. No, 300
. 10.48

THE DIVISION OF HEALTH OF MISSOUR]

ALED OCT 3

BIRTH NO.

1943

REG. DIST. NO.

STANDARD CERTIFICATE OF DEATH

'm PRIMARY REG. DIST. LZ@. R:ga‘umr':Nc.....é:é..-..%ﬁm

State File No.... 299.1.1

1. PLACE OF DEATH 2] USUAL. RESIDENCE (Where damud uud If inathation: residence befors
> COUNTY a. sd:pimion),
" W Greene Co.Mo. " Esouri . Greensy lbpublin; ’,,,
b, CITY (I ogtofde corporate lmits, writs RURAL and give c. LERGTH OF ¢. CITY (1f outskde carporats limits, write BURAL and townahip}
. OR township)| STAY (in this place)
o Seorng yield o Republie, P g
d. FHOUS.PII‘JTAELEOGRF (1 gt Gdaapiial or Lasivation. wive stract addrem ot lowstion) || d. STREET (U raral, give locatlon)
stitotion  St. John's Hospital & ' Scuth-Main Street, ‘
3. NAME OF . (First b. (Middt e (Last i
DECEASED o : ¢ y, 9 4( ) | 4DATE  (Month) ' (Day)  (Yew) 2 /o
(Type or Print) CuwaRkLES - Py 14 DEATH deAl. 27 51
5, 5EX /"5. COLOR OR RACE | 7. mlkn%ﬁlég b[;IEJSSCRESRR!ED.) 8. DATE OF BIRTH 9, AGE (In n;.n ;T |D'.mn ¥ CMDEN M KRS,
. . DIV (Bpacity, op! Hours | Mia
Mree | V¥mite agrice ¢ |april 5th 7878| 7L | |
lDa USUAL OCCUPATION (Givekind of work 10b. KIND OF BUSINESS OR_IN- | 11. BIRTHPLACE (Stata or forslas sountry) 12, CITIZEN OF WHAT
?Iutd- king lite, even if retired) DUSTRY . ' / COUNTRY?
Mer Groceryman Blair Nebraska -
13a. FATHER'S NAME 7 ' 13b, MOTHER'S MAIDEN NAME 4. NAME or HYSBAND OR WIFE
William Lamb, Martha Jackson. ] ‘MaudeFL.amb .
15. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' S IGNATURE _OR NAME 3 ADDRESS
(Yes, 5o, or unknown) | (I yes, xive war or dates of service) < No. I/ g [/ vl
No . . AW, AP AN o G s K Cour
18, CAUSE OF DEATH MEDICAL CERTIFICATION v INTERVAL BETWEEN
| Enter only oneceuse per | |- DISEASE OR CONDITION ONSET AND DEATH 1
_lhw for (a), (b, and (¢) DIRECTLY LEADING TO DEATH (&) e, - e
: ANTECEDENT CAUSES
*This does not mean J
Morbid conditions, if any, gising DUE TO (b) Caren 2.7 )

the mode of dying, such
as bearl feflure, axthends,
de. It means the dis-
case, infury, or complica-

the underlying cause lesd.

rise to the above caure {a) slating-

DUE TO (]

_H:;.{,LLhnﬁlbh ; & ﬁgcmgngerofls

A3 %
7

tion which caused death, | 11. OTHER SIGNIFICANT CONDITIONS )
Conditions contribuding to the death but 2 . T —
- reloted to the disease or condition cauring dcdb [r 45 l&\rq €.¢ G‘!'Q.e.\f" [ . LC‘FT ch'll | 2&1}“&&
19a. DATE OF OPERA. | 19b. MAJOR FINDINGS OF OPERATION 4 ’ 2. AUTOPSY?
TICN
"o . ves [1 wo L]
21a. ACCIDENT (Bpeeily) 21b. PLACEOF INJURY (es..inorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE bome, farm, [agtory, strest, offics bldg..e10.)
HOMICIDE , :
21d. TIME (Moxath) {(Day} (Yaar} (Hour) 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
oF - WHILEAT ] NOT WHILE
INJURY = | woRK AT WORK

2.1 hereby cerufy that I attended the dececud jrom ZLlo0 27

M%Mﬁ that I last saw the deceased

WRITE PLAINLY—USING UNFADING BLACK INE—MAEKE A PERMANENT RECOR\J‘)-.&_._&

alive on . 19 %44, -and that eath occurred at L2L3 S“Jh., from ihe causes and on the date siated above,
2. SI éJ (Degmaor title) | 23b. Aonnss §3¢ 77“,@ A#T5 B/l Bc. DATE SiGN
g W Spring A0, 2% J G
ﬁﬂ;“l“ CREMA- 24b. DATE | 24c. MVI OF EI'ERY OR-CREMANFORY .| 24d. LOCATION (Qity, town, of coumty), -  (State)
q 2'1 H M b ’ ‘ e LA A . Ly A
DATE REC'D BY LOCAL REQIST o ; Dlll CTOR" 3 51GMATURE ’ ADORESS -~ T
- i/ 17 (4"
[O‘—'“LFﬁ? e £ = '__"____‘Lﬁ//:' ’{ M -j-lm“-_ £ &4
& A d Enfhalme’y B Side) ~ . 7




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, 01 byammmmrrmn- —

Student Embalmer Mo,

working under my personal supervision.

StUdent sauisenrireserananans Signed /? & // LAt Vet Crag -

S5tudent Embaimer

Licensed Embalme%o 6 }g A

P. O. Address_{ Lc.tor. _%

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRI
the above constitutes grounds for revocation of license.)

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

2 e
G. (Failure to comply with




