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WRITE PLAINLY—USING ' UNFADING BLACK INE—MAKE A PERMANENT RECORD

THE DIVISION OF HEALTH OF MISSOURI
‘ FMEE NOV 18 1949  STANDARD CERTIFICATE OF DEATH

REG. DIST. m.LﬁLPmumv REG. DISY. m.ﬂif Registrar's No.. ’% 4

"BIRTH NO.

37079

State F;:.h' Noe...

liao for (a), (b), and (cy | DIRECTLY LEADING TO DEATH® () 2.4

*Thix doer nol mean ANTECEDENT CAUSES

1. PLACE OF DEATH 2 USUAL RESIDENCE (Where decosssd llved. If i idance befors
a, COUNTY a. STATE . - b. COUNTY m.hm-lnnl
IF{ol\/ Missougn onN’
b, CITY (1! ogtcide corpurate Himita, write RURAL and pi. ¢c. LENGTH OF ¢. CITY (If ouwside oorporate limita, write RURAL and give townahin) ’ f
TD\F:’N I tgwnship){ STAY (in this place)) TS0 K .
RONTon/ Ne day VRAL 0
d. FULL NAME OF {If pot in bospital or institution. give strect addreas or loestion: d. STREET (If rural, giva location) -
HOSPIT ADDRESS : . @
lNSTlTUTION St. MARVE O'F -Mg OZHRKf R0 /\ITJA} 0. * 0
T =
3]:l’\IEﬁ(\:th S%FIEJ a. (First) | ) b. (Middle) c., (Last} 4 D»(TE (Month)  (Day) (Year)
(Twor Prin) ] AC 0B T# E0 DORE Gamma, sel oSm Moy . 4_/7£9
5. SEX 6. COLOR QR RACE | 7. \”IAD%%IJEB N!]E\YS.ECESRR[ED,) 8. DATE OF BIRTH 9. QGSI:;K;;n L:; UNDER | FEAR | O uDER 4 HES,
- - B {Ppecily, 3 onths | Days | Hours | Min.
MALE O WreTE wgg‘:n&gi 21 Jone 17 1444 |~ |+
10a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE’ (State pr forelgn country) 12, CITIZEN OF WHAT
done during most of working Lifs, even if retired) | \) DUSTRY - COUNTRY? ;
FARMER. NMone Missour) O U, S
l3a. FATHER" S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSEBAND OR WIFE o
ACoB G‘AMMA {Pavane SgiTZz. | NA
5. WAS DECEASED EVER IN U,S. ARMED FORCES? | 16, SOCI SECURITY 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
{Yes, 0o, or unknows) (Il yue, give war or dltpl of servioe)
o —= Jacoh T GCamma, 3} Stlow:, 0.
18, CAUSE OF DEATH MEDICAL CERTIFICATlON , |/INTERVAL BETWEEN
 Enter only onecauseper | 1. DISEASE OR CONDITION ' ONSEL AND DEATH

oy L

Morbld conditions, if any, giring PUE TO (b}
rise Lo the above cause {a) tta.tmg
. the underlying cause last.

the mode of dying, such
aa heart fatlure, asthenia,
etc. It means the dis”

case, infury, or lea- DUE TO (c)

1l. OTHER SIGNIFICANT CONDITIONS
Conditions contributing to the death tud ool

tion which cauyed dm:f;

c%wa mcm

19a. DATE OF OPERA- .
TION

f 4
. - . .
related to the disease or condition causin& death, %]A YT f WM (
19b. MAJOR FINDINGS OF OPERATION - 1 20, AUTOPSY?

;'ES H Mom

21a. ACCIDENT ~ ' (Bpecity) 21b. PLACECQF INJURY (s.g..ilnorabout | 2lc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) "(STATE) &
SUICIDE home, farm, fagtory, street, office bldg.,ew.) e e - EEC A
HOMICIDE ! . BT
214. TIME (Masth)  (Day} (Year) (Hown | 2le. INJURY OCCURRED | 2if. HOW DID [NJURY OCCUR?
o WHILEAT{—] NOT WHILE
INJURY WORK AT WORK v

IQH that I last saw the deceaced

19';7 to/VdI/

2, I hereby certify that attendcd the deceased from '%"a 3 6,__
alwe on Vv , and that death accurred at _.m_& m., from the causes and on the date stated above,

Zia,,SIGNA_T E) or title

23c. DATE SIGNED

Ji—T7-4%9

23b. ADDRESS i

PN M ST . LrenTon /770

24  BURIAL, CREMA- m DA‘fE N 24c. NAME OF CEMETERY OR CREMATORY _ | 24d. LOCATION (City, town, or county) (State)
TION, BEMOVAL (Bpecify) h | (I . J oo - v
URIA L [{-§- 49 ALVARY dMadissd Covwry, Mo.
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DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE //gfg{
ZM} /A Vi &ﬁM_&’be

ﬂllanﬂd Embalmer’s Statement on Reverse Side} Y




RECEIVED //-/y-v?

ulntrict Health Officer No.-y

—----I.rv

iweriet File Number /7% 2 - ly b
Date Filed.

STATEMENT BY LICENSED EMBALMER

.................................. _ ey Studant Enbl/i.h' ¥o. .
working under thy persona! supervision. //J } .
S0t suireriuse T Signed Retan N M(/"‘* ALLE
Student Embalmer ) )
: Licensed Embalmer No ‘/-2 ? 7

P. 0. Addreaﬁf Tt

Note: The :bove MUST BE SIGNED BY THE LICENSED MAI.MER in his OWN }MNDWR]TING. (Failm to comply wnth_
the above constitutes grounds for revocation of license.)

!ftbubpdyunmembalmd.faudmuldbesomdam



