. No, 300
10.48

9’@____

N

\

*,

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

5

N

HUED SEP 17 1945
. REG. DIST. m._Lﬁ_

' BIRTH, MO

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

30290,
368‘?

State File No........

PRIMARY REG. DIST. NO. .A_..L Kegistrar's No

L e |
15. WAS DE! £D EVER IN U5, ARMED FORCES?

(Yow, no.or unknown) | (Il yes. xive war or dstes of service)

16. SOCIAL SECURITY
NO.

¥ PLACE OF DEATH 2. USUAL RESIDENCE (Wbm o d lived. 1f instl id befats
a. COUNTY a. STATE b. COUNTY adinimion),
Jackgor - L
b. CITY (If guteide corpurate limite, write RURAL and give ¢. LENGTH OF c. CITY (If ouwide corporate limits, write EURAL and give township) R
OR ‘g township)| STAY (in thie place} T gvl\}N i ,0
y  TOWN 20 Yre Ko ;
d. FULL NAME OF (If not in hoapital or jnstitution. give sirect nddrem or loeatlon) d. STREET (If raral, give losation) I A O
HOSPITAL © ADDRESS
INSTITOTION 20 99th & Blus River Dr |
3. NAME OF 8, (First b. (Mliddle) ' c. (Last)
DECEASED (First) ¢ } 4. DATE (Month)  (Dey)  (Year) \
(Typeor Print) Mr'ss  Vonle ; GREER 8-25-49
5. SEX (6. COLOR QR RACE { 7. MARRIED, NEVER MARRJED, 8, DATE OF BIRTH 9. AGE (Io years| ¥ UMDER [ TEAR | & UNDER u mas,
. WIDOWED, DIVORCED (§pecify) last birthday) Mnnthll Days | Houm | Mio.
al White owed | unknown |
10a. USUAL OCCUPATION ((iive kind of work | 10b. KIND OF BUSINESS OR IN- 117 BIRTHPLACE (Btate or torelgn sountry) 12, CITIZEN OF WHAT
dona during mmc('nrklnl e, evon If retired) DUSTRY COUNTRY?
Housew At Home Unknown: VoSl
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 4. NAME [OF HUSBAND OR WIFE

Earl Greer
17. INFORMANT'S SIGNATURE OR NAME

ADDRESS

__None None None
19. CAUSE OF DEATH
. Enter only cnecsusaper | 1. DISEASE OR CONDITION

Iine for (a}, (b}, and (¢} DIRECTLY LEADING TO DEATH® ()

ANTECEDENT CAUSES

Morbld conditions, if any, giving DUE TO (b)
rise {0 the above caute {a) stating
the underlying couae last.

*This does not mean
the mode of dying, such
as heart failtire, asthenia,

ete. It meeny the dip-
¢ _DUE TO (0)

Mr = .raa: R, Horwart Ericson Kansasg
MEDICAL CERTIFICATION P INTERVAL BETWEEN

OMSETY ANE DEATH

case, infury, or lica-

tion which coused death. | 1, OTHER SIGNIFICANT CONDITIONS™ . -
Ovnditions contributing to the death but not - ﬂ ; a 'ﬂit ( 7,‘&‘-—;
related Lo the disease or condition causing death. m&_ ﬁ
19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION . : ' ' D ‘ 20. AUTOPSY?
TION ‘_{ ?. | A
. . YES NO
21a. ACCIDENT (Specily) 21b, PLACE OF INJURY {o.g..inorabont | 2lc. (CITY, TOWN. OR TOWNSHIP) (COUNTY) {STATE)
SUICIDE boms, farm, faotary, streat, ofoe bldg., st0.) .- -
HOMICIDE
21d. TIME {Month) (Day) (Yeer) (Houn [ 2le. INJURY OCCURRED | 2i. HOW DID INJURY OCCUR?
oF JWHILE AT NOT WHILE
INJURY WORK AT WORK

2. I hereby certify -tha't I attended the deceased from
alive on Gand that de';lh occurred at

s

19# to _F=- P&, 19# that I last saw the deceased

% ., from the causes and on {he date steted above.

B 7?5;9 Z \(Degnn 01'30)

*23b, ADDRESS . : ; E Z3c. DATE SIGNED

I 24c, I\MAE OF CEMETERY ORC E_MA ORY

&-26-v9
24d. LOCATION (City; town, ar county)

(5ate)
~ ) ’ . t N
5. FUNERAL E.#ECTOI' 8 SIGNATURE 5 ADDRESS

i‘raneé-wormn Funeral Home

(Licensed Embaltmet’s Statement on' Reverae Side)




STATEMENT BY LICENSED EMBALMER

name is recorded on the reverse side of this certificate was embalmed by me, or by —— oo

m@/“f ......... tudent Embaimer No. ¢ ? <

Student

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 bodyAin not embalmed, fact should be so stated above.




