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WRITE PLAINLY—USING UNFADING BLACK INE—MAEE 4 PERMANENT RECORD

HALEDOCT 13 1948

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

32152

State Fl.fc WOt g samagers oo

('
PRIMARY REG. DIST. NO. 1003 Rrgl.ﬂrar:Na 84 )~

" BIRTH NO. REG. DIST. NO.
1. PLACE OF DEATH ne 2. USUAL RESIDENCE (Where decoassd livad. If loatitution: reskionce belore
a. COUNTY a. STATE b. COUNTY ad.aimion),

Ma’ /)

¢, LENGTH- OF

b. CITY (I outside corpurate limits, write RURAL and give
STAY {in this place)

TOWN 5 /. Lou / S tommatic)

. CITY (lf oumside corporate limits, write RURAL aoJd dve township} .
7

d. FULL NAME OF (If pot in hmmui or institution, give strect addross or location)

STREET

ady,

o §F, fovis
4

WIDOWED, DIVORCED (Bpecify)
WiDowE O

—

FEMAAE/ WHTE

HOSPITAL OR N ADDRESS
iNstiturion QTATE Ho SPITAL A _ . /é 557215['2 FmﬁhWA ~
3 NAME OF a. (First) ' b. (Middle) S e (Last) I L DATE  (Moutt) (Day)  (Yew
(m:orPriﬂ!) (| he- - chAae er peaty ., Oct. 1, 1949
/6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH | 9. AGE (o years] 7 UNOER 1 YEaR | ¥ OWOER 10 Wms,

Monthe , Darn

Men 12 18LL | 95

Hourns l Min.

10a. USUAL OCGUPATION (Givekindof work | 10b, KIND OF BUSINESS QR IN-
; DUSTRY

11. BIRTHPLACE (State or forelgn countsy} 12_ CITIZEN OF WHAT
COUNTRY?

1, DISEASE OR CONDITION

- inter only onecauseper | T RECTLY LEADING TO DEATHS ()

line for (a), (b}, and (c)

ANTECEDENT CAUSES

Morbid conditions, if any, giring DUE TO {b)
rise to the abore cause (a) muing
the underiping caise last. " -

*This does not meon
the mode of dying, such
as hecert fatlure, asthenia,
ee.” It means tm.d'ia-;

care, injury, or complica- DUE TO (¢)

done duri cot of working life, sven if retired)
Nk [ALINo 1S
13 FATHER" S NAME 13b. MOTHER®S MAIRDEN NAME 14.. NAME OF 7’“158!“0 OR WIFE
VHRLES SCHwafars | Kecing JE/WHarnT | IGNATIV
I5. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17 INFORMANT' 5 SIGNATURE OR NAME ADDRESS
(Yes, no, or unknown} (.If you, give wat or dates of sorvice) NO. - i
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN

. ONSET AND DEATH
t 4

_Ctg_m.etal z&Ll’_ZtoSe[ZJ:e.fy

I, OTHER SIGNIFICANT CONDITIONS
Condilions contributing to the death bul no!

tion which coused death.

19a. DATE OF OP_lrElFE)AN- 15b. MAJOR FINDINGS OF OPERATION®

related to the disease or condition cousing d:cthS pn { l [ Pu fJ,( 0%y, S

‘| 20. AUTOPSY?

YBD Nom

£
Mvnﬂ-'fpygr‘gvg
L.

21b. PLACEOF INJURY (s.z..in or abomt

21a. ACCIDENT {Bpecify) 2fc. (CITY, TOWN, OR TOWNSHIP) ((XJUNTY} TE)
SUICIDE bome, Iarm, factory, strest, olfice bidg..me.) - ’
HOMICIDE i )
2td, TIME (Month} (Day) (Year) (Houn 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
Y WHILE AT MOTWHILE
INJURY m- | “work AT WORK A

2. I hereby certify that I atlended the deceased fro}n August

n , 12 49 , lo Oct. 1 IElﬁ_., that I- last sow the deceased

alive on __Qct-.._]_,_ 1.91;.9_ and that death occurred at

m., from the causes and on the date stated above.

ALYAK

NAME OF CEMI-_‘I'ERSY/)R CREMATORY

23a. 5| RE ( (Demeanme) b, ADDRE(:)EO Ar al St 2. DATE SIGNED
/ ¥/ . en
Clcceishbyrwa 5D 5400 Arsenal St. 10/1/49
24a. BURIAL. CREMA- 24c, .| 24d. LOCATION (Clty, town, or county) (5tate)

G, REMOVAL (Speattz)
BUR{AL

DATE REC'D BY LOCAL
REG.

L—0C0Y 3 1949

——

25. FUNERAL DIRECTOR"S SIGMATURE ‘ADDRESS

_Jos P&doxﬁﬁfk 7/z8/7:emaAN AVE .

(Licensed Embsimet’s Statement oz Reverse Side)
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- ﬂ STATEMENT BY LICENSED EMBALMER
1,
R

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, 0 by erieen.

I et . Student Embalmar No.

working under my pe;i:;;';na!__;upervision.
L % =
~3 I
StUdeNt eurusurncarennee TP PP Slgned. ?&Mﬁ

Student E:nbalmler
: R, - ] o Licensed Embalmer

PRFET

2
P, O. Addreas \ Ottt j‘;' g,

> ‘Note: "The abo\e MUST BE SIGNED BY THE LICENSED EMBALMER in his. OWN HANDWRITING (Failure to~ comply witl
the above constitutes grounds for revocation of license,)’ . .

-

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

.




