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G UNFADING BLACK INE—MAEKE A PERMANENT RECORD

WRITE PLAINLY—USIN

AILED OCT 14 1949

BIRTH NO.

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

" mEe. DIST. Wo. ol 2 7 PRIMARY REG. DIST. no.iz,ﬁ Registrar's Nowibudd. P

31134 -

Stote File No

“H Hne for (a), {b), and (c)

‘|| o beart failure, asthenia,

DIRECTLY LEADING TO DEATH®(q)

ANTECEDENT CAUSES

AMorbid conditions, if any, giting DUE TO (b)
rise to the above cause {a} stating - .
the underlying cause lost.

*This does not mean
the mode of dying, such

e, It mecns the dis-

case, injury, or compli DUE TO (c}

i. PLACE OF DEATH 2, USUAL RESIDENCE (Whers decoused lived. If insthution:. residence befors
8. COUNTY /'(‘a N TE a. STATE Mo, b. COUNTY ;,..u adimloston).
b. ccl,‘gv (I outeids corpurats limits, writse RURAL and grs & ALYENGTH DEF c. CITY (if outalde corporate limite, write BURAL and give townahip) U

. {ln this place) .
oK irie — Mar 1oy TN2 G Gygs | Toun Jhexsoy Tiwe >
d. Fll:IIOLIS-P?"!"AARIq.EOoRF (If not iz hospital or institation, give street address or location) d-AsérgREErss (if reral, give location} ) ’ U
P .
INSTITUTION. / % 707, Yo/ CE//02 L 10 iy M/ S apxg Holiipay Mo,

3. NAME OF . (First, b. (Midd} . (Last
DECEASED s (First) alade) o (e 4 DATE  (Montd)  (Dey) (Year)
(Tvpeor rint) A NN E S VINCENT v D7 Z /TS T

S. SEX 6. COLOR OR RACE | 7. x&%ﬁg_ gls\\fggcgsnmm. 8. DATE OF BIRTH 9.:‘?5_11:. years| I R 3 TER | ¥ Getn u s

., {Bpacily) ; 0 Dayy L Hours | Min.
Femmeed Wrer re co 1 |_Jan 7 IEFo 27 ' 23 |
10a. USUAL OCCUPATION (Civekindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Btate or forelgn ovuntry) 12, CITIZEN OF WHAT
done during most of wor] UUfs, wvan if retired} DUSTRY COUNTRY?
1. e MO USA,
13a. FATHER'S NAME 13b, MOTHER"S MAIDEN NAME 14. WAME OF HUSBAND OR WIFE
GEORGE AMICK | Manry CooPER _ |Jo . CEN
15, WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. FORMANT"5 SIGNATURE OR NAME ADDRESS
{Yes, no, or unknown) | (If yes, slve war or dates of sorvice) NO. W F '7
N O NONME 4 oy 1AM, e,
8. CAUSE OF DEATH CAL CEBTIFICATION " 7| NTERVAL BETWEEN
. Enter only onecauseper | 1. DISEASE OR CONDITION

ONSET :HD 3’!’"
224

1. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death but not
related to the diseare or condition causing death.

tion which coused death,

L/}? /'l

19s.  DATE OF OPERA- | 19b. MAJOR F-INDINGS OF OPERATION 20, AUTOPSY?
TION
, _ , ves 1 wo (]
21a. ACCIDENT {Bpacify) 21b. PLACE OF INJURY (vx.,inorabout | 2lc.-(CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE bome, farm, fastory, streat, ofes bldg., s10)
HOMICIDE
219. T"IgE (Moayth) (Day) (Year) (Hoar) 21a. INJURY OCCURRED | 2if. HOW DID [INJURY OCCUR?
WHILE AT[—] NOT WHILE
INJURY o | "work L] 'ar work

18.

" e B2 2

P it "
ended the deceased frméﬂg_‘&, 14, tmaf\m# that T last saw the deceased

" and that death eceurdéd ot PENS" D m., from the causes and on the date stated above.

{Degree or title)

%@NAWRE
Lo 20

M. D,

23b. ADDRESS 8c. DATE SIGNED

Faers,. Ma 10 -3 -G

Vi
.
24b. DATE

10-%-#54 %

284, BURIAL. CREMA-

4c, NAME OF CEMETERY OR CREMATCRY

24d.- LOCATION (Oity, town, or county) - {Btate)

b <% 42, 754 BETHEL . CEM. HoLrlipay, Mo,
DATE RECD BY LOCAL | REGISTRAR'S SIGNATURE 2_(;?. =. FZAL DIRECFOR' S S| GNATUR AbORESS,
T (licensed Embelmer's S &t oo R Side)




RECEIVED 00T 1o my
District Health Officar N

Dot Fikd ...Q_C._IM::::

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 _b:,-__.......,-..j...

................................................................................. Student Embalmer No.

working under my personal supervision.

SEUABNT cvuenseocecanbcoeannssosssssssssssnos Signei‘........%zud/_
Student Embalmer ’

Licensed Embalmer No 9 Poc

P. O. Address.. pParig, Missourl.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITH‘JG (Failure to comply
the above constitutes grounds for revocation of license.) ’

-

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




