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WRITE PLAINLY—USING UNFADING BLACK INKE—MAKE A PERMANENT RECORD

"

o

FILED AUG 12 1949

' ®IRTH NO.

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. DISY. NO. 3é 7 ;RINMY REG. DIST. MmO, ﬁgz Registrar's No. ...

State File N025

1. PLACE OF DEATH

+ Os He

nCToV

!

2. USUAL, RESIDEN’CE (Where Jscoased lived. 1f institution: residence befora

a. STATE M b. COUNTW wision).

- b. CITY (It outside eorperate limits, writs RURAL and give

¢. LENGTH OF

. Cg";( (If outsjde eornont- Iimlh wtitea RURAL aud give township) ; //{)
TOWN )

. STAY b ce
TOWN z eON LE townghip) {in this place}

d. FULL NAME OF (If not in hospital or instisation, give strecl address or loaation) d. STREET (I rural, give location) e e
HOSPITAL OR m ADDRESS - L
INSTITUTION oWE MPeow & e /

3. NAME OF a. (First) b. (Middle) c. {Last) . DATE (Month)  (Day)
DECEASED . = - 7} e
(toeor i) BETTY JaAVE HYFF om AvsusT &~ /949

5, SEX / 5. COLOR OR RACE | 7. \wIAD%}%'!'Eg EWSECPESRRIED 8. DATE OF BIRTH 9. :.Gskt‘i;::)-n ;; u:::u ) 1B | o pmeR 6o

e - {Specily) t on Days { Hours | Bin.

Female ! jwa (e mag e JIFEEAS, 1‘72'/ |

10a. USUAL OCCUPATION (Givekisdof work | 10b. KIND OF BUSINESS OR IN- | t1. BIRTHPLACE {31ate or forelen wmmy) / 12, CITIZEN OF WHAT

dons during most of working lile, even if retired) DUSTRY COUNTRY
AOOSE W ¢ FE Noewe MicH.CAN U\Sﬂi
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF. HUSBAMD OR WIFE

BerT Arvotp Svy OFR | MarGreeT _Scoll | £&er HoFF

15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECUR;"IK 17. INFORMANT"' 5 SlGNATURE OR NAME ADDRESS

(Yea.no,orunknown) | (If yes, sive war or dates of servies) i, .

ol | (v sive waror den o vervion | ) G € 34, - L EZRA Hosf KF 7::?0M04L5 Mo

. Enter only onecause per

18, CAUSE OF DEATH

line {or {»), (b}, and (c}

*This does not meen
the mode of dying, such
as heavu’uﬂure. aslhema.
ete. It meona the dis-
eaz¢, tnjury, or complica-
tion which caused death.

I. DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH® 5

ANTECEDENT CAUSES

Mortid conditions, if any,

MEDICAL CERTIFICATION

oY

INTERVAL BETWEEN
ONSET ARD DEATH

?—.—-——.__

siving DUE TO () / W ﬂg/ M

rise {0 the cbore catise (a) :!u:mg

- the underlying cause last.

DUE TO (c)

(7 X

11. OTHER SIGNIFICANT CONDITIONS =~ -~

Conditions confributing to the death but nol
related Lo the disease or condition causing death,

1%a. DATE OF OP_IE_:IROAN- i9t. MAJOR FINDINGS OF OPERATION - 2. AUTO
. - ' - . YES NO
21a, ACCIDENT (Bpacily) 21b. PLACEQF INJURY (es..lnorabout | 2Ic, {(CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE bome, farm, factory. street, office bldg..me.) S N
HOMICIDE
219, TIME (Month) {Day) (Year) (Hour) 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
WHILE AT MOT WHILE,
INJURY . WORK MQRK

2. I hereby

1.9_95L and that de

{}  (Degres or title)

LA MF’Q

certify that I atlended the deceased from . 19_!£f_, lo IQ.‘LQ that 1 last saw the deceased
alwnon occusfld at _LL G 'm., from (hf causes and on the date staled above,

2Z3%. DATE SIGNED

Loy S- 4G

. ADD |

/ MW

IAIRL CREMA- 0. OATE [/ )/ 2ic. NAME OF CEMETERY OR CREMATORY -~ | 24d. LOCATION (ouy. mwn.oreoumy)- = (Statd)
& m“t"" Y7 L] | HofF CEMETERy | WASAINCTor Covly, MO
REC'D BY LOCAL 5 1’55' FUNERAL DIRECTOR' S SIGNATURE ‘AbpReSs

:as‘mm S SIGNAg

%- 7} {ﬁf

¢ L Cadlisre My .
m‘% —




*TGEIVED ¥-3-v9

% H s Hnalth Offi@ﬁl‘ R@uz-z
R - «tn File Number % ’i.f’.:..:::;:‘z’.

%\ I L l-iled..-..--....-

L

AW
4 v - Ea—
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 bymmermrenen ——
................. . Student Embalmer No.

working under my personal supervision.

SEUJBNY . iceisrsrnsemarnssssanansronacsanes Signed, = A S
Student hbalmer . ,/

. R . R Licensed Emba!mer No 1 ¥ ,z‘ !.!j ............... AU

P. O. Addressg_gdﬁ.ewi- ...

Note. The above MUST BE SIGNED BY THE LICENSED EMBALMER in lm OWN HANDWRITING. (Failm-e to comply with
the above constitutes: grounds for revocation of license.)

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




