.5, No.300

EV.

10.48

’ FILED SEP

THE DIVISION OF HEALTH OF MISSOURI
17 1943 STANDARD CERTIFICATE OF DEATH Sraie Fite ~o30062

REG. DIST. MO. éﬂi PRIMARY REG. DIST. wo. /000 2 Rzgi:l'rar'.t No. _365‘3

'BIRTH WO.
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where dacoased lived. If lostipution: reaidence befo:
a. COUNTY e . a. STATE b. COUNTY dmulIo
Ackso W, A4l

b, CITY (I cutsids cor

T3w~ KAawvsas City

uittate limits, writs RURAL and give

¢. LENGTH OF ¢. CITY (if.ouuide corporam limits, write RURAL snd give woship) ¢
townuhip) OR 6‘7 \._‘//

el b . AR ASAS e d

line for {m), (b), and (c)

*This does not mean
the mode of dyring, such
a# heart follure, asthenia,
e, t ‘meanae the diy-
-ease, Infury, or complica-
tion which caused death.

. FULL NAME OF (If not in hospital or Institation, iin nl.r.at sd\!r—l g loeation) 1, give loc;tlon) ,3 7
HOSPITAL OR ADDR£$ '7
INSTITUTION 44744 £ /O 7 / Y4 ?Zﬂ ~ ’
3. NAME OF . (First b. (Midd] . (Last
DIAME OF o (Fist) D ( 7)’ . (Law) 4 DATE  (Month) (Day) _ (Year) /
(Typeor Printy L DWARR C — HCUFF DEATH & =5 7/7
5. SEX 6. COLORJOR RACE | 7. MARRIED. NEVER MARRIED. 8. DATE OF BIRTH 9. AGE (in yesrn| W UNGER 1 YEAR | I UNDER U HES,
WIDOWED, DIVORCED (Epecify) ] | / g ?- last bln(;?n Months , Days Homl Min.
IO: UEUAL OCCUPATION (Giweklad of work [ 10b. KIND OF BUSINESSD%?’_I_I‘N- “11. BIRTHPLACE (State or forelgn country) 2, CITI OF WHAT
one most of working I.UQ. oven if retired)
F T E . SHANEE Tocor/ /.a./a/a/_f ﬁ
13a. FATHER'S NAME 13b, MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR I‘IFE
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yvn . or ynknown) {If yeu, xive war or dates of servios) NO.
YE S Wopsp SRR CO'La-VLM.a o2 %’ Nl oo I
18. CAUSE OF DEATH A INTERVAL BETWEEN
| Enter only onecase per 1. DISEASE OR CONDITION ONSET AND DEATH

DIRECTLY LEADING TO DEATH* ()

ANTECEDENT CAUSES

Morbid conditions, if any, glring DUE TO (b} |
rise to the above couse (a} statiﬂa
‘the underlying cause last.

. DUE TO (g}

I, OTHER SIGNIFICANT CONDITIONS - P i .
Conditions contributing o the death but mot L/ ;) 3 /3
relafed Lo the disease or condition causing death.

19a. DATE OF OPEI%A-

e 1 A e o T ot

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

‘21a. ACCIDENT (Bpacity) zm‘ﬁ.‘n’ctﬁnmum (o.5..inorabout’ | 2lc. EElVTowu OR TOWNSHI (coum'v) (STATE)
SUICID bomae, larm, [actory.streot. office bldg.. a10.) . . .
ROMIGID 7447 i o

21d. TIME (Mouth) (Day) (Tear) (Hoan +| 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCURY

OF . . WHILEAT[™] NOT WHILE
INJURY = . m. | “work AT WORK o

22, I hereby certify that I attended the deceased from , 189 , lo , 19 , that I last saw the deceased
alive on , 19 and that death occurred at _________ m., from the causes and on the date stated above.

| 2. SIGNATURE ' H. Owens,COronedagre ortitle}) | 23b. ADDRESS / M Zic. DATE SIGNED

Wigrtdn. . (039 (B /7777 5—2(92.
#5. 24c. NAME OF‘cEMErERY OR CREMATORY ) Lotanou’(cu .town. oreounly) (5tath)_
& [99/4G | Leartn woers 7L AEELEm _/TAAS
DATE REC'D BY LOCAL | REG! R'S 5|GN‘TU_RE 25 FURERAL D RECTOI/ 3 SIGNATURE M ) RDDIESS )
FP. 2. - U SELEET S Crry

(Licensed Embalmet’s Statement. on Reverse Side)




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,b5{__—_

Student Embatmer No.

working under my personal supervision.

Student ]
Student Embalmer

Licenzed Embalmer No..... 2 \5-‘.4’ 0

P. O. Address ///@

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




