wso  FILED BEC 27 1949 THE DIVISION OF HEALTH OF MISSOURI 12439

1048 STANDARD (é[&_?gFICATE OF DEATH State Fie No... _
BIRTH NO. REG. DIST. NO. ™ .- PRIMARY REG. DIST. NO. 1003 Registrar's No......... :1, Q 2 §
. 1. PLACE OF DEATH 2. USUAL RESIDEMNCE (Where decosed lired. 1f lnstitad Mante before
-~ a. COUNTY a. STATE I\{issouri b. COUNTY £ nimimion),
b. C(‘)};Y (I outride corpurate limits, write RURAL and give &I‘AI:IENGTH OF c. Cg—g (I outalde sorporate limits, write RURAL and give townahip) 7 //:/
o) 3 i this ] 2
rown St. Louls rommist f1a thin plac town St. Louls 7.
d. FULL NAME OF (If not ln bospital or institytion, give strset add or location) REET il
HOSPITAL OR DDRESS SR
3, NAME OF . (First b. (Middle ¢. (Last)
’ DECEASED : j 'fl’ ( H ) Eioh 4 DATE (Manth)  (Day) (Year)
(Type or Prind) ohn . ichor DA™ Dec 3 1949
z /6. COLOR OR RACE { 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH 19 AGE (In yesrs] tF hoER 1 YEAR | F WWOER 5 W,
R / WIDOWED. DIVORCED (8pacify) last birthday) Mnnﬂu, Days | Hours | Min
" male | yhite | married | Qot. 10th.1878 75 |
10a. USUAL OCCUPATION (Cikve kind of work | 10b. KIND OF BUSINESS OR IN- | 1. BIRTHPLACE (3tate or forelgn coubtry) 12. CITIZEN QF WHAT
done during most of working lifs, even if retired) DUSTRY COUNTRY?
Motormnan Streetcar Kangas |
llaa. FATHER'S NAME 13b. MOTHER'S MAIDEN WAME 14. NAME OF HUSBAND OR WIFE
Tho%snn_ﬁinhm;_ﬂla.m.sa_ Swain | Leona L, Flchor -
15. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yos. 00, or unknown) | (1 you, wive war or dates of sarvice) .- NO.
Leona L, Flchor 1925 Arlincton Ave.

18. CAUSE OF DEATH MED CERTIFICATION, . - INTERVAL BETWEEN
 Enteranly onecsusoper | |- DISEASE OR CONDITION _ e o t ONSET AND DEATH
Yine for (a}, {b), and {c) DIRECTLY LEADING TO DEATH (2) ’
*This doet mot mean | ANTECEDENT CAUSES - &L@ v 3 {d_a_
the mode of dying, such | Morbid conditions, if any, gining DUE TO (e ) A X A
at heart faflure, asthenda, | Tiae to the abore cavae (e) stating Ve
| cte. It means the dis- the underlying cause last. . 57‘ 7’?
| ease, infury, or compili 3 DUE TO (¢} . -
- tion which caused death. | [1. OTHER SIGNIFICANT CONDITIQNS . —t
Conditions contributing to the death but ot )_j' 2z dp .
related to the diseaze or condition cuusing de
192, DATE OF OPTE"FO‘I: 19b. MAJCR FINDINGS OF OPERATION 2. AUTOPSY?
TAalyd YES D NOE

21a. 'ACCIDE:H] (Bn.df:) ” 1 2. PLACE OF INJURY to.x..1norabast | 216 {CITY, TOWN, CR TOWNSHIP) , (COU
\-r hom.larm.hﬂ-m atreat. bl-dl. L} <" ’}
lal.lA‘ )

WoMjEtDR— SN o,
214. 'rg'.__u-: (um)" Y a-n u&’, *!f” INJURY OOCURRED 2Mf. HOW DID INJURY oocu ’ N
INJURY W\ -~ Q

WHILE AT[—] NOT WHILE f F
WORK AT WORK L . j"" VA
2. [ hereby, oerhfy that I atiende deceaacdfmm t- [ 6—’ IEM tol — .“2 s that I last-satp’ il
alive on M.S.f_ 19 , and that death occurred at 3_.5_09 m., from the causes and on the date stated above. f /\

’ e 23b. ADDR 23c. DA’IESI(!NED
0y WY, A § T O

U, BUR Sii CREMA- | 24b. DATE 24z, JNAME OF CEMETERY OR CREMATORY . | 24d. LOCATION (Ofiy, town, of county) Giate)

(Bowodfy) . R M

burisl 12-.6-49 Bethany Cemetery 8t, Louig Co. Mo,

DAJPRERD BYGAQEAL | REGISTRAR'S SIGNATURE 2. FUNERAL DIRECTOR' 8 SIGNATURE - ADORESS
-—-‘-"-. -

- ' | prehmann-Barral, 1905 Union Blvd.

(Licensed Embalmer’s Staternsnt cn Reverse Side)

WRITE PLAINLY—USING UNFADING BLACK INKE—MAKE A PERMANENT R_ECOilD
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" STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the réverse side of this certificate was embalmed by wme, or by

Student Embalmer Mo,

working under my personal supervision,

y s ‘ { . mf%
Student .ouiuinietiiieierireiiennaan.. Signed_
- Studcnt Eubalnor

,
*

- -
, - ,».1 .

Llcensed Emba]mer No ,9(2

o -~ 3
Vs “ Lt e -

P. 0 Addrem 7 ey |
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMBR in his OWN HAND,W‘ RI‘ I. NG, “(Failure 1o comply +
, theabovscomumtesmmds far revocauon of‘hame’.)*" yti L] Caa .

Ifthubodynnotembal.med. famshnuldbesosutedabove.
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