THE DIVISION OF HEALTH OF MISSOURI & [0y - /2040 A,/

o ’ TUED SEP 20 1948  STANDARD CERTIFICATE OF DEATH sre Fie v 2B
!B!RTH NO. REG. DIST. NO. ‘ Q PRIMARY REG. DIST. MO, 360 l Reni.llrar': No. /6 ,

1, PLACE OF DEATH , 2. USUAL. RESlDENCE (Where Jdecorsed lived. 1 instituticn: midonm'bdon

‘ a. COUNTY a; ! . a STATEM . . b. COUNTY -.d.m;-‘lnn).

b. CITY (H outelds corpurate limits, write RURAL and give
OR L] townghi

W

o}

c. LENGTH OF || ¢ CITY (1t & corporate limits, writs EURAL acd give township) U
AY.Jinghie place) TgﬁN Zz Z g . ’

TOWN
¢. FULL NAME OF (If oot in hospital or institation, ‘give strect addross or lofdtion) d. STREET (f rum!, pive location) . W
HOSPITAL OR . ' ADDRESS
INSTITUTION 2 i M 32! Se |
3. NAME OF a. (First) (Midd ¢. (Last)
oecéAszD 7 P, (Mg : ‘. 03;5 (Month) (Dny) (Year)
{ T¥pe or Print) IMRBRS H-ZM \S,UYMJ DEATH = /2-/749
5. SEX 'Ef'COLOR OR RACE | 7. m[ARRIED NEVERQ:M IED/ 8. DATE OF BIRTH 9. !:GEl tIn ,.). ;; UNDER | TEAR | IF UNDEM 14 WS,
- t ¥ ] Days | Hours | Min,
Male/| / Whife MRRK e Koo . 2- 187/ 79" 1" 75 |
10a. USUAL OCCUPATION (Givekindofwork | 10b. KIND OF BUS[NBS OR N- | 11. BIRTHPLACE (Gtate or forelan eountry) 12. CITIZEN OF WHAT
meﬂn‘ma v if retired) % ‘ : DU?E ,-@ COUNTRY?
5"l'ct;{; Q!Sﬂ!io
l‘lSa. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. pAME OF HUSBAND OR WIFE
’ . . ] *
Mﬂ‘f/lﬂw H 'SIMQ . MHRV \S‘ aANC_ : ‘ZZIIAAA Qs
I5. WAS DECEASED EVER IN U’S. ARMED'FORCES? | 16. SOCIAL ﬁcURtTY 17 INFORMANT'S SiIGNATURE OR NAME ADDRESS
(Yes, Bo, sown) | (1 yed, give whr or'dates of sarvice) NO. 1 v ’
. H (ESTIIRRY A ¢ » X VIS /YaNC. : NDNE. y
1B, CAUSE OF DEATH B MEDICAL CERTIFICATION INTERVAL BETWEEN
| Enter only cneesuseper | 1. DISEASE OR CONDITION ONSET AND DEATH

1ine for (a), {b), and (0} DIRECTLY LEADING TO DEATH® ¢4y

N Y N d_6¢s Aot “mean .A!VITE!GEDENT,_CAUSES &Wﬁ
the mode of dying, such | Aforbid conditions, if any, giting DUE TO (b} :

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

_ax heart fafture, asthenia, mctotheabwecauu(a):mm,.-..- . e e U N
te. ";ilm;: a:h:,;;‘:_i . the underlying cauise last. A © : - - N - h T
ease, infury, or complica- DUE TO (c)
tion tohich caused death, | 1. OTHER SIGNIFICANT COHDITIONS f{
Conditions contributing to the death but aot ) Y
related to the disease or condition causing death,
192. DATE OF OPERA- | 190. MAIOR FINDINGS OF OPERATION . ~ *». * - - .U T e T 20, AUTOPSYT
TION
None e : ves L) o [B
21a. ACCIDENT * * “J(é',nu,')* "“S v 2i8: 'PLACEOFINJURY to.g.. inorabout | 2lc. (CITY, TOWN, OR TOWNSHIP) {COUNTY) . (STATE}
SUICIDE i bome, farm, faetory, strest, office bldg,.eto.) T T L
HOMICIDE
ZId.-ngE (Month} " (Day} ~ (Year) (Hour) 218, INJURY OCCURRED 21f. HOW DID INJURY OCCUR?
; - . ILEA NOT WHILE| - .
imnjury - None ORK | AT WORK N : : o
2T hereby cemfy that I attended the deceas fram Augus'b 271949 1 Septemberlk 49 that I last saw the dcccased
aliveon __Sept, 11 194_9_ death octurred at 12_.l5§.-m Jrom the causes and on the dale stated above.
23a. SIGNA (Degmeor Wb ADDRESS : 5. DATESIGNED
£ 6; ZMA .- - 117 E. Monroe, Yexico, Mol 9/12/49 |
BURIA MA-- 24b. DATE f&f {/ |MA\1E oF CEMEI’ERY OR CREMATORY _| 24d. LOCATION (ony. town, of county) . -- {Blate) -
. . ‘
| E " i !s .

DATE REC'D BY LOC.AL 'alsr ng SIGNSFURE |25 UNERILUIRECTOI 3 SIGHMATURE QDD.ESQ
1058 Slyneke 705 Maﬁi&

(Licensed E:#!mra Statemeut on Reverse Side) ™




' RECEIVED SEP 1 9 toes

. - . District. Hoalth Gﬂiezi?Nn._;G)
— "/
Dawit File Nﬁﬁ‘l TTTEIES

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 — o . —

- — . Student Embalmer No.

working under my personal supervision. ; ; ?
l.f
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If this body is not embalmed, fact should be so stated above. "\




