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THE DIVISION OF HEALTH OF MISSOURI

ALED NOV 4 1949 STANDARD CERTIF
REG. DIST. m.i&i__

ICATE OF DEATH State K NQ;!

PRIMARY REG. DIST. no.;é“_-/i Registrar's No.

lipator (a), (5), and (e) DIRECTLY LEADING TO DEATH® (5

ANTECEDENT CAUSES
Morbic conditions, if any, gieing DUE TO (b}

rise to the gbore cause (a) stating
: the underlying couae last,m - v - - .-

*This does nol mean
the mode of dying, such

a8 heert failure, asthenia,
ec. "It means the dis-

- BIRTH NO.
1. PLACE OF DEATH 2. USUAL RESIDENTE (Where 4 d lived. If Inetituth reridence before
a. COUNTY a. STATE A . nd-o_lom.
QUllivA N Wio AT A
b. CITY (If outzide corpurate mits, write RURAL nnd give ¢, LENGTH OF ¢ CITY (If outaide cotporate limits, write RURAL acd give tawnship)
townebip)| STAY (in this place! OR ' 7
oW 4 N TOUN j
d. FULL NAME OF fi nol in hmpunl or lasslsution, glve street addreas or loeation) d. STREET (If rural, give koestion)}
HOSPITAL O ADDRESS
INSI'ITUTION —~—
3. NAME OF a, (First b. (Middle) ¢. (Last)
DECEASED (Fist) ¢ 4 DATE (Moenth)  (Dsy)  (Yean)
tvweor i) (Y] [)/ A P Aybery WA E<€S vam Oct 23 194§
5. SEX s 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE QF BIRTH 9. AGE (In years] If UNDER 1 YEAR | O DhoER M NES.
WED, DIVORCED (Bpeciu‘r} J W‘ laxt birthday) Mont.h Days | Hours | Min.
Whyre | - 16-/% '73_ 271"
10a. USUAL OCCUPATION (Givekind of work | 10b. KKIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Btate or forelgn oa\mw) 12; CITIZEN OF WHAT
done during most of working life, svea if rotired} DUSTRY 5 COUNIRY
FARM R VAN - ”////4 2 Gm N 7}" 2y
!‘I:ia. FATHER'S MAME 13b. MOTHER S MAIDEN NAME . NAME OF HUSBAND OR *FE )
BAres LDuarp Wizes  YAW<Y Embedtoxn -
I15. WAS DECEASED EVER IN U.S. ARMED FORCES’ 16, SOCIAL SECU‘RINT(;( 17. INFORMANT' 5 SIGNATURE OR NAME ADDRESS
{Yes.no,orunkaowa) | (I yes, kive war or dates of — - .
e W L pan_
18. CAUSE OF DEATH MEDICAL CERTIFICATI v INTERYAL BETWEEN
. Entet only onesauseper | 1. DISEASE OR CONDITION

OMSET ANDZTg

eose, infury, or complica- DUE o (c) _
tion which caused death. § 1. OTHER SIGNIFICANT CONDITIONS. . -
Condifions contrituting to the death bul a0t ;7;(/ ~
related to the disease or condition cauring death. ﬂl r e
19a. DATE OF OPERA- | 190, ‘MAJCOR FINDINGS OF OPERATION .o ts . 20, AUTOPSY?
. TION
_ , ves L] wo [
21a. ACCIDENT (Bpecily) 21b. PLACEQF INJURY (a.x..lnorabout | 2lc. (CITY. TOWN, OR TOWNSHIP) (COUNTY) {STATE)
SUICIDE homa, farm, lastory, strest, office bldx., ere.) - C - .
. HOMICIDE
219. TIME (Month) (Day) (Yemr) (Hour) 21e. INJURY OCCURRED 21f. HOW DID INJURY OCCUR?
‘ . WHILE AT[~] NOT WHILE .
INJURY - WORK AT WORK 4 < R -
22, ] hereby certify tE I altended the deceased from L, 1940t M 19EC , that I last saw the deceased
alige on , 19§  and ihat death occurred at _ 9 B m., from the causes and on the date stated above. "

Za. SIGNATURE ~(Degroe or title)

Ak Qe

—

2. DATE SIGNED
f O 2y

&3b. ADDRESS

I .

-z.u. B:.;la: 6“1\'1. mﬁ 2o, DE’W 7 l 24c. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Gity. town, or connty) (Stats)
. ) ; ; :
10]204g Tl Weod W \Wwe
DATE REC'D BY L%%%L REGISTRAR'S SIGNATURE 42- o=’ ngcé{m. DIRECTOR'S 61 GMATURE ADDRE XS
- ] . \W 1AV *
Ok, 2g 17498 e . /Y. z ot an T tan
(Licetsed Embalmer’s Statement on Side)




RECEIVED ocr 3 149
District Health Officer Ng, 10
. Bistrist Filo Numbcr-d.z:w%—/_&.‘:é, #

N - 0CT 3
‘ Bzto Fited _-.---.[_ga.l_m
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 by (...

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

vworking urnder my persona! supervision,

SEUJENT 4 vrnuennaocansonsasansasnvntsasanas Signed............. J&W CA e
) Student Embaimer

T ) . Licen:zed Emba[m(ir No.... A LlLl 7

: . P. 0. Address_ |AMABAN, -~ AAAD
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OQWN HANDWRITING, (Failpre to comply with
the above constitutes grounds for revocation of license.) ’ : -
If this body is not embalmed, fact should be so stated above.

v



