‘%g¢.ﬂCREuA- 245, DATE 24c. M‘AE OF CEMETERY OR CREMATORY 24d. LOCATION (Oity, town, of county) (5tatey '
R (Epeaty) — - —_ .
DATE REC'D BY LOCAL | REG! R'S SIGNATURE 25. FURERAL DI RECTOR'S S1GNATURE RBDRESS
REG.
5»;§gg M._z./ St NnErmeCGlone %.C. e,

(Licensed Embaltmer’s Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

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

_____________________________ . R . Student Embalmer No.

working under my personal supervision,

SEUTENE veunsennnannervesnnes Signed......m._@ldﬂ_l.ad‘..._[\l- Q—CA—D

Student Embalmer -

Licensed Embalmer No:.‘?)%\g .............................
P. O. Address _[/l')/ G Fno

Note: The 2bove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply w
the above constitutes grounds for revocation of license.) *

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




